
CASES OF PELVIC INFLAMMATION ? T 

for many years, apd, 'witli the exception of that obscure form 
of inflammation descifbed by Freund as chronic atrophic para- 
metritis “ affecting chiefly the fascial and aponeurotic thick- 
enings of the fatless connective tissue, and causing changes- 
analogous to those in cirrhosis of the liver, kidney, and 
spleen” (Hart and Barbour), I know nothing of ehronie 
pelvic cellulitis unless when it is associated with, and depen- 
dent upon, peritonitis. 

While this controversy has waxed warm I have looked in 
vain for some anatomical proof of its existence from those 
who claim its frequent occurrence. The facts which I have 
laid before you are as well established as any within the 
domain of pathology, and I am sure they are as well known 
to you as they are to me. Why, then, is this discnssion 
reopened here to-day ? Because it is evident there is still 
great confusion in the medical mind in regard to the patho- 
logy, and because we are not agi’eed upon the treatment of this 
disease. The proceedings of societies show it, and the records 
of our hospitals show it. 

In January, 1890, Dr. John Byrne read a paper before 
the New York Obstetrical Society on “ A Case illustrating 
the Yalue of Therapeutic Measures in Chronic and Kecurring 
Pelvic Cellulitis.” The case was used as a text for entering 
a protest against the treatment of non-puerperal pelvic inflam- 
mation by laparatomy. The author declared “ that recurring 
attacks of inflammation in these parts, where there was no- 
positive evidence of pus cavities, should not be considered 
as warranting or justifying even explorative laparatomy.”' 
His argument is entitled to great consideration because of his 
high chai'acter, and because many of the best men in our pro- 
fession preach and practise as he does. This was the case of 
a woman who had been married ten years. Daring the flrst 
and second years of married life she had miscax’ried twice, as 
a result of intentional interference. At the end of the third 
year after marriage she miscarried at eight and a half months 
from an accident. After delivery by forceps she had gen- 
eral peritonitis, from which she barely and very slowly recov- 
ered. Since then she has suffered inguinal pains and back- 
ache after exercise, and she has been twice pregnant again, but 
each time aborted. Early in February, 1889, as a result of 
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■exposure to cold, she had an attack of metro-peritonitis, and. 
the acute symptoms subsided under general treatment. She 
continued to suffer recurring pjrexial attacks with pelvic 
pains and irritable bladder. Excessive gastric irritation, 
Right sweats, and pronounced emaciation were also present. 
About the end of ifarch she consulted a prominent !MewTork 
gynecologist, who recommended removal of the ovaries and 
tubes. Dr. Byrne saw her in the month of April, and re- 
garded the ease as general pelvic cellulitis and as unfit for 
laparatomy. His treatment was poultices, hot vaginal douches, 
tampons of iodine and glycerin, and rectal suppositories of 
iodoform and morphia, with iron and quinine internally. This 
treatment was continued from the 20th of Ajjril to the 25th 
of May, a little over four weeks, when the patient was cured. 
“ Since then,” Dr. Byrne states, “ and up to the present time 
[January 21st, 1890], she has enjoyed perfect health, men- 
struates regularly, and has regained her original weight,” 

The lesson which the writer thinks is to be derived from 
this case is that “ a due regard for a woman’s prospective 
comfort and social happiness demands tliat in all such cases a 
persistent trial of every rational therapeutic measure shall 
have been tested before 0 ])ening lier abdomen and removing 
the ovaries and tubes.” Moreover, this lesson is offered the 
Society “ with the hope that its discussion may resiilt in a 
clearer conception of important pathological landmarks, in 
danger, I fear, of being obliterated, and the adoption of some 
fixed principles of treatment, of which removal of the uterine 
appendages may be resorted to and justified as a dernier 
o'cs^ort only.” 

In carefully analyzing this case it is claimed that a woman, 
who presents a clear history of diseased sexual organs for a 
period of ten yeai-s, is restored to ]>erfect health in about five 
weeks by means of non-surgical therapeutic measures. The 
term general pelvic cellulitis is used b}' the writer to describe 
a disease which was evidently a pelvic i^eritonitis, dependent 
upon tubal inflammation, and induced by exposure. His con- 
clusion that the woman was restored to perfect health was a 
hasty one. The influence exerted by such treatment is a 
lesson we learned long since. Our hope that the benefits 
derived from it were lasting has often been disappointed. 
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'The usual history of such cases is one of relapses. To make 
■clear this point I ask you to accompany me in the following 
■histories. In May last two such cases came before me. 

One of these, a woman married five years, had previously 
"been under my care, during the first year of her marriage, for 
recurring attacks of pelvic peritonitis which originated from 
an abortion. She was treated as Dr. Byrne’s case was, and 
thought her health was entirety restored. About two years 
ago, however, she began to suffer attacks of pain under and 
■outside the right breast. Tliese attacks gradually increased 
in frequency and severity, and her health had been so im- 
paired in consequence that, during the year preceding her 
coming to me in May last, she had lost thirty-five pounds in 
weight. She had received treatment from several physicians, 
and had been in St. Luke’s Hospital, St. Louis, under the care 
•of a gentleman of higii standing as a physician and surgeon. 
Menstruation was regular and was attended with moderate pain 
•only for the first six hours. She declared there was nothing 
left of her old pelvic complaint. Finding nothing in the 
thorax to account for her pain, which was almost constant, and 
■the functions of the liver and other abdominal organs being 
undisturbed, my attention was turned to the pelvis. High up 
■on the right side there was one of those “ circumscribed indu- 
rations ” and areas of tenderness on pressure which formed 
the basis of Coe’s paper on “Minor Pelvic Inflammations.” 
This patient came to me, bringing a basket of champagne, a 
Lottie of which she had for some time been drinking at bed- 
time, in preference to opiates,' to obtain a short respite from 
pain. Explaining my opinion that her thoracic pains were due 
to remnants of the old tubal disease for which I liad treated 
her five years before, I offered, as the only intelligent treat- 
ment at my command, an abdominal section, stating that after 
opening the abdomen I would remove the appendages, only 
upon the condition that they were found sufficiently diseased 
to account for her sufferings. She willingly agreed to this, 
•and the section was made. The appendages on the left side 
were bound by firm adhesions, but were apparently healthy. 
They were liberated, but not removed. On the right side 
fhere was a pus tube the size of the thumb. Its fimbrije were 
'destroyed; its end was club-shaped. The ovary was increased 
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in size and consisted chiefly of large cysts. Both tube and 
ovary were deeply embedded in adhesions, and their removal 
was difficult. In this case the products of inflammation had 
been lying dormant for nearly five years, and for quite four 
years had caused no pelvic symptoms. As a result of the ope- 
ration the patient is reported by her husband and physician to 
have regained twenty pounds in weight, to have been relieved 
of the thoi-acic pains, but to complain at times of the left ovary,, 
and altogether to be much benefited. 

The second case was a very healthy-looking woman, 26 
years old, who had been married ten years. Soon after mar- 
riage she became pregnant, and miscarried at seven months, 
during an attack of bilious fever which lasted ten days. She 
again became pregnant, and miscarried in 1883 at seven 
months, during an attack of inflammatory rheumatism involv- 
ing the hand, wrist, and elbow. She had after this a well- 
Hiai-ked history of pelvic inflammation, from which she thought 
she had entirely recovered, as there had been no reason to sus- 
pect pelvic disease from that time. In May last she consulted 
me for relief of an almost constant burning pain in the left 
antei’ior wall of the vagina. Her general health was excel- 
lent and she was in good flesh. Menstruation was normal in 
every respect. The uterus was retroverted and fixed, but 
otherwise healthy. To the left and behind it, and quite high 
up, there was easily made out a small, distincth’ circumscribed 
tumor, very slightly tender on pressure. I expressed the 
opinion that this was a product of the pelvic peritonitis which 
she had after miscarriage seven years ago ; that it was the 
caxise of her suffering; that no local treatment would give her 
relief short of removal of the appendages. But I strongly 
advised against this operation, on the ground that it was hazard- 
ous and because her general health was too good to justify so 
serious a procedure. I encouraged her to put up with the 
pain, as she had done for several years, and to let doctors and ' 
medicine alone. She insisted, however, on something being 
done for her relief ; that with such a pain life was not worth 
living. After several weeks of the usual routine of hot water, 
iodine and "Ivcerin, etc., without benefit, she and her husband 
insisted on the operation. The appendages on the right side 
were embedded in old adhesions. They were carefully libe- 
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rated, and, being found comparatively healthy, were not re- 
moved., On the left side there was a pns tube the size of the 
little hnger. The corresponding ovary was entirely destroyed, , 
being in a state of calcareous degeneration. Both it and the tube ■ 
were deeply embedded in adhesions and were removed with; 
extreme difficulty. Here were the products of inflammationi 
walled in by lymph for seven years, not yet disturbing the. 
general health, but causing almost constant pain in the vagina. 
This woman’s troubles vanished after the operation. She is; 
now in good health. 

To the above cases of my own I now add the following, , 
which I have taken from Mi*. Tait’s work on “ Diseases of' 
Women and Abdominal Surgery”: ‘‘At the Soci^te Ana- 
tomique, January 16th, 1880, a case of jiyo-salpinx was nar- 
rated from Dr. Bernutz’s service in La Gharite. The patient 
was aged 29, and was admitted with severe symptoms point-, 
ing to pelvic inflammation and subsequently jiei’itonitis. She 
died four days after admission, and on a post-mortem exami-- 
nation suppurative peritonitis was found to have spread up- 
from the pelvis from the rupture of a tubal abscess. The au- 
topsy revealed all the evidences of pelvic iieritonitis with tubal 
disease. The internal halves of tlie tubes were healthy. The 
outer halves presented three or four dilatations, the largest be- 
ing situated at the outer extremity, being formed by the occlu- 
sion of the pavilion, so that there was no opening into the tube,., 
which was distended with pus. The pus tube on left side- 
communicated with a cavity in the adhering ovary. Upon 
the posterior surface of this ovary was found a small rupture 
through which the contents had been extravasated into the • 
peritoneum. Bernutz remarked that in all probability the 
suppuration of the tubes and left ovary was of ancient date, 
and that the fatal peritonitis was undoubtedly due to the per— 
. foi’ation of the abscess into the peritoneum.” 

One important lesson made emphatic by these cases, and 
already well known to those who have studied the subject, is . 
that it is often impossible to diagnose pus tubes. Frequently 
the positive evidence of pus cavities, which Dr. Byrne insists 
upon, cannot be obtained except by an abdominal section.. 
From the original memoir written by Bernutz and Goupil iui 
1862 is this remarkable utterance : “ The frequency, in my- 
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•experience, of tubal collections of pus in women wlio appear 
to be cured of attacks of orchitis, and who have afterwards 
• succumbed, some from intercurrent disease, others from gen- 
eral peritonitis — the result, pei'haps, of cauterization, or ca- 
tlieterism, or simple examination, or of menstruation — this 
frequency, I say, makes it necessary to reckon on sucli a pal- 
pable contingency after anj' attack of pelvic peritonitis. The 
•obscurity of the symptoms of these purulent collections, the 
absence of any decided symptom in the great majority of the 
cases, keeps one in dread of a relapse of the orchitis which is 
so liable to recur, and which, when the abscess is in the Fallo- 
pian tube, may end in fatal peritonitis.” Thus wrote one who 
was not advocating surgical treatment, but simply stating the 
results of his ohservation, Avhich many of us to-day can cor- 
roborate. My own ol)servation of many cases, for periods of 
ten and twelve and fifteen years, is that after one attack of 
pelvic i)eritonitis relapses are the rule. The patient recover- 
ing from a first attack goes along, with care, very well for a 
time ; but after some unusual fatigue or exposure near the 
period of menstruation, she has a return of inflammation from 
which she may die, or else partially recover and lead the life 
of an invalid. 

And this is the experience of women in the better walks of 
life, who are able to take tolerable care of themselves and who 
are not exposed to hardship or compelled to labor. The future 
history of Dr. Byrne’s case will in all probabilit,y confirm these 
•observations. His patient has recovered, but she is probably 
not cured. He has come into court with insufficient evidence, 
and his case, in my opinion, is by no means proven. This doc- 
trine of chronic recurring pelvic cellulitis, which I have de- 
clared to be erroneous, has long exerted a pernicious influence 
in the practice of gynecology; and the treatment which is 
based uj)on it has been carried to an extent which does not re- 
flect credit upon an intelligent and learned profession. 

A few weeks since there came under 1113" observation a pa- 
tient with prolapsed appendages fixed by adhesions in Douglas’ 
poUcli, who had. for a period of four full months, been treated 
in a celebrated sanitarium bv rest in bed, the hot-watei' douche 
at a temperature of 115 ° F. for fifteen minutes three times a 
■ dav, b^’ applications of iodine and ghx-erin, and bj- faradic and 
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galvanic electricity — all this, and, as might have been predicted,., 
with negative results. I ask the question, Should it take four- 
months of such treatment to arrive at a conclusion in cases - 
like this ? 

Another illustration: Upon examining the report of the- 
"Woman’s Hospital, for the year 1890, of one of our largest 
metropolitan cities and centres of medical education, I find 
in the tabulated statement of cases twenty of “pelvic cel-- 
lulitis,” Is it a matter of wonderment that the attending phy- 
sician, who came on duty in this hospital in July last, found, 
out of a possible total of seventy patients, thirty who for. 
weeks and months had lain there, receiving a treatment of hot. 
douches and iodine, curetting and electricity, not only without, 
benefit, hut in many cases with positive injury? Most of these- 
eases would not admit of further delay ; they were urgent 
cases, not of cellulitis, but of pelvic peritonitis with pus tubes., 
and ovarian abscesses. After consultation with high authority 
unconnected with the staff of the hospital — the other attend- ■ 
ants being absent on vacation — they were all subjected to ope- 
ration by abdominal section, with satisfactory results in eveivy. 
case. This is an exti’aordinary statement, but I make it upon 
authority which I know to be absolutely correct and truthful.- 
These are grievous sins of omission, and this failure to do the , 
right thing, this hesitancy to remove irremediably damaged or- 
gans, arises from the belief that the disease is cellulitis and that, 
it can be cured by rest and iodine and electricity. I maintain 
^hat the time has come when the term cellulitis should be 
abandoned in connection with non-obstetric pelvic inflamma- 
tions. It is a misnomer. Ho such pathological condition is 
known to exist, unless to ^ minor degree as dependent upon a 
mc0or peritonitis, and its existence then, even if a matter of 
imiiortance, is impossible of diagnosis. 

Having now presented pathological doctrines which ! believe 
cannot be controverted, I ask to make some remarks upon tlie 
methods of treatment commonly used, and their value. Let 
it be remembered that in the class of cases we are now con- 
sidering there is tubal disease in its various forms, with or 
without ovaritis and pelvic peritonitis. As a result of peritoni- 
tis there are exudations of lymph gluing together adjacent 
structures, thick deposits of false membrane, and in many: 
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■cases effusion of serum in the interspaces between adhering 
organs. These inflammatory swellings are very conspicuous on 
using the bimanual. The non-surgical treatment so long in 
vogue will often bring about important changes in the dis- 
eased structures. The essential features of this treatment are 
rest, countei -irritation to the pelvic organs, hot sitz baths, 
with attention to the digestive organs, and especially to the 
functions of the bowels. Under this treatment large intra- 
peritoneal exudations are absorbed, and even some tuhal and 
ovarian inflammations entirely disappear, and recovery seems 
complete. This, however, is by no means the rule. . It is the 
exception. Complete restoration to health will depend on the 
condition of the tubes and ovaries. What this condition is, 
after an attack of inflammation, we are usually unable to dis- 
cover. If the tubes have been secreting pus, or, if with closed 
ends, blood or serum is collected in them, this will almost 
.surely give trouble. It may be years, but the trouble will 
come. Ovarian inflammation arrived at the stage of cystic 
degeneration is progressive, causing constant pelvic pain, 
monthly hemorrhages, nervous and digestive disorders.- The 
benefits of non-surgical measures are very limited here. Even 
when active inflammation entirely subsides under this treat- 
ment, and the diseased tube becomes walled in by lymph, 
and the pelvic symptoms disappear, and the patient’s health 
seems entirely restored, it is only a question of time when 
new symptoms will arise. The patient comes back to us years 
afterward suffering, with signs of a foreign body in the pelvis 
surrounded by cicatricial tissue, as in the cases I have re25orted ; 
or with a general peritonitis under circumstances which al- 
most forbid an operation with any hope of success ; or with 
the evidences of txibercular disease ; or, it may be, with a tubal 
pregnancy. 

I wish to emphasize the fact that the non-surgical treatment 
in most of the cases simply removes the j>roducts of peritoneal 
inflammation. It cannot accomplish much for the diseased 
tube and ovary beyond the exercise of that beneficial influ- 
ence which is exerted by absolute rest on all inflammations. 
Tiiat the treatment of pus collections in the pelvis requires 
surgical treatment goes without saying. In the majority 
even of the mild cases where there is no question of pus, 
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Avliere the appendages have simply been inflamed and have 
become dislocated and adherent in an abnormal position, after 
the most prolonged and systematic and thorough administra- 
tion of non-surgical treatment, the patients are not cured. 
■Though improved in many ways, they are still invalids. The 
■disease is not entirely removed. It continues to harass the 
patient and the physician. 

In such cases life is not in danger, but the question usually 
presented is whether the jiatient shall live a life of inactivity, 
unfitted for most of her duties by nearly constant suffering of 
•greater or less degree, or shall she be subjected to a surgical 
operation ? It is for her to elect. Hon-surgieal treatment will 
not cure her. I do not say that these cases must all be sub- 
jected to surgical treatment, but I do say that non-surgical 
treatment does not cure them. In a class of cases not yet 
spoken of, non-surgical treatment has but a short and very 
limited application. I refer to those with high grade of peri- 
toneal inflammation, with lai*ge masses in the pelvis, in which 
the diagnosis of extra-uterine pregnancy with partial rupture of 
the tube is in question. I refer also to severe attacks of re- 
•curring peritonitis, in which there are surely leaky tubes. In 
these classes we wait for a sign of rupture. We resort to 
'brisk catharsis with salines. If marked improvement does 
not quickly follow, a continuance of non-surgical treatment is 
■fraught with great danger. 

ELEOTKIOITY. 

A few ■\yords concerning electricity. In the discussion of 
Dr. Byrne’s case before the Hew Tork Obstetrical Society, 
-Dr. G-oelef remarked that “ ordinary cases of chronic cellu- 
litis should first be treated by positive galvanism in the 
vagina, and later by the negative pole, and they would get 
well quicker than by the plan adopted by Dr. Byrne.” 

There is evidently great confusion and misunderstanding 
here. I have given this subject careful attention ; have 
-closely studied Apostoli’s writings, and have faithfully tried 
his methods with his own instruments for three years. The 
u'esults which I have obtained from electricity in the treatment 
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of pelvic inflammatioHS are a'bsolutely negative. I have- 
ceased to expect any good from it. 

aspikation. 

It has been proposed by one of onr most respected Fellows 
to abort this inflammation by aspiration of the cellular tissue 
in the roof of the vagina. I have not tried this method, but, 
I may ash, by what possible means could aspiration accomplish 
such a result in the disease which has been brought before you 
to-day? Even if it were a pelvic cellulitis, does aspiration 
abort cellulitis, or rob it of any of its horrors in any other 
portion of the body, dependen*-, as it is,' upon a septic poison 
carried by the lymphatics? From the pathology of chronic 
pelvic inflammation, as we understand it to-da}^, it is evident 
that, as a rule, radical cure can only be reached by laparatomy.. 
I refer to cases, not of hysteria, but those in which there are 
well-marked objective signs of diseased appendages. 

It is freely and clearly admitted that some cases are abso- 
lutely cured by uon-surgical treatment ; and it is certainly not 
contended that every case not thus cured is to be subjected to- 
abdominal section. In the milder forms the patient often 
lives in comparative comfort, and she wisely prefers even to 
suffer to a moderate degree rather than undergo operation.. 
l\Iy rule of conduct is to give them, when possible, the full 
benefit of restand counter-irritation, and baths and purgatives,, 
and to improve the local and general condition as far as can 
be. Then, after the peritonitis is removed and the situation 
in the pelvis is cleared, a more intelligent opinion can be 
formed of the probabilities and possibilities of the case. In 
some cases this delay and this treatment are not admissible,, 
and operation is imperative. The one feature which to my 
mind affords the strongest evidence in favor of operation is- 
recurring attacks of peritonitis. These certainly mean serious 
disease of the tubes, which, if held in abej^ance for a time, will- 
surely give trouble in the future. 
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Since Roux, in 1832, succeeded in repairing a lacerated 
perineum, surgeons liave devised a great number of opera- 
tions for the cure of the laceration, each believing his particu- 
lar metbocl would be universally adopted, and each in turn 
being'disappointed. The inethods devised by Emmet, Thomas^ 
Simon, Hegar, and Hildebrandt are more generally employed 
than any other, and, for some unexplained reason, they are all 
modifications of the “butterfly” denudation. Other methods 
might be deemed worthy of note,, but lack of space jirevents 
an enumeration of them. 

"Why have so many methods been devised ? Why are we. 
notsatisfiedwiththe raetliod of Thomas, orEmmet, or Munde,. 
or Hanks, or Hegar? Because the true method has not as yet 
been demonstrated, and it is with the hope of throwing a, 
little light on the subject that I bring forward ivhat, in my 
ojiinion, is the correct method of ojierating for lacerated peri- 
neum. Befoi’e proceeding with the demonstration of the ope- 
ration, however, I wish to call attention to five rules : 

I. Every case of laceration of the pelvic floor or of the peri- 
neum is complicated with a retroverted uterus. 

II. In eveiy case of retroversion of the uterus there is: 
prolapse of the uterus to a greater or less degree. 

III. Whenever the lacerated pelvic floor or peiineum is; 
restored to its normal condition, the prolapse and retroversiom 
can easily be cured. 

2'^ 
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rV. The only -way in which the lacerated pelvic floor or 
perineum can he restored to its normal condition is by uniting 
the severed ends of the levator ani muscle. 

V. The only way in which the severed ends of the levator 
ani can be united is by making a denudation, the edges of 
which shall correspond exactly with the edges of the tear. 
Let us consider the application of these rules. 

I. When the parts are in their normal condition, the crossing 
axes of the uterus and vagina form an angle of about 95° (see 
Fig. 1). When there is a tear of the pelvic floor or of the 
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perineum, the rectum bulges into the vagina to a greater or 
less e.vtent, forming a rectoeele. In order that this bulging 
may take place, the recto-vaginal septum must be shortened 
to a certain extent, which shortening is brought about by the 
separation of the edges of the tear; and, as the upper portion 
descends to allow this separation, the vaginal attachment to 
the posterior lip of the cervix draws the cervix downward 
and forward ; and, as the body of the uterus is not easily 
bent, the fundus must of necessity be carried backward, and 
we have then the loss of the utero-vaginal angle and the first 
degree of retroversion (see Fig. 2). 

II. When tlie uterus has reached the first decree of retro- 
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version, there is, instead of the ntero-vaginal angle, a straight 
ntero-vaginal axis; and, as there is nothing to support the 
uterus, it naturally, of its own weight, descends into the 
vagina, and we have then the first 'stage of prolapse. 

III. The first object of an operation on a lacerated perinenm 
should be to restore the parts to their normal condition. 
When this has been accomplished, by bringing the separated 
edges of the tear together, the upper portion of the recto- 
vaginal septum can ascend, thus removing all strain from the 



Fig. 2. 

cervix, when the uterus can easily be restored to, and main- 
tained in, its proper position. 

lY. The anterior fibres of the levator ani muscle pass 
downward on either side, and are inserted into the sides of 
the rectum and vagina, assisting in the formation of the recto- 
vaginal septum. When the pelvic fl^por or the perineum is 
torn, the muscle is divided and the ends retract, in precisely 
the same manner as a rubber band, if placed moderately 
tight around a horizontal cylinder and cut across on the 
under side, will retract, and the severed ends hang loosely on 
either side. !N^ow, unless the severed ends of the muscle are 
united, the parts cannot be restored to their normal condition. 


20 etjthekfoed: the hteeo-vaginal angle 

Y. The shape of the tear, when first made, is represented 
by two triangles placed base to base, one in the vagina, the 
other on the perineum. The base of the internal or vaginal 
triangle is at the fourchette, the apex at the beginning of the 
tear. The base of the external or perineal triangle is at the 
fourchette, the apex at the end of the tear (see Fig. 3). 
Unless the injury is repaired, the rectum will soon bulge into 
the weakened place, the edges will be separated, and the 
bottom of the tear brought to the surface, making what was 
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originally a deep triangular laceration a prominent convex' 
surface ; and, in order that the parts may be restored to their 
normal condition, a surface must be denuded, the edges of 
which shall correspond exactly with the edges of the tear, 
whether it be the pelvic floor, the perineum, or both, that are 
torn. 

Having considered the application of the rules, we will 
now proceed with the demonstration of the operation, it 
being understood, without further words, that the woman has 
been pi’operly prepared and that all antiseptic precautions 
have been observed. 
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Place the woman in the lithotomy position, with the knees 
widel}’’ separated and the labia separated by assistants. ■' "With 
the left index finger in the rectum and the right index finger 
in the vagina, examine the recto-vaginal septum for the edges 
of the tear, which can readilj' be felt, and can also be seen, as 
the borders of the reetoeele correspond with the edges of the 
tear. Having satisfied yourself as to the extent of the tear, 
make with a scalpel an incision, beginning a little above the 
apex of the vaginal triangle, and running forward and outward 



to a point on the labium corresponding to the angle of the base 
of the triangle, thence to a point a little below the apex of the 
perineal triangle. Make a similar incision on the opposite 
side, uniting the incisions at the apices of the triangles (see 
Fig. 4:). Hook up with a tenaculum the apex of the perineal 
triangle, and with blunt-pointed scissors, curved on the flat, 
dissect off all the mucous membrane included in the incisions. 

Having denuded the part, introduce a silkworm-gut suture 
(or silver wire, if the operator prefers) into the septum, under 
the skin, at the base of the two triangles, sweeping it all the 
way around, and. causing it to emerge at a corresponding point 
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on tte opposite side (see 1, Fig. 5), leaving the ends free to he 
tied later. Then introduce another at 2, another at S, another 
at 4, another at 5, and another at 6 — the sutures being num- 
bered, that they may he tied as introduced. Then introduce 
a continuous catgut suture, starting at the apex of the vagi- 
nal triangle, and continuing until it readies a point a little 
above 6. Tie the suture ; then, beginning at 1, tie the inter- 
rupted sutures in the order in which they were introduced. 
"When they are all tied and the ends cut off, there will re- 
main a straight line perpendicularly, the rectocele will be 
entirely reduced, and the vagina restored to its former size 



Fra. 5. 


(see Fig. 6). The line of suture, seen in profile, will rep- 
resent two sides of a tifangle, showing that the parts are 
restored to their original condition, the perineum is perfect, 
and what was the widest part of the vulvar orifice has become 
the highest part of the perineum (see Fig. 7). Fig. 8 shows 
how the sutures should be introduced. 

Should the laceration be complete, the incision should be 
made from a point a little above the apex of the vaginal 
triangle, thence to a point corresponding to the angle of the 
base, thence to a point a little below the dimple indicating 
the severed end of the sphincter ani, thence to a jioint a little 
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above the upper extremity of tlie rectal tear. A similar in- 
cision being made on the opposite side, the ends will unite at 
the apices of tlie vaginal and rectal triangles (see Fig. 9). 
Having denuded the outlined surface in tlie same manner 



as in an incomplete rapture, and the edges of the rectal tear 
having been trimmed, interrupted catgut sutures' are intro- 
duced into the rectal tear, leaving the ends long until all are 
introduced (see Fig. 9) ; then tie from above down, leaving: 


Fig. 7. 




Fig. 8. 


the knots in the rectum, When the sutures are all tied, the- 
severed ends of the sjihincter will be in apposition, the rectal 
tear will be a straight line, and the denuded surface will be 
represented by two triangles placed base to base, and the 
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sutures should be introduced and tied precisely as in an in- 
complete rupture (see Fig. 10). 



All that is now necessary to restore the uterus to its proper 
position is to place the woman in the knee-chest position, when 



the uterus will, of its own weight, resume its normal position, 
and the utero-vaginal angle is restored (see Fig. 11). 
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Three or four days after the removal of the sutures a tam- 
,pon should be introduced into tbe vagina against the anterior 
.portion of the cervix, and pressed well back toward the sacrum. 
-Another, and, if necessary, another, is then introduced to re- 
inforce the first, great care being observed not to place a tam- 
pon posterior to the cervix. The tampon should be removed 
and another applied in from one to two days, this being con- 
tinued for about two weeks, by wliicb time tbe uterus will 
.need no further support. 

The question might be asked as to wbat particular advan- 
-tage tlie triangular denudation possesses over the “butterfly” 



denudation. This can be answered by stating that it cor- 
responds with the shape of the tear, while the “ butterfly ” 
denudation bears absolutely no relation, to tbe form of tbe 
tear. If we have a lacerated wound of the thigh, with the 
edges separated and the tissues rolled out, do we cut off tbe 
•everted tissue and pare tbe edges in the form of a butterfly? 
W hy, then, should we do so on a lacerated perineum ? 

. The angular denudation possesses another advantage, in that 
it goes aoove the beginning of .the tear, while tbe “butterfly ” 
denudation does not. Emmet says tbe denudation should 
“always extend to tbe crest of tbe reetocele,” which is only 
•half wbat it. should . do ; for if .the .process of repair only 
reaches ±he crest of the I’ectocele, it still leaves a weakened 
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place above, tlirongh wliicbtbe rectum -will bulge, form a ne-w 
rectocele, and the operation will be a failure. And it is for 
this reason that women operated on after the method of Em- 
met or Hegar have continued retroversion and prolapse, as- 
the utero-vagiual angle is not restored and the uterus has no 
support. If we have an incised wound of the abdomen, with 
protrusion of the intestines, do we sew up the wound for two- 
thirds of its extent, leaving the other third so that the intes- 
tines may again roll out ? Why. then, should we do so on a. 
perineum or pelvic floor ? 

Prolapse and retroversion of the uterus can only be cured, 
by the restoration of the parts to their normal condition and 
the restitution of the utero-vaginal angle ; for without this the 
uterus has no support and will, of its own weight, fall from its- 
proper position. With the parts once more in their norrnal 
condition, the prolapse and retroversion can easily be eured if 
treated without the aid of pessaries. A glance at Fig. 1 will 
show the reader that the flrst thing to do in replacing aretrb- 
verted uterus is to push the cervix well back toward the 
sacrum, when the body, which possesses considerable stifi- 
ness, will be thrown forward, as stated above. If the cervix 
be retained in this position by a suitably adjusted tainpf)n, the 
posterior vaginal wall will soon be elongated sufficiently to re- 
move all traction from the cervix, thereby alio wing the uterus 
to maintain its'’proper relation with the vagina ; and the only 
precaution to be observed while einplojdng this treatment is 
to see that the woman keeps off her back. She may lie on 
either side or on her abdomen, but she should not lie on her 
back, for obvious reasons. 

It might be argued that the tampon, placed anterior to the 
cervix, especially if the cervix be short, will not remain there, 
but fall back into the posterior cul-de-sac. This will not fol- 
low if the tampon be properly adjusted ; for in many cases 
the shortening is more apparent than real, and the anterior 
vaginal wall will stretch sufficiently to allow of the mainte- 
nance of the tampon in the desired position. 

ISTow, why cannot a retroversion pessary be used as well as 
a tampon ? Because while the pessary is in place it constantly 
tends to draw the fundus backward by making pressm'e on 
the posterior junction of the uterus and vagina, and, while 
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it to a certain extent lifts up the fnndns, allows the cervix to- 
glide downward and forward ; and soon, by the stretching of 
the posterior vaginal wall, the uterus lies with its fundus on 
the posterior end of the pessary, and the cervix under the an- 
terior end, tlius makiug the uterus and pessary nearly parallel, 
which condition of affairs retards and, in fact, almost renders- 
impossible a cure. If a man attempts to stand a ladder against, 
the side of a building, he fails, unless the foot of the ladder is 
held agaiust the foundation wall ; and the same rule applies to- 
the cure of a retroverted uterus — ^unless the cervix be held well 
back toward the sacrum a certain length of time, the fundus, 
will not come forward into its proper place. 

Furthermore, unless the anterior end of the pessary is above 
the symphysis pubis — where it certainly should not be — the 
constant tendency of the pessary is to slip downward and for- 
ward ; and, as the cervix is within the loop of the pessary, it is 
drawn foiuvard, thus causing and maintaining a retroversion. 

Even in cases where the uterus is bound down by adhesions, 
the action of the tampon in pressing the cervix hack will over- 
come the opposition and after a time allow the fundus to come 
forward. 

Authors usually speak of perineal tears in one chapter and 
retroversions in another, and perhaps this is well enough ; but 
in the majority of cases they practically come under one treat- 
ment, for, as I stated in the beginning, whenever there is a 
perineal tear there is a dislocated uterus, and immediately 
after the repair of the one should follow the reduction of the 
other. - 

In cases where there is retroversion without laceration the- 
same rule applies, for a careful examination will reveal a re- 
laxed condition of the recto-vaginal septum, which can he- 
cured by the use of proper medication, generally and locally, 
and by pressing the cervix backward so that the fundus may 
come forward. 

The maintenance of the uterus in its proper position de- 
pends solely on the integrity of the utero-vaginal angle, and 
until this fact is understood and acted upon there will be, as- 
heretofore, failure to bring about a cure of uterine disloca- 
tions ; and when the loss of the angle is occasioned by the 
changes following a rupture of the perineum, it can only be; 



•28 KRUG : EXTIRPATION OF SARCOMATOUS - 

restored by making a denudation wliicli shall conform to the 
shape of the original tear, so that, when the denuded surfaces 
are brouglit together, the parts may resume their normal rela- 
tions. 


EXTIRPATION OP SARCOMATOUS OVARIES IN A PSEUDO- 
HERMAPHRODITE.* 


BY 

FLORIAN KRUG, M.U., 

Gynecologist to the German HospitiJ, New York. 


. (With colored plate.) 

The rarity of. the following ease is my apology for report- 
ingit. ■ ' ■ 

The patient, a native of Poland, 19 years of age, was ad- 
mitted to the German Hospital February 13th, 1889, and 
gave the following history : 

Family history negative. As early as the tenth year of her 
age the patient had a copious growth of hair over the entire 
body, particularly on the face, and this latter to such an ex- 
tent as to attract considerable attention and general comment. 
At the age of, 16 the patient began, to experience pains in 
.the abdominal region at regular intervals of about four weeks ; 
during .that .time there was also profuse epistaxis, but at no 
time any indication of a menstrual flow. A few months pre- 
vious to her admission to. the hospital the patient. suffered coii- 
_timions pain.in the , lower , part of the abdomen, and at the 
^ame time became aware of the presence of a swelling, this 
compelling her to. seek, medical advice for. the first time. 

. Her physician, after a, hasty .examination, .sent her to the 
hospital with the diagnosis: hematometra et hemato-eolpos 
duplex. On first seeing the patient in the gynecological ward 
I thought that, by . mistake, a male had been placed there, so 
.strikingly did she resemble one of the sterner sex ; in fact, 
.there was nothing suggestive of femininity about the patient 

* Reported before the New York Academy of Medicine, Section on Ob- 
stetrics and Gynecology, October 23d. 1890. 
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except her long tresses. On closer examination' and inquiry 
the following facts were revealed. 

There was a strong growth of hair on the face, whiskers 
and inonstache. The patient shaved herself daily. TJie 
entire body, particularly the anterior portion of the thorax, 
also the limbs, and the lower abdominal region, especially 
along the linea alba, were thickly covered with strong hair 
varying in length from one-half to one inclu' The mammary 
glands were poorly developed. The bones wete massive, and 
in their form and development presented all the characteris- 
tics of the male type ; this was particular!}' noticeable in the 
extremities and pelvic bones. The larynx was protuberant 
and as prominent as we observe it in the male. 

The abdomen was enormously distended by a large^ solid 
tumor which extended into the pelvis on both sides. Palpa- 
tion determined the presence of a considerable quantity of 
ascitic fluid in the abdominal cavity. ■ 

At the flrst casual glance the external genitals strikingly 
resembled those of the male : there appeared to be a penis 
fully two inches in length, which ivas erectile on manipulation 
immediately below, two folds closely resembling a longitudi-- 
nally divided scrotum presented themselves (see Pig. 1). But 
the apparent penis was imperforate, and no testicles were con- 
tained within the integumental folds. Below this was de- 
tected a small entrance into a very narrow vagina, and on 
either side poorly developed labia. The urethra was situated 
•lirectly below the penis-like clitoris (see Fig. 2). On intro- 
ducing the Anger into the very small vagina no rug® could 
be detected. Immediately behind the symphysis pubis a very 
rinall portio vaginalis could be determined, the pinhole os ad- 
mitting a fine sound for a distance of about two inches. The 
tumor could readily be felt on both sides of, and posterior 
to, the small uterus, and extended as low down as the ischial 
spines, but could not be clearly differentiated from the body 
of the uterus. 

A diagnosis of a probably malignant tumor of both ovaries 
in a pseudo-hermaphrodite was made. 

IJriuary examination revealed gi'anular casts and consider- 
able albumin. Physical examination of the chest revealed a 
’ In the plate the pubic region, is sliown as- shaved for the operation. 
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■systolic apical cardiac murmur aud diffuse IjroQcliitis. There 
•was cousiderahle edema of the legs, particularly of the right. 

The general condition of the patient being a very poor one, 
'Operative interference, which alone could afford relief, was 
postponed, so that the patient might be brought into a suit* 
:able condition to withstand the effects of a serious surgical 
lundertating. 

During this time endeavors were made in the direction of 
•acquii’ing information relative to the sexual life of the patient, 
■but she being of vei’y limited intelligence, in fact mentally 
■dull, all inquiry was of no avail. 

In spite of every effort to improve her general condition, 
•the patient grew worse daily ; the abdominal tumor increased 
wer}’ rapidly in size ; the pulse became more feeble, frequent, 
-and intermittent ; frequent respiration, persistent cough, occa- 
sional vomiting and diarrhea occasioned the patient consider- 
u,ble discomfort ; the pains in the abdomen became so -violent 
■as to require the frequent administration of narcotics. 

"With such a condition of affairs I decided to operate with- 
;Out further delay. The patient was placed upon the operat- 
ing table February 26th, 1889. 

I debated for some time which anesthetic would be the 
more appropriate. Ether seemed to be contra-indicated owing 
to the renal affection and the marked bronchitis ; again, I feared 
'Chloroform with such a marked cardiac weakness. Ether was 
finally decided upon as the lesser of two evils, but I regretted 
it later. 

OjperaiAon . — An incision was made in the linea alba extend-, 
ing from the umbilicus to the symphysis pubis. On open- 
ing the peritoneal cavity a large quantity of ascitic fluid es- 
caped. There were numerous adhesions between the tumors 
■and the intestines, as well as with the parietes. These adhe- 
;sions were divided with considerable difficulty, a number of 
ligatures being employed for that purpose. I now found that 
the lower portionpf the tumor of the right ovary had unfolded 
the right broad ligament, and I was obliged to shell it out from 
the pel-vis. I then made a short pedicle, tied and severed it 
close to the cornu of the uterus. The same conditioii existed 
<on the left side, with the exception that the left tumor was 
•smaller. 
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During the operation the hemorrhage was trifling ; a drain- 
;age tube was considered unnecessary, and after a cai’eful toilet 
•of the peritoneal cavity the abdomen was closed in the usual 
manner. 

The patient rallied well from the surgical shock, but on the 
iollowing day well-marked symptoms of a double jmeumonia 
were developed. 

At no time after the operation were there any symptoms 
indicative of any in traperitoneal trouble — no distention or ten- 
derness of the abdomen ; there was free bowel evacuation ; 
•only slight vomiting during the first hours after the operation, 
•dependent upon the administration of the anesthetic. 

The pneumonia, however, made rapid progress, the pulse 
became accelerated, respiration 56, marked cyanosis. Of the 
y)hysicians who saw the case, all were of the opinion that the 
•inflammatory condition of the lungs was directly due to the 
-ether administered at the time of operation. 

All therapeutic efforts proved fruitless ; the patient died ten 
•days after operation, 

I do not wish to introduce at length the subject of ether- 
pneumonia. Suffice it to say that I have met with five cases 
•of pneumonia directly due to the administration of ether; 
•of these cases, two ended fatally. Hence, when operative cases 
present themselves in which there is marked bronchial affec- 
■tion, I prefer the administration of chloroform. 

To be brief, I shall present only the moi’e important facts 
.revealed at the autopsy. 

The abdominal incision was well healed and the adjacent 
Ttissues pei’feetly normal. No fluid was present in the perito- 
neal cavity. The parietal and visceral peritoneum was smooth 
and glistening ; no trace of any fibrinous exudate. The stumps 
on either side of the small uterus where the ligatures had been 
•applied were perfectly normal. Both lungs were in a state of 
hepatization, with the exception of the apices. Considerable 
:aerum was present in the pleural cavity. Examination of the 
heart revealed the existence of a chronic endocarditis. The 
left kidney was enlarged, very anemic, though irregularly 
^studded with hyperemie foci. The right kidney was also en- 
larged, but to a greater extent than the left, and was closely 
adherent and inseparable from a tumor, the size of a child’s 
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head, in wliieh it iras embedded ; a portion of the pancreas, 
and the large vessels were also involved in this metastatic- 
growth. 

Microscopical examination, for which I am indebted to 
Dr. Adler, of this city, revealed the following facts : The pri-- 
mary tnmors of the ovaries were of the nature of mixed 
growths. While in some places the appearance presented 
was that of simple ronnd-cell sarcoma with moderately large 
cells, very' little intercellular tissue, and enormously enlarged 
capillaries, in other spots the sarcomatous tissue seemed con- 
fined mainly to the immediate neighborhood of blood ves- 
sels. Around the heavily hypertrophied coats of the dilated 
vessels was seen an almost circular patch of sarcomatous, 
material; these patches were surrounded and separated from 
similar patches by wide tracts of fibrous tissue, which lattk’- 
frequently presented myxomatous, ehondroid, and osteoid ine-' 
taraorphoses ; here and there patches of simple calcareous 
deposit or calcification were found. Accordingly the tumors 
had to be classed as sarcoma tibromatosum, with secondary 
myxomatous, ehondroid, and osteoid changes. The metasta- 
tic growth presented the uniform appearance of simple soft 
round-cell sarcoma. 

Had no operative interference been undertaken, death’ 
would have inevitably followed in a short time, as the metas-- 
tatic tumor involved the kidney, pancreas, and abdominal 
aorta ; still it was hastened by the unfortunate occurrence of 
the complicating ether-pneumonia. 

While hermaphroditism was formerly regarded as a mere 
freak of nature, to-day its etiology is more readily compre- 
hended, for we know that at an early stage of fetal develop- 
ment the sexual organs are double in their preformations, and 
that the external organs of generation up to the fourth month 
of gestation present no apparent difference. It will be readily- 
seen that all that is necessary to produce hermaphroditism is 
either the persistence of a part which should normally dis- 
appear, or the development of the genitals in the originally 
duplex character. Considering these circumstances, it is sur-- 
prising that hermaphroditism. does not occur more frequently. 

Hermaphroditismus verus— the co-existence of function- 
ating double sexual organs on one or both sides of the same- 
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individual — has up to the present day not been established as 
proven; still there are quite a number of cases recorded in 
which tlmre is a more or less pronounced degree of pseudo- 
hermaphroditism. Tn most cases the individual is possessed 
of internal male organs, whereas the external genitals and 
the general build and tyj)e are female in character. 

Cases similar to the one described (properly termed pseudo- 
hermaphroditismus bilateralis externus femininus) are rare. 
The interesting question suggests itself : Is congenital ano- 
maly of the sexual organs a predisposing factor towards the 
subsequent malignant degeneration of the same? Although 
this can be only a matter of conjecture, offering a wide field 
for speculation, it certainly appears to be a strong argument 
in favor of Cohnheim’s theory of the embryonic preformation, 
of neoi^lasms. 


TWO 'CASES OF TUBAL PREGNANCY, WITH REMARKS ON 
ECTOPIC GESTATION.' 


BY 

HENRY BANQA, M.D., 
Chicago, III. 


Ox June 23d, 1890, a lady called at my office complaining- 
of bloatedness, backache, and constipation. She gave her age- 
as 27 ; was of American birth ; had-enjoyed perfect health up- 
to her marriage four years ago ; pregnant once, three years- 
ago, labor at full term, normal. After confinement she had 
“ ulceration of the womb,” for which she was treated over a 
year in Milwaukee. It is an exacei'bation of this womb trouble- 
(she thinks) that now compels her to consult a physician. Upon 
examination I found the cervix neither lacerated nor nice-- 
rated. In the region of the i-ight ovary thei-e was a painful 
swelling; a thorough examination, however, was impossible,, 
on account of the tenseness of tlie abdominal walls. I told the 
patient that part of her complaint was no doubt due to con-- 


' Read before the 
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Gynecological Society of Chicago, September 26tb, 1890.-. 
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stipation, and tliat 1 would first trj to relieve this and paj 
more attention to the womb later ; I prescribed accordingly. 
About a week later, on the 30tli of J une, she again called at 
the office on account of constipation and intense' bearing-down 
pains, I again examined and found the uterus decidedly 
larger than normal, the cervix peculiarly soft and doughy ; 
the swelling on the right side of the womb seemed also some- 
what easier to be felt. I told the patient I thought she was 
pregnant, and the bearing-down plains might indicate a mis- 
carriage. She repudiated the idea, as she noticed no subjec- 
tive symptoms of pregnancy, and as she had always been 
regular with her periods. She had menstruated last on the 
7th of June, and expected surely to menstruate again on the 
7th of July. 

On July 3d I was called to the patient’s house. She suf- 
fered excruciating pains, beginning in the lower part of the ab- 
domen and radiating down the thighs ; the pains were steady 
and not like the contractions of labor. Enemata opened the 
bowels, but did not remove the pains, which were only con- 
trolled by morphia. There was no nausea, no fever; appetite 
wonderfully good. In this way she passed a miserable time 
up to the 7th of July, the date of the next expected menstinial 
period. Eor the first time in three years the menstrual flow 
failed to appear. On the 12th, however, there was a show, 
and on the 13th she flowed quite freely. Meanwhile I had 
made up my mind that she was undoubtedly pregnant ; and 
in order to satisfy myself as to what had become of the swell- 
ing on the right side, I examined on the 14th. There was 
no doubt that it had decidedly increased and had pushed the 
uterus over to the left and somewhat forward. It was ex- 
ceedingly painful. To all appearances I had to deal with a 
case of extra-uterine pregnancj’. 1 thus informed the husband, 
and we decided to call Dr. Jaggard in consultation. 

On the 18th we examined the patient under chloroform, and 
found the uterus enlarged, especially so in its antero-posterior 
diameter, pushed forward and somewhat to the left. The 
cervix had the soft, doughy touch characteristic of pregnancy. 
To the ria:ht of the uterus, in a somewhat downward and 
•backward dii'ection, an elastic tumor of the size of a child’s 
fist was felt. Between the uterus and tumor there was room 
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■enoiigli to put in a finger. Dr. Jaggard confirmed my diagno- 
sis and also concurred witli me in recommending immediate 
operation. Tins I did at tlie Michael Reese Hospital, Dr. 
•Jaggard being present, on the 25th of July. 

After opening the abdomen the. bowels appeared slightly 
■stained with bloody serum. Pushing these back, the whole 
situation could be taken in at a glance. Having introduced a 
•coljieurynter into the rectum (as I am in the habit of doing, 
in order to lift up smaller tumors situated deep down in 
the pelvis), I at once reached the tumor. There was, to the 
left, the uterus, twice its normal size and very turgescent. The 
left tube, very much hypertrophied, as thick as the index fin- 
ger, exhibited large veins. The right tube was still larger ; its 
middle part especially showed an immense hypertrophj'- of its 
muscular elements, which spread like a fan over a tumor. 
The latter was of the size of a child’s fist ; it was glued by soft 
attachments to the uterus, the rectum, small intestines, cecum, 
and right side of pelvis. These adhesions were so loose that 
they easily broke down under the finger. Very little hem- 
orrhage followed. After thus freeing the bulk of the tumor a 
pedicle was easily formed. I first ligated the uterine end of 
the tube, then I secured, by three linked ligatures, the fim- 
briated end and part of the broad ligament, including also 
the ovary. After removing the tumor there was an annoying 
oozing from a separated adhesion to the rectum, so much so that 
I decided to use a tobacco-bag tampon with iodoform gauze, 
after Mikulicz. The patient rallied very readily from the 
operation. There was considerable bloody discharge through 
■the tampon during the first two days. The tamjion was re- 
moved on the sixth day. For a number of days the temperature 
rose to 101° in the evening, Avhich elevation was due to the 
iodoform, as was clearly demonstrated by the prompt return 
of normal temperature as soon as we began using oxide of zinc 
and later on balsam of Peru. There is still (on October 26th) 
a small fistula left, at the bottom of which I think a ligature 
keeps up a little discharge ; ‘ otherwise the patient is well. She 
began menstruating, the first time after the operation, on Sep- 
tember 18th. 

Examination of the specimen showed that it was a ease of 
’ November 11th, ligature extracted through fistula. 
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tubal pregnancy. The ovisac proper v'as situated in the middle 
of the tube, vlxile the upper wall* of the tube — i.e., the part 
next to the anterior abdominal wall — showed immense hyper- 
trophy of its muscular fibres (they were as large as bundles 
of a strong biceps). The opposite side of the tube was 
thinned out so much that it seemed as though tlie ovum was 
ready to break through, out of the tube, into the cul-de-sac 
of Douglas. The amnion was intact : it contained about an 
ounce of fluid, and the fetus was well differentiated and ajx- 
parently about five weeks old. The ovary, which was re- 
moved together with the tubes, contained a cyst of the size of 
a small apple, being filled with a thin, chocolate-colored fluid. 

Shortly after the preceding case had left the hospital an- 
other one was brought in, of which the house physician, Dr. 
M. Goodkind, has furnished me with the following history : 
Patient set. -fO, menstruated at 14 ; menstrnation every fom 
weeks up to five years ago, when the flow became irregular, 
sometimes occurring twice a month ; generally lasts seven 
days, without pain and of fair cpiantity. Patient menstruated 
last three months ago (May 20th). Married seventeen years; 
three confinements, all full term, normal labors ; eldest child 
13 years old, youngest 5. Six weeks ago (July 16th), while 
washing, she experienced sudden and excruciating pains in 
neighborhood of genitals, causixig unconsciousness which per- 
sisted for an hour. TThen she emerged from this condition 
she described sensations of vertigo, tinnitus .aurium, pain, 
dyspnea, and utter prostration, causing such intense distress 
that she became quite incapable of any exertion and took to 
bed. Accompanying these symptoms she had alternating 
chills and fever, anorexia, nausea, and vomiting. A week 
after she began to menstruate slightly, and has done so to 
date. These various symptoms caused a rapid deterioration 
in health, and on August 27th she entered M. R. Hospital. 

SMu-s pi'esens : Patient of strong build but extremely 
anemic; has a haggard and carewoim e.xpression. ' She suffers 
with intense bearing-down pains. Abdomen presents a sym- 
metrical enlargement extending from the symphysis to one 
inch below the umbilicus, of fairly hard, elastic consistence. 
Ho fetal sounds. 

By bimanual exploration we found the cervix pushed up 
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behind the symphysis by a tumor, resembling a small head, 
descending ■ down upon the floor of the pelvis. It was im- 
possible to properly locate the fundus uteri, its outlines 
being lost in the tumor, which extended from the posterior 
cul-de-sac along the region of the left broad ligament fo 
within an inch below the umbilicus. It seemed to fluctuate, 
and, in fact, to present all the symptoms of a hematocele. I 
inserted an aspirator needle, but did not get any fluid. The 
following days the patient had a little fever, the temperature 
ranging in the evening between 100° and 102° ; the pains 
were controlled by morphia, but the tumor seemed to rather ' 
increase, causing retention of the urine, necessitating fre- 
quent use of the catheter. I deemed it necessary to do some- 
thing radical to relieve the patient, and decided upon lajia- 
ratomy. Our junior gynecologist, Dr. Frankenthal, agreed 
with me in the diagnosis — hematocele, probably caused by 
the bursting of an ectopic ovisac. September 4th was set for 
the operation. 

After opening the abdomen the omentum and bowels ap- 
peared tinged with a peculiar yellowish-brown color, which 
revealed'at once the blood}^ nature of the tumor. The tumor 
lay hidden under the small intestines, Avhich were easily loos- 
ened with the finger and pushed back with a sponge, so that 
the apex of the mass was brought to view. After sponge- 
packing all around it, in order to protect the abdominal cavity 
against an overflow of possibly poisonous liquid, I first tried 
to aspirate ; but, failing to get any fluid, I cut into it with a 
knife, raaldng an incision wide enough to admit a half-hand. 
It contained black, serai-coagulated blood, which I scooped 
out with the hand. Thus far I thought I had to deal with a 
simple hematocele, and that the uterus lay j^iished over to 
the left side. While manipulating to get the last coagula 
out I loosened what I considered to be tlie womb ; it proved 
to be a hard, solid coagulum which was hanging attached to 
a few loose shreds from the left horn of the utei'us. The 
uterus proper I found in the median line and of normal size. 
After thoroughly cleansing the abdomen and the sac, I stitched 
the latter to the peritoneum and packed it with iodoform 
gauze. The patient rallied nicely from the operation. On 
the second day, however, the temperature went up to 103°, 
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the abdomen became tympanitic, piilse weak, 130. Gases; 
had failed to pass so far, in spite of laxatives, rectal tube, and' 
turpentine enemata. "We really thought the patient in great, 
danger of beginning peritonitis, and in order to give her a 
chance we took her at 9 o’clock in the evening to the ope- 
rating room, in order to x'elieve a possible retention of the 
wound secretions. 'While she Avas on the table, and before I 
had done any mischief to the wound, the first flatus passed 
cora/m piiblico. From that time on she began to feel better. 
She is still in our ward and has no fever; the wound dis- 
charges vei'y little, and is becoming smaller from day to day. 

In this case tubal pregnancy had occurred ; the ovisac 
bui’st, first causing hemato-salpinx, then hematoma of the 
broad ligament, finally tearing and disintegrating the whole 
tube, the remnants of which were hanging down in shreds 
from the left cornu uteri. Later on there was renewed 
hemorrhage into the pouch of Douglas, causing hematocele. 
The sac which I stitched to the abdominal incision was oz’gan- 
ized blood, not peritoneum. The original ovisac, represented 
by the hard coaguluui covered with villi, lay inside of the 
hematocele. 


KEilAKKS. 

1, Diagnosis of Ectopic Pregnancy . — It must be easy to 
make a correct diagnosis after the fourth month and before 
rupture of the sac, because we feel the living fetus or hear 
the heart sounds. Before the fourth month there might 
sometimes be a doubt, especially if the phj'sician see the 
patient only once, or if he be unable to get an intelligent 
history. Besides the well-known and generally accepted 
signs of pregnancy (subjective and objective ones), I would 
derive the most valuable help, in making a diagnosis, from 
a close history. There Avill always be some irregulay'iiy in 
the menstrual flow — either cessation or too early recur- 
rence of the periods — while formerly the menstruation has 
been regular. This iiTegularity resembles very closely the 
flow in a case of abortion. Another valuable symptom will 
be intense, excruciating bearing-dovTi pains, mostly one-sided. 
These are not labor-like pains, but are more steady. They 
are no doubt caused by distention of the tube, due to the 
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rapid growth of tlie tumor. If we add to this the objective 
symptoms — the enlargement of the uterus, that characteristic 
doughy touch of the cervix, the presence of a gradually in- 
creasing tumor somewhere in the region of the broad liga- 
ment — then I think tliere should be sufficient reason to wai- 
rant the diagnosis of ectopic pregnancy. My first patient 
illustrates this symptomatology most conclusively. She is a 
■woman who has always menstruated- regularly to the day. 
Fourteen days after her last menstruation she begins to expe- 
rience intense bearing-down pains, starting in the right hypo- 
gastric region ; then, for the first time in three years, she goes 
over her time six days ; then a free flow sets in for ten days, 
shreds of decidua jiass. With all that there is no fever and 
no other cause to explain the pain. By digital exploration 
we find an enlarged nterus, giving that characteristic doughy 
feel of pregnancy, together with a steadily increasing tumor 
situated near the womb in the region of the broad ligament. 
There was, however, one classical symptom of pregnancy 
wanting, namely, the patient herself had not the slightest 
idea of being a gravida. 

How, how about the diagnosis of rupture of the ovisac ? 
Those cases constitute two different classes, namely: (a) Eup- 
ture causes acute internal hemorrhage. How, since there is 
hardly any other trouble but ectopic pregnancy causing in- 
ternal hemorrhage, we may diagnose it at once if a patient 
shows the well-known symptoms of acute internal hemorrhage, 
(5) Euptare causes peritonitis, sepsis. If a patient had not 
been under observation before the accident, it might often be 
impossible to differentiate a ruptured ovisac from a ruptiu’ed 
pyo-salpinx, ovarian cyst, or tlie like. 

2. A-iiatomy . — You know that Lawson Tait claims that the 
different varieties of ectopic pi’egnancy described in the text 
books are mere theoretical classifications, and that all cases are 
originally tubal, becoming ovarian, interstitial, or abdominal 
only after rupture of the tube and migration of the ovum to 
a new x’esting place. The simplicity of this theory recom- 
mends it. All recently published cases have been tubal preg- 
nancies, as Avere the tAvo cases related this evening. The first 
case also clearly demonstrates by the thinning out of the tube 
the possibility of an ovum slipping out of such an opening. 
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3. Frequency, — Late publications go to sliow that ectopic 
pregnancy occurs much more frequently tlian we have gene- 
rally thought, a great number of cases of so-called hematocele 
a'ePi'o-uterina and hematoma of the broad ligament being no- 
thing but cases of ruptured eotojiic pregnancy. Martin, Olshau- 
sen (of Berlin) have described many such cases. Sure enough, 
they never found the fetus, but ivere able in every instance to 
demonstrate the true nature of the disorder by the presence 
of decidua cells. Orthmann (who published Martin’s eases) 
says that if in a hematocele we find an organized, well-defined 
coagulum,we may feel sure that this coagulum was original^ 
an ovisac. Upon its microscopical examination we will find 
villi or decidua cells. Our second case wonderfully corrobo- 
rates this statement. In situ yet of the torn and bursted left 
tube, and surrounded by the semi-coagulated blood accumu- 
lated in the hematocele sac, we found a coagulum of the size 
of an apple, covered with villi and enclosing the shrunhen 
remnants of an otherwise well-difierentiated fetus. 

4. Predisposition to Ectopic Pregnancy. — It is worth while 
to repeat here that the first patient had been ailing for years 
(after her first confinement) with pains in the right ovarian 
region, and that an ovarian cyst of the size of a small apple, 
containing thin, chocolate-colored fluid, was removed together 
with the ovisac, right ovary and tube. 

5. Treatmient. — There is hardly any possible diflerence of 
npinion about what to do if a physician is called to treat a pa- 
tient showing the symptoms of a bursted ectopic ovisac. lYe 
have, of course, to perforin laparatomy at once — ^in the one case 
to stop an otherwise fatal hemorrhage ; in the other case to 
remove decomposed matter which, if left in the abdominal 
cavity, will undoubtedly set up fatal jieritonitis. What shall 
we do with a case where the sac is still intact ? Let us first 
ask what will become of the patient if left to her fate. The 
sac might burst at any time, thus giving the patient a chance 
to die either from hemorrhage or from sepsis ; or if she should 
escape both, and the fetus undergo mummification (lithope- 
dion), she might, after years of suffering, see the fetus make its 
way out of the abdomen by perforating bladder, vagina, or 
rectum. Such being the ease, I think the best way to deal 
with any case of extra-uterine pregnancy is to extirpate the 
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'ovisao as soon as the diagnosis is made. For, even if we 
^succeed in killing the fetus by electricity, aspiration, or injec- 
tion of morphine, we are by no means sure thafno sejisis or 
hemorrhage will follow, or that, years after, a lithopedion will 
not cause trouble necessitating an operation. 

In an early month the operation will amount to nothing 
more than a laparatomy for a small ovarian tumor or salpin- 
gitis. 

Thomas has warmly advocated the use of electricity, not 
only with a view to killing the fetus and waiting for its re- 
sorption, but also with a view to arresting placental cireula- 
±ion, thereby minimizing the danger from hemorrhage in a 
subsequent laparatomy. This would seem a very good plan 
if the action of electricity were sure ; but since it is not, it 
.seems more rational to operate at once, and not allow the pla- 
cental circulation to increase by a delay due to futile eft’ortsto 
arrest it. In my first ease Dr. Jaggard and I discussed the 
propriety of a trial with electricity, but we decided to gain 
time over an increase of the placental circulation by imme- 
diate operation, and we really had no difficulty in controlling 
hemorrhage. 

However, as gestation progresses the danger from hemor- 
rhage increases. There being no contractile tissue to stop the 
gush of blood issuing from the placental insertion, it is of the 
greatest importance not to disturb the placenta. In such an 
advanced stage of ectopic gestation where rupture occurs less 
frequently, I would try electricity as the first preparatory stej) 
to a later laparatomy. In case pregnancjq for some reason 
or other, has been allowed to go on to near full term, the 
•child has also some claim for consideration. Here, in order 
to save a viable child, we might put off laparatomy until labor 
begins, being ready, however, to operate at .any time if symp- 
toms of ruptuj-e of the sac should demand it. The safest way 
to treat the placenta in such a case seems to be not to attempt 
to detach it, but to stitch the sac to the abdominal wound, pack 
with iodoform gauze, and wait for spontaneous loosening of 
the after-birth. 

In case of hematocele the proper treatment would be to first 
wait for natural resorption of the bloody effusion ,* second, to 
.aspirate ; third, to open through the pouch of Douglas, if the 
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ttimor does not reach high enough to allow it to be sewed' tO' 
the abdominal walls ; fourth, laparatomy, if the tumor touches- 
the anterior wall of the abdomen. Laparatomy seems the 
most rational precedure, because it allows us to properly locate ^ 
the extent and surrounding parts of the hematocele. When- 
ever incision is resoi'ted to, the opening should be made wide 
enough to easily remove all eoagula. 


A DEATH CAUSED BY A UTERINE DILATOR, WITH SOINIE; 
REMARKS AS TO THE PROPER METHOD OF 
USING THE DILATOR 


BY 

HOWAED A. KELLY, M.D., 

Professor of Gynecology in the Johns Hopkins University ; Gynecologist and Obstetri- 
cian to the Johns Hopkins University, 

Baltimore, Md. 


(With three woodcuts.) 


The uterine dilator has now grown to be an instrument of 
such common use that a word of caution as to possible dangers- 
will not be unseasonable. About three years ago a physician 
who has since died, a man also of considerable local repute- 
as a surgeon, called at my house and borrowed two dilators. 
He took one called Wilson’s, a slight instrument with a very 
strong curve, tapering to a small point, and a larger Ellinger’s^ 
dilator. About four days later he returned them, and called 
me in consultation to see the person upon whom he had ope- 
rated. I found a slight young woman with an elevated tem- 
perature, and a small, quick pulse. She hadj an anxious ex- 
pression, a dry tongue, and a fetid discharge was exuding 
from the vagina. Upon lifting her on to a table and exposing 
the cervix, I discovered a square, friable, rotten, black sponge, 
about two inches long, projecting from the os externum, 
through which I removed it in small pieces. It was the re- 
mains of a sponge tent made of the coarse material commonly 
used for washing out the mouths of horses. 
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About cm. (+ i in.) above the os externum, in the- 
posterior wall of the. uterus, was a rent, 2 cm. in length,, 
through which the linger passed into the peritoneal cavity, 
from which I had removed a part of the stinking sponge. 
The uterine body above was slightly enlarged from a preg- 
nancy interrupted in the third month. The woman was 
clearly suffering from septic peritonitis consequent upon the 
perforation of the posterior wall of the cervix in attempting 
to introduce a sharp-j)ointed dilator into an anteflexed uterus 
(see Fig. 1). The small hole made by the point of the dilator 
had been more widely torn open by the larger instrument, and 
this was followed by the insertion of the sponge tents through 
the hole into the peritoneal cavity, thus insuring the infection 
of the abdominal cavity. 



My urgent advice was immediate laparatomy, for the pur-- 
pose of cleansing the peritoneal cavity, closing the rent, and 
draining the abdomen ; but this the physician would not con- 
sent to, as he felt sure that the patient’s condition could not 
be very serious, as she was suffering so little pain ! Five days- 
later, however, he called upon me in the evening, when I 
made a long trip to the house and operated hear midnight.. 
The patient’s condition this time seemed hopeless, as she lay 
in the bed with a cylindrical abdomen, a flickering pulse, and 
an apathetic stare; but with a desire to give her the faintest 
glimmer of a chance for life by evacuating the pus and wash- 
ing out the .abdomen, I made hasty pi’eparations and operated.. 

Under ether anesthesia, she was placed on my ovariotomy 
drainage pad on a table, and the abdomen was quickly ojjened. 
Fluid gushed from the opening, and about a litre (one quart) of' 
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fetid, bloody serum mixed with flakes of lymph was ladled 
OHt with a small tin cup. There was an extensive peritonitis, 
involving all of the smaller intestines, which cohered, covered 
•with flakes of lymph (Fig. 2). The rent in the uterus was 
found posteriorly in the cervix, low down near the pelvic 
floor. Hypodermics of brandy frequently given during the 
■short operation whipped up the flagging lieart, a drainage tube 
Avas inserted, and she was put back into a warm bed, and 
:every effort made by hypodermics of strychnia, atropia, 
brandy, and digitalis, and stimulating enemata, to raise her 
out of the profonndl}’’ shocked state in which she died four 
hours later. 



Fig. 2. 


He who runs may read. The lesson taught by this awful 
tragedy is a plain one. The first objection is manifestly not 
ugainst dilators in general, but against those dilators which 
end in a sharp point and are strongl}'^ curved in the dilating 
blades. 

The liability to perforate an anteflexed uterus with such an 
instrument is so manifest that I cannot help thinking that this 
accident has occurred more than once. 

A further objection is against the manner of inserting the 
d.ilator— ;/brce should never he emiyloyed. The practice of 
■grasping the dilator in the full hand and forcibly punching or 
boring it up into the uterus, and trusting that it Avill find the 
uterine canal to be the direction of least resistance, is alto- 
-gether reprehensible. 
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The proiier way to introdiiee the dilator is to hold it like a 
pen, delicately poised in mobile equilibrium between thumb 
and index and second fingers ; thus held, it should with gen- 
tleness be persuaded to enter the canal of the uterus, whose 
direction has been determined, guided onward past the inter- 
nal os, aud their used as a dilator. 

Another point is of great importance, correcting a common 
error, A f\-equent method of dilating is by screwing together 
the handles of the dilator, or by means of a ratchet attach- 
ment on the handle, never relaxing, but gradually forcing the 
handles together until the desired degree of dilatation is ob- 
tained. When this maneuvre is carried far enough to admit 
a small index finger (circumference 5 cm., or 2 in.) into the 
uterine cavity in the non-pregnant state, a careful examination 



Fio. 3 —The dilatation is from the centre outward, at first in tlie directions 1-1; then 
allowing the instrument to close, it is opened in the direction then 3-3, 4 - 4 , 5-5, C-6. 
and hack again to 1-1, and so on until it is completed- 

will almost always reveal a long laceration within the cervical 
canal, thus split on one or both sides, and occasionally through- 
out the whole length and thickness of the canal. This split- 
ting of the cervix may sometimes be found when there is no 
evidence of any tear on the vaginal surface. 

It is also well known that serious deep lacerations of the 
vaginal cervix are often thus brought about. A friend saw 
a tyjiieal vegetating cancer develop on such a lacerated cervix 
in a woman who had never been pregnant. 

Instruments with ratchets and screw devices are on this ac- 
count to be condemned. 

The best dilators are simply constructed with a spring be- 
tween the arms, closir^ the blades as soon as the dilating pres- 
sure ceases. 
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Witli sueli an instrument in iny hand, I carefully insert it 
-and proceed for a moment to gently dilate the canal in one 
direction, then, relaxing the pressure, the blades close and the 
dilator is rotated a little, again gently dilating another portion 
of the canal, and so on all around the circle and back to the 
first point, and around again, until the cervix, softened by 
these repeated gentle impacts from within on all sides, grad- 
ually and equably yields to the necessary extent without any 
daceratiou. 


LACERATIONS OP THE CERVIX UTERI.’ 


BY 

THOMAS G. SMITH, M.O., 
Washington, D. C. 


Two operative procedures, instituted by conscientious phy- 
■sicians for the I’elief of suffering women, have now been be- 
fore the medical xirofession for some years. Both of these 
operations have been iierformed unnecessarily in so many 
•cases that unmerited reproach has been showered upon them, 
.and yet both have their sphere of usefulness which even their 
abuse cannot obliterate. The operations referred to are Bat- 
tey’s operation and that deidsed by Emmet for the relief of 
lacerations of the cervix uteri. That the latter o]ieration 
is called for in some cases is conceded ; that it is resorted to 
•oftener than occasion demands it is the burden of thisjiaxier 
to demonstrate. 

That Dr. Emmet claimed too much for his operation in the 
beginning, and thereby influenced professional practice, is 
evident in the light of experience, as the testimony of many 
gynecologists jiroves. 

Emmet declared (second edition, 1880, page 483) that “its 
importance cannot be exaggerated, since one-half of the ail- 
ments among those who have borne children are to be at- 
tributed to lacerations of the cervix uteri.” And in defining 

‘Read before the Washington Obstetrical and Gynecological Society, 
April 4th, ISOO. 
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i;lie class of cases demanding the operation, he was still more 
unfortunate. He wrote (page 467) : “ I would state that in 
•every instance where the condition is evident, and where the 
woman suifers from neuralgia, I consider an operation neces- 
;sary, notwithstanding the parts maj’- have completely healed.’’ 
This radical expression of opinion is not in accord with the 
judgment of other gynecologists of experience, as will be 
presently shown. 

According to Hr. B. McE. Emmet, the following condi- 
tions are found to exist in diSerent cases of laceration of the 
■cervix, viz., cicatrization, eversion, ei’osion, cystic degene- 
ration. 

The causes which produce the various forms of laceration 
■are predisposing and determining. The predisposing causes 
are those which weaken the part which gives way ; the de- 
termining are those which make it yield. 

While parturition is the principal cause of lacerations, 
others are also active. Among the latter have been men- 
tioned the extrusion of tumors and the rapid divnlsion of the 
cervix for the relief of dysmenorrhea due to cervical stenosis. 
The latter may also act as a predisposing cause by inducing 
pathological changes rendering laceration liable during par- 
turition, In fact, anything which impairs the nutrition of 
the parts favors the production of the lesion in question. In 
this category may be included malignant disease, chronic in- 
flammatory changes, varicose condition of vessels in the pel- 
vic tissues. Other causes readily suggest themselves, such 
as abortions, forceps deliveiy before the os has dilated suffi- 
ciently, large size of child, raalpreaentations, version, etc. 

One might infer from the perusal of Emmet’s statement, 
quoted above, that a vast majority of the women who have- 
borne children possess lacerated cervices. In my limited ex- 
perience, it has been a matter of observation and surjirise to 
hud so large a proportion- of women in the class mentioned 
who are free from lacerations, even to a minor degree. 

If we now consider the symptoms which are said to follow 
ihe laceration at the time of its occurrence, we will find that 
hemorrhage is the one first noticed. This may be immediate 
•and exhausting, calling for prompt action to secure its arrest ; 
■or secondary, when it is due to sloughing of tissue which 
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opens a blood vessel. Then follow weakness, dragging about 
the hips and loins, leueorrhea or sanguineous discharge. Still',, 
most of these symptoms may be present when no laceration 
exists. 

jSTotwithstauding the fact that the symptoms of laceration' 
are so emphatically portrayed by many writers, it would seem 
that the diagnosis by the only reliable means — i.e., digital ex- 
amination — is not so easily" established as we may be led to ex- 
pect. The “ mushy ” condition of the cervix renders diagno- 
sis difficult, unless, indeed, a portion of tissue is so far torn aS' 
to hang from the neck of the uterus. B. Emmet says ; “ It 

is occasionally possible, immediately after labor, to determine- 
by the touch that a laceration has taken place” (“American 
System of Gynecology,” vol. ii., jiage 663). Now, if it be-' 
only “occasionally possible” to detect a laceration, we may 
be excused if we fail to diagnosticate that condition. In a 
case of transverse laceration of the cervix, reported by me to- 
the !Medical Society of the District of Columbia, and pub- 
lished in the Journal of the American Medical Association, I 
found it necessary to cut through the tissue intervening be- 
tween the laceration and the normal os uteri, in order to per- 
mit the delivery of the child ; and yet on examination a few 
days later it was almost impossible to find the point where the- 
incision had been made. 

The tear in the cervix may extend to the internal os uteri,, 
but cases showing so severe a lesion must be very rare. 

It -svill now be well to caU attention to some other immedi- 
ate results which are said to be due to the injury under con- 
sideration. It is rational to suppose that the lochial discharge, 
especially if it has become offensive from decomposition, in 
passing over the raw surfaces may produce serious constitu- 
tioual disturbances and thus retard convalescence. And it 
may be admitted that absorption of these septic matters may 
set up inflammatory processes in the contiguous tissues. 
Cellulitis, fixation of the uteims, abscess of the ovary, phleg- 
masia dolenS; and other affections are said to have resulted 
from cervical laceration. And yet all of these may arise in- 
dependently of that cause ; and when we remember that it is 
only “ occasionally possible ” to make out the tear, it looks 
like begging the question to insist upon the frequency of 
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these affections being dependent on a laceration. Suhinvolu- 
tion and siiperinvolution are said also to be due to the same 
cause. 

Some of the remote effects of laceration will be mentioned 
in this place. Thus it is claimed that there is greater liability 
to abortion, because the cervix becomes “incapable of fur- 
nishing the proper support to a developing ovum ” (B. Em- 
met). I am not able to appreciate the force of this reason- 
ing. . We know that during normal gestation the cervix 
softens as development proceeds. How, then, does it support 
the ovum to the extent indicated % If tlie tear involves the 
internal os, then the hj'-pothesis might hold good ; but it is 
not common to find the injury so extensive as tliat. 

Then, again, it is said that sterilitj" is a common result. 
Bemembering that in many cases there is a free leucorrheal 
discharge present, may we not ask if tlie sterility is not more 
likely due to gonorrhea than to the cervical lesion ? 

Menorrhagia and metrorrhagia are credited to the same 
baneful influence ; also neuralgia due to cicatricial tissue in 
the angle of the tear (B. Emmet). Other neuroses, such as 
facial neuralgia, a painful eye or affected sight, toothache, 
etc., are attributed to the injury. That I am not overstating 
the facts, permit me to make a short quotation from the most 
recent authority at my command, Dr. B. M. Emmet in the 
“ American System of Gynecology.” He says, the case hav- 
ing become chronic, “ Tlie most mai’ked and chai'acteristic 
set of symptoms, however, lies in the nervous system. That 
previously mentioned — ^namely, the change in the character of 
the blood — is one of the most prominent. The more or less 
constant pain in the back of the neck and at the base of the 
brain belongs to the same class of symptoms. The failure of 
memoiy either as to names or facts, and a feeling of dragging 
at the back of the eyes, are also common, and the variable or 
irritable disposition is one of many symptoms which we are 
almost sure to find present in a chronic case ” (vol. ii., p. 656). 
How many of these symptoms are really due to getting about 
too soon after confinement, or to overwork while nursing an 
infant 1 And, parenthetically, we may say these same symp- 
toms are present in broken-down men as well as in weak 
women. It has been too common of late years for enthusi- 
4 
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asts in varions fields of professional work to try to compel 
facts to fit into tlieir theories. But sooner or later the idol- 
hreaker passes along and demolishes the whole superstructure. 
In a paper read before the Section on Neurology, Academy 
of Medicine, New York, December 13th, 1889, by Dr. M. A. 
Starr {Medical Record^ New York, January 4th, 1890, page 1), 
I have found much food for reflection, as bearing upon the 
question immediately under consideration, and regret that it 
is not practicable for me to do more than call attention to his 
remarks concerning ‘‘ The Relation between Peripheral Irri- 
tation and Nervous Phenomena.” But the emphatic manner 
in which he disposes of many delusions is worthy of note. 
And Eeamy, of Cincinnati, has placed himself on record as 
follows {Obstetrical Gazette, Cincinnati, 1884, vol. vii., page 
59) : “ I wish to embrace the present opportunity of entering 
my protest against the growing practice of subjecting young 
misses to digital and speculum examinations upon the most 
trivial complaint, under the ignorant impression that every 
ache in the lumbar or pelvic region means ovarian or uterine 
disease, or both, almost always signifying ulceration with dis- 
placement,” Goodell speaks even more to the point when in 
the following language he insists that the symptoms pre- 
sented by many women suffering from laceration of the cer- 
vix are misinterpreted. He says (American Journal of 
Obstetrics, vol. xv., jiage 124): “Prom my observations I 
am disposed, indeed, to believe that the baneful influence on 
the system of hard and gristly cicatricial tissue left after 
some cervical tears has been overrated. I am willing to con- 
cede that sterility is sometimes owing to it, ... I am also 
ready to grant that reflex pains and visceral disorders nmy 
come from it ; but I am inclined to look upon these results us 
exceptional, and that a tear of the cervix is too often made 
the scapegoat of head-aches and nape-aches, of spine-aches 
and back-aches, and of various other nervous explosions which 
are due to nervous exhaustion or to nutritive changes in 
nerve centres, rather than to traumatic injury of their ex- 
tremities. In other words, the constitutional phenomena are 
dependent usually on fine central lesions, and not on the re- 
flex influence of coarse peripheral injuries.” Other observers 
concur in the views so well expressed by Groodell. 
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Onlj" one otlier effect of laceration of the cervix must he 
mentioned. I believe it was Breisky who claimed that epi- 
thelioma was likely to develop upon a lacerated cervix, and 
others have since adojited his suggestion as a fact. Bealizing 
that any chronic malady affecting the uterus may, by pro- 
longed irritation, render that organ more susceptible to the 
development of cancer, the question recurs, Does laceration 
favor the invasion of malignant disease in a ratio that greatly 
exceeds that of other maladies ? In jirivate practice I have 
had about fifty cases of uterine cancer, but I do not recall 
one in which the disease appeared to arise from a lacerated 
cervix. ' Of course my limited experience will not count for 
much against that of physicians in attendance in large hospi- 
tals, but it is sufficient to justify me in questioning the pro- 
jiriety of claiming prophylaxis for trachelorrhaphy, because 
disease may not have appeared in women who have been 
subjected to that operation ; and, further, I believe harm is 
done by claiming immunity from cancerous disease for those 
operated on, as much as may be done by claiming that the 
disease is likely to appear unless the woman submits to the 
remedy of the Imife. In other words, it is unjustifiable to give 
to a woman whose cervix has been torn the alternatives — tra- 
chelorrhaphy or cancer. This matter was very forcibly brought 
to my notice, somewhat more than a 3 ’ear ago, by a lady who 
came from a neighboring city. She was a handsome, large 
woman, about 30 years of age, the mother of five children, the 
last having been born one year previously. Her last labor 
was followed by some form of puerperal malady, from which 
convalescence had been very slosv. For months she had been 
under the care of competent physicians, who finally told her 
she would have to submit to an operation. The dreadful 
word “ cancer” was whispered, and the lady and her family 
were thrown into consternation bj'^ the suggestion. She did 
not wish to submit to an operation ; she did not wish to ac- 
cept the alternative — cancer. I had known this lady since 
her childhood, and recognized the fact that her nervous tem- 
perament had received a severe shock. On making an ex- 
amination a small laceration was discovered on the left side 
of the cervix. The lesion was neither deep nor wide nor 
long. There was some slight prolapsus, but I was able to 
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satisfy myself that the lady’s tronhles were attributable to 
the laceration only to a very slight degree. Assuring her 
that she could he relieved without an operation, and by local 
and general treatment affording relief from the symptoms 
which had been present, her confidence was gained, buoyancy 
replaced despondency, and in a few months she was told that 
no further ti’eatment was required. The change in this 
woman’s condition was so great as to excite comment from all 
who knew her, and even from the physician who laid before 
her the alternatives mentioned above. But this branch of 
the subject must now be dismissed. 

Before proceeding to mention a few cases which were 
treated by me %vithout the performance of an operation, I de- 
sire to place before you certain facts concerning the results of 
the operation of trachelorrhaphy, especially with reference to 
the relief of the various neuroses which it is claimed are de- 
pendent on the tear in the cervix. A few citations will do 
this better than can be done in my own- words. 

Skene (“Diseases of "Women,” p. 258) spealcs encouragingly, 
but not enthusiastically, of the results obtained. He says : 
“ It may be claimed that successful restoration of the cervix 
will relieve the inflammatory troubles of the cervix, including 
the suffering from scar tissue in the great majority of the 
cases.” You will see presently that Goodell is not in accord 
with Skene. 

Dr. Skene, continuing, says : “ Sterility due to the injury of 
the cervix and the consequent lesions is cured in many eases.” 
In aU seriousness I appeal to the profession to learn how 
many women have applied to gynecologists to have a lacerated 
cervix repaired for the cure of sterility. I never had a woman 
consult me for the relief of that condition, in order that she 
might be cured of sterility. On the contrary, many a-woman 
has refused to be treated locally for the relief of the leucorrhea 
incident to a damaged cervix, when hopefully assured that 
she would be likely to conceive. I am not stating what 
to be, but the prosy fact that women will prefer sterility to 
maternity when they have once experienced the ills which 
sometimes follow parturition. Acquired sterility, or the 
means of accomplishing that result, are looked upon with 
more favor than the opposite state. 
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ISTow ]iear what Goodell has to say on the subject : “ Of 

the beneficial results of the operation of trachelorrhaphy, I 
must candidly admit that I am not now so sanguine as at 
first.” . . . “The broad rule may be laid down that when 
marked ectropion exists, associated with enlarged Nabothian 
glands, with leucorrhea and menorrhagia, the issue of the ope- 
ration will be a happy one.” . . . “ 'When, however, I have 
operated on a tear without ectropion, or merely on account of 
cicatricial tissue in the angles of the fissure, I have met with 
some bitter disappointments. But I now know better when 
to operate ; and this fact I have learned, that nervous exhaus- 
tion and spinal irritation will evoke symptoms which others, 
as well as myself, have referred to slight cervical tears, but 
which are in no wise dependent on these lesions.” 

Kaltenbach (“ Cyclopedia Obst. and Gyn.,” vol. vii., ji. 151; 
Wm. Wood & Co., 1887) speaks in this wise ; “ In Germany 
the operation is regarded as a very decided addition to our 
therapeutic measures, but more is not expected from it than it 
is really able to effect. 

“ It is only in rare cases that the operation suffices to re- 
lieve aU the symptoms. It is much more frequently a link 
in the chain of treatment, and in many cases appears entirely 
superfluous, because the shallow lesion constitutes an insigni- 
ficant complication,” 

But you will say it is not fair to give only one side of the 
question. In answer I ask you to hear some statements made 
by Dr. B. M. Emmet in the work quoted. Goodell told us 
that we might expect happy issue when trachelorrhaphy was 
j)erformed for the cystic form of the injury. Emmet says : 
“ Cystic disease likewise is apt to recur, even for years after 
an apparently successful operation and further on he tells 
us that “ in some cases this growth of glandular tissue, once 
begun, continues for an indefinite period, even after opera- 
tion, and that we cannot get at the very bottom of the evil 
without removing the entire portion of the cervix which has 
been involved.” 

A case of cystic degeneration has been recently under my 
care, and I will incorporate it in this place, to show how much 
good may be done without a surgical operation. The lady is 
33 years of age, the mother of one child who is now 9 years old. 
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She lias a stellate laceration of tlie cervix, and occasionally 
(once in two or three years) comes to me for the relief of a 
leucorrhea. At the last occasion for treatment I fonnd a few 
cysts, one as large as a good-sized pea, on the left side of 
the cervix. There was a slight catarrhal discharge proceed- 
ing from within the cervical, canal. These cysts were punc- 
tured, their contents removed, and the cavity touched with 
Churchill’s tincture of iodine, which was also applied to the 
entire cervix. Boracic acid, in fine powder, was then freely 
applied, and a dry cotton pledget was placed against the cer- 
vix. The application of iodine and boracic acid was made 
two or three times a week for about three weeks, when the 
sui’faee of the laceration became, in appearance, like the sur- 
rounding tissue, the leucorrhea ceased, the patient no longer 
complained of symptoms referable to.the uterus, and treatment 
was discontinued. You answer, the woman is not cured, and 
I reply that the benefit she derives is greater than I can assure 
her she will derive from an operation, having in view the re- 
marks of Emmet above quoted. 

Emmet also says that subinvolution is not cured by the 
operation, since it has become a separate individuality. Again 
he says : “ Satisfactory as the operation generally is, we must 
guard against deceiving ourselves or our patient with undue 
hope. Some of her sensations and pains will disappear slowly 
at best ; the nervous symptoms will yield only as her strength 
returns.” 

If the operative treatment, then, cannot hold out more cer- 
tain encouragement than above set forth, what is to be done 
in lieu thereof ? This must be briefly answered. 

If the laceration is discovered at the time of labor, hot anti- 
septic injections should be used for the double purpose of pre- 
venting contamination through the raw surface, and of has- 
tening involution whereby ire diminish speedily the area of 
possible infection. Later, pelvic inflammation should receive 
attention. Uterine displacements must he rectified by the 
usual means. "WTien all this has been done, the laceration, 
which still persists perhaps, requires treatment. This consists 
in the application of iodine, carbolic acid, nitric acid, or other 
stimulating agents to the parts, so that union starting in the 
angles may be obtained by the gradual drawing together of 
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the separated parts. Glycerin and tannin tampons, by keep- 
ing the parts pressed together, to some extent, in addition to 
draining the distended blood vessels, aid greatly in securing 
this end. And in some cases it is surprising how much good 
can be accomplished in this way. The last ease I wish to in- 
troduce illustrates the efficacy of the plan of treatment indi- 
cated above. 

In February, 1889, I was asked to visit a lady 36 years of 
age, the mother of quite a large family. For two years she 
ha!d been under treatment for disease of the rectum, which 
showed itself by great pain in defecation and constant sore- 
ness referable to the pelvic viscera. Her disease had been 
variously described as “ piles,” ulceration of the rectum, and 
so forth, and she had been treated by enemata, supposito- 
ries, purgatives, etc. On examination no hemorrhoids were 
to be found, no fistula nor fissure ; but when the finger had 
been passed a short distance above the sphincter, the patient 
began to complain of great tenderness. On making slight 
pressure I found a hard body pressing against the anterior 
wall of the rectum, and this body I readily recognized as the 
cervix uteri. Passing mj’- finger into the vagina, I found the 
posterior lip of the cervix projecting like a spur in a back- 
ward direction. Further investigation showed a deep bilate- 
ral laceration of the cervix, the body of the uterus being in a 
position of anteversion. There was some leucorrheal dis- 
charge proceeding from the torn surface. The uterus was 
only slightly enlarged and was freely movable. The two 
liortions of the cervix were quite hard, and the posterior part 
pressing against the recto-vaginal wall had produced sj'^mp- 
toms of a painful affection of the rectum. The case was 
stated to the lady, and the opinion expressed that she could 
not be relieved without the performance of a surgical opera- 
tion. To this she was unwilling to consent until an effort 
had been made to relieve her by other means. She came to 
my office for treatment twice weekly, and the parts were 
freely touched with iodine. Occasionally nitric acid was ap- 
plied. A tampon of cotton saturated with glycerin and tan- 
nin was introduced behind the cervix. This removed pres- 
sure from the rectum, and by keeping the bowels regular the 
rectal pain was soon a thing of the past. Healing of the 
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laceration proceeded nicely, and by the end of May the lady 
had ceased to complain, the laceration was reduced to a 
minimnm, the leucon’heal discharge stopped, and the lady ex- 
pressed herself as not having felt so Avell for many years. JTo 
examination has been made for ten months, bnt the patient 
says she is .all idght. 

The cases I have mentioned were such as would have been, 
under the advice of some gynecologists, subjected to the 
.operation of trachelorrhaph^n I believe I have accomplished 
as much for them without operation as could have been se- 
cured otherwise. 

It is not intended to say that there is no place for Emmet’s 
operation in gynecological practice. I have only aimed to 
show that too much was originally claimed for the operation, 
which has been abused by enthusiasts and unnecessarily re- 
sorted to when other means would have accomplished better 
results. 


A PROBABLE CASE OP INTERSTITIAL PREGNANCY.' 


BY 

EGBERT H. GRAKDIN, SI.D., 

Surgeon to the Ketv York Maternity Hospital, etc. 


Ox the 16th of September, 1890, ifrs. X., of Florida, was 
referred to me by Dr. Henry Schweig, of this city. She gave 
me the following history : 25 years of age ; married ten years ; 
five children ; last delivery eighteen months previously. Her 
menstrual history was normal up to the last conception. She 
was nursing her baby at the time of its death in October of last 
year, and at this date she had no reason to consider herself 
pregnant. She did not menstruate during lactation, and the 
amenorrhea continued to February, 1890, when she had sud- 
den colicky pain in the abdomen, accompanied by profuse 
hemorrhage. Her family physician controlled the hemorrhage 
through rest in bed, ergot, and the vaginal tampon, but had 
no reason to think the patient was pregnant. The end of 

' Read before the New York Obstetrical Society, October 21st, 1890. 
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March, 1890, renewed profuse liemorrlmge set in, which 
nearly killed the patient, and at this time she passed what 
from her description may he assumed to have been mem- 
brane. Her attendant again checked the hemorrhage by 
routine means. The suspicion of pregnancy again did not 
occur to him. Tliere certainly were no local or general symp- 
toms present suggestive of this, for, from my knowledge of 
his high attainments, I am satisfied of his liability to err only 
in so far as to do so is human. From this date (March) on, the 
patient suffered from more or less profuse hemorrhages, some- 
times associated with pain and again not. Finally her atten- 
dant advised her to consult a specialist, admitting frankly his 
inability to diagnosticate the cause of her condition. 

When I saw Mrs. X., her appearance was the reverse of 
anemic. She was stout, her muscles flabby ; she wore an 
anxious look, and complained of bearing-down pain in the 
left ovarian region, constipation, considerable thick, reddish- 
yellow discharge in the non -hemorrhagic intervals. Owing to 
the large amount of adipose in the abdominal parietes, I re- 
fused a positive opinion short of examination under anesthesia. 
I was only able to determine that the uterus was enlarged, the 
cervical canal patulous as far as the internal os, which was 
closed, and that the organ had sagged to the floor of the 
pelvis. The cervix was slightly lacerated and the perineum 
was torn externally — the muscles and fascia of the pelvic floor 
not having been implicated in the lesion. 

On the 18th of September I examined the patient under 
ether, prepared to curette the uterus in the event of my being 
able to determine only a hyjjerplastic endometritis as the cause 
of her hemorrhages. Careful bimanual palpation revealed a 
heavy subinvoluted uterus. The cavity measured four and a 
half inches in depth, and the body of the organ was not en- 
larged asymmetrically. I concluded that I was dealing with 
fungosities, possibly associated with a small submucous fibroid, 
very improbably with malignant disease of the endometrium. 
I curetted the cavity thoroughly with the sharp instrument, 
taking special precautions to investigate every nook of the 
organ. I removed masses of vegetations and debris, made a 
thorough application of pure phenic acid, 'and inserted, as is 
my custom, a gauze drain. The patient rallied well from the 
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Enestbetic. I removed tbe drain in twenty-four bonrs, and, 
tbe uterus being atonic, I washed ont the cavity witli 2|- 
per-ceut creoliu solution. I ordered suppositories of the 
aqueous extract of ergot (gr. v.) every six hours. On the 
evening of the 19th I was summoned in haste by the nurse. 
The patient had had a severe chill, the temperature was 105° 
in the mouth, the pulse strong and 120 per minute; there was 
no discharge from the uterus. I was unable to account for 
either the chill or the temperature. There existed neither 
uterine nor peri-uterine tenderness on pressure ; there was no 
fetor to the slight discharge present ; the bowels had moved 
freely in the afternoon; there was no tympanites. The rela- 
tively slow pulse rate was reassuring, so I ordered fifteen 
grains of phenacetin, washed out the uterus with creolin solu- 
tion (21 per cent), and went home, determined in the morning 
to insert a tupelo tent and thereafter examine the cavity with 
the fingei*. In the morning (20th), about five o’clock, the bus. 
band of the patient came for me in haste. Mrs. X., he told 
me, was flowing profusely. "When I reached her bedside I 
found that there had been a profuse hemorrhage, winch my 
nurse had checked by the vaginal tamponade. The pulse was 
100, strong; there was no tempei'ature. I removed the tarn, 
pon, inserted four Angers of my hand into the uterus, and 
from a cavity in the muscular Avail of the organ near the left 
tubo-riterine junction I removed an adherent placenta, per- 
fectly sweet to the smell, and of the size of that organ at the 
third to fourth month of gestation. I curetted this cavity, 
swabbed it out with pure phenicacid, and by massage obtained 
firm and equable uterine contractions. I ordered one-thirtieth 
of a grain of hydrastinin every six hours, and the convales- 
cence presented no points of interest. On investigating the 
clots passed prcAnous to my arrival, I found this flattened, 
partially desiccated fetus, of the age of possibly three and a 
half months. 

This case is of interest from more than a single standpoint. 
In this city and elsewhere, during the past few years, the 
statement has been repeatedly made that, given the proba- 
bility of the existence of ectopic gestation, the right course 
to pursue is to open the abdomen. I have not as yet become 
convinced of the justifiability of such a course in the absence 
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•of symptoms of rupture, and the early history of this case 
strengthens me in the position I have maintained. Dui’ing the 
physiological amenorrhea of lactation, when conception is pos- 
sible, my patient was suddenly seized with cramp-like pains in 
the abdomen, followed by irregular hemorrhages, and later on 
by the passage of what from her description may be assumed to 
have been a membrane. In other words, her rational history 
pointed strongly to the existence of an ectopic gestation, and 
had she been in the hands of certain gentlemen who most 
ably, both byword and precept, argue for primary laparatomy, 
the abdomen would presumabl}' have been opened ; and the 
question arises, Would they have found an ectopic-gestation 
cyst ? If Mr. Lawson Tait is eorj’ect in the deductions which 
he states from his extensive experience, a tnbo-uterine or in- 
terstitial gestation inevitably results in rupture into the peri- 
toneal cavity. If *the case which I report was of this nature 
— and I assume it to have been such — the primary laparat- 
omy might have availed ; but the aftei’-history proves that it 
would have subjected the patient to needless risk, and it als'o 
proves that tubo-utei’ine or interstitial gestation may remain 
quiescent after fetal death, and that ultimately the fetus maj’’ 
be passed per mas naturales. In other words, an interstitial- 
gestation cyst does not always rupture into the peritoneal 
cavity. 

A further point of interest in this case is the fact that the 
patient carried a fetus and its adnexa for the period of at 
least sixth months after fetal death, without the development 
of the grave symptoms which the advocates of immediate 
■emptying of the uterus after miscarriage, somewhat too dog-* 
matically it would seem, assert follow the contrary course. 
In other words, this case apparently furnishes strong argu- 
ment for those who claim that expectancy is the proper prac- 
tice in case of incomplete miscarriage. We have all met with 
cases where retained membranes, retained placenta, in whole 
or in part, have been left to the efforts of nature without the 
development of the milder or graver forms of sepsis. In- 
stances of the kind, however, in my experience, are exceed- 
ingly rare ; and then the explanation of immunity is to be 
found in the fact that the retained portions were amply nour- 
ished, and, therefore, could not necrose and give rise to septic 



60 


GEAJSTDIN : A PROBABLE CASE 


infection. Snch. was undoubtedly the case with my patient, 
presuming for a moment, as is allowable, that the fetus and 
placenta were implanted normally in the uterus — a point 
which I will discuss later. Nevertheless I feel in this in- 
stance, as 1 have in a few others seen in consultation, that my 
patient’s safety during these six months was at all times im- 
perilled, and that in general, notwithstanding the exceptions 
quoted, it is a sound rule of practice to thoroughly empty the 
puerperal uterus le^e ariis, and not trust to the unaided 
powers of nature. In regard to the case reported, the lady 
returns to her home with a greatly subinvoluted uterus which 
will require protracted treatment, and this would have been 
avoided had the uterus been thoroughly explored in February 
or March — still assuming, for the purpose of argument, that 
the fetus and placenta were normally situated in the uterus. 

A final point of interest is the question, Should this case 
be termed one of interstitial gestation ? It is allowable to 
consider this case from the double standpoint of either an 
instance of normal uterine pregnancy with retention of the 
fetus for the period of six months, or else as an instance of 
encapsulation of the fetus within the muscular substance of 
the uterus — so-called interstitial pregnancy. 

I grant the possibility of prolonged retention of a fetus and 
its adnexa in utej'o, but in the case I have reported I oppose 
the following facts as militating against such a supposition 
and as favoring the alternative view. I will recall the fact 
that when I curetted this ease I thoroughly investigated every 
portion of the uterine cavity with the sharp instrument. 
^'Whilst it is possible, then, that the instrument passed over the 
surface of this fetus without either detecting or dislodging it, 
when I bear in mind the care with which I am in the habit 
of opei’ating I am forced to the assertion that had this fetus 
been in the uterine cavity proper I would have detected it. 
Further, I will recall the fact that when, nearly forty-eight 
hours after tlie curetting, I removed manually the adherent 
placenta, I found it embedded in a cavity in the muscular sub- 
stance of the uterus at the left tubo-uterine junction. Fur- 
ther still, at the time of probable fetal death (February) we 
have the classic signs in the rational histor}^ which experience 
has taiight are the fairly uniform accompaniments of ectopic 
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gestation. JSTow, against the view thatmj ease was one of in- 
terstitial pregnancy I can only cite Mr. Lawson Tait’s assertion, 
which reads : “ The process of development of an ovum in the 
tube, at any part of it, inevitably results in rupture of the 
tube. In the ‘interstitial’ eases the rupture, so far as is 
known, always- takes place into the peritoneal cavity, and I 
cannot imagine any other way in which it might go, though 
we have assertions that a diagnosis has been made of tubal 
pregnancy which has ended by the ovum being dischai-ged 
through the uterus. Such cases are easily dismissed from 
serious consideration, for I have never seen a specimen of 
interstitial pregnancy which could, bj' any possibility, have been 
diagnosed from normal pregnancy before the period of rup- 
ture. . . . Any man who gives an opinion that he diagnosed 
a tubal pregnancy, or any other lesion, and that its course was 
this, that, or the other, merely upon the unaided discrimina- 
tion of symptoms or the dim light of a pelvic examin-ation, I 
regard with so much suspicion that I do not accept his argu- 
ment, save under exceptional circumstances ” (“Diseases of 
"Women and Abdominal Surgery,” vol. i., p. 411 ; Philadelphia, 
Lea Bros. & Co., 1889). As oj)posed to these views of Mr. 
Tait I am able to bring to bear the statements of equally 
expert examiners and the fairly uniform belief of obstetri- 
cal writers that an interstitial pregnancy may rupture into 
the uterine cavity. In terming my case, therefore, one of 
“Probable Interstitial Pregnancy,” if I err it is in good com- 
pany, and the word “ probable ” saves me from the charge of 
dogmatism and possibly also renders my statements above 
suspicion. The view which I submit to your critical judg- 
ment is the following : In the month of February a tubo- 
uterine (or interstitial) gestation sac ruptured partially into 
the uterus. This partial rupture healed. In March my pa- 
tient passed a uterine decidua. The pains and irregularly re- 
curring discharges from which she suffered thereafter until 
she consulted me in September, were due to efforts of the 
uterus to rid itself of its parasitic intruder. When I curetted 
the uterus I broke down the wall dividing the true uterine 
cavity from the muscular bed in which this flattened, dis- 
toi’ted fetus and its placenta lay. This traumatism spurred 
the uterus sufficiently to enable it to accomplish in forty-eiglit 
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]ioiirs wliat for nearly six months it had fruitlessly attempted 
— to expel the fetus. Such is my chain of reasoning, deduced 
from careful pelvic and uterine examination, and not from 
tlie “ dim light” of exploration; and on it I rest the assertion 
that the ease recorded is an instance of “ probable ” intersti- 
tial gestation. 

To conclude, there is a further possibility which I dismiss 
in a word. Might this not have been a case of pregnancy in 
a bicornate uterus ? My answer is that, had such been the 
ease, the careful palpation to which this patient was repeat- 
edly subjected by me would have revealed any such vice in 
conformation. 


UNUSUALLY HIGH PYREXIA FOLLOWING CONFINEMENT, 
WITHOUT APPARENT CORRESPONDING STRUCTURAL 

LESIONS.' 


Br 

THOMAS M. NORTON, M.D., 
Washington, D. O. 


In presenting the following case for discussion, I am 
prompted more by the selfish desire of throwing new light 
upon it from your wider and more extensive obstetrical ex- 
periences, than with the idea of especially interesting the 
majority of the members of this Society. 

Its title, “ Unusually High Pyrexia following Confinement, 
without Apparent Corresponding Structural Lesions,” has 
been given it, not on account of its appropriateness, but sim- 
ply for lack of a more expressive name. 

Case. — Mrs. F., of this city, white, 23 years of age, pri- 
mipara, was delivered Wednesday, June 19th, 1889, of a 
healthy child ;,'at full term, being attended in her confine- 
ment by Dr. Suter. He, leaving the city the folloxving eve- 
ning, confided her to my care. I saw the patient for the first 

' Read before the Washington Obstetrical and Gynecological Society, 
Marcli 7th, 1890. 
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time on Friday, June 21st, about 10 a.m. She was a large- 
framed, well-proportioned woman, and exhibited but few 
traces of her recent sufierings. She had passed her water 
freely and easily. The lochial discharge presented no abnor- 
mality in either quantity or quality, and her only complaint 
was an unsatisfied apiietite. Her breasts, ujioii examination, 

I found to be full of milk, but, on account of contracted or 
sunken nipples, the child was scarcely able to nurse. This 
complication being artificially relieved, her condition was as 
favorable as could be expected or desired. 

Saturday, June 22d, 10 a.m., patient’s face was flushed, 
•and her skin was hot and dry to the touch. Temperature 
was 101:f° F. ; pulse 12S, Respiration was hurried, but not 
labored or difficult. A most careful examination disclosed 
no cause for this exaggerated temperature. Her uterus was 
undergoing involution in an apparently perfectly normal 
manner ; it was firmly contracted and about the size of an 
orange. Nor was there the slightest tenderness over any por- 
tion of hei’ abdomen, although quite hard pressuj’e was ex- 
erted. The lochia was losing its sanguineous character, but 
otherwise was unaltered, presenting neither a marked dimi- 
nution in quantity nor a disagi’eeable odor. Her breasts were 
soft and compressible, and the flow of milk was free and easily 
extracted. Her tongue was moist and slightly coated, but not 
furred, nor did she complain of thirst or headache, and her 
mind was perfectly clear. 

On questioning her I learned she had spent a very com- 
fortable night, sleeping most of the time, but on awakening 
at about 6:30 she was chilled thi’ough and through, and felt 
cold chills running up and clown her back. This condition, 
however, had been attributed to the lowering of the outside 
temperature during the night and the scantiness of her cover- 
ing ; for after having some bottles of hot water placed at her 
feet and her covering increased, it had rajiidly passed off, 
and at the present time, although she was conscious of being 
unusually warm, still she was in complete ignorance of the- 
height of her temperature, or even of the presence of any 
fever at all, thinking her flushed face and hot skin were due - 
siinplj^ to the elevated atmospheric temperature. 

This chill followed by fever, and the absence of anj’^ 
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otlier symptoms of inflammation or septicemia, together with 
the season of the year and the location of her residence — 
wliich was in a low-l}dng portion of the city near the newly 
made flats and river — pointed to the entrance of a malarial 
complication, and led me to suspect intermittent fever, 
though fearing at the same time a more serious affection, 

I ordered carholized vaginal injections, one drachm to the 
pint, every four hours, and, as her bowels had been costive 
since her confinement, 3 ij. of castor oil, gtt. 15 of turpentine, 
and mucilage acacia q. s. fl. § i. to be taken at once, also 3 ss. 
of quin, sulph. in six capsules, one to be taken every four 
hours ; and directed that the child be kept from the breasts 
while the fever lasted, requesting the nurse to draw off the 
milk should the breasts become full and tense. 

Six P.M., bowels had moved freely and painlessly about an 
hour before my arrival. Temperature, instead of falling 
during the day, had risen to 104f °, pulse 1 30. There being 
no indication of cinchonism, I ordered a continuance of the 
quinine and injections. 

Sunday, June 23d, 10 a.m., temperature 104:|-°, pulse 123. 
Patient had passed a rather restless night, but not an ex- 
tremely uncomfortable one, having slept a large portion of 
the time. Her bowels had moved again about T a.m. At 8 
p.M. she had eaten two soft-boiled eggs and some stale bread, 
and drank a cup of tea, and shortly before my arrival she 
had taken a tumbler of milk. There was still no apparent 
correspondence between this extreme pyrexia and her gen- 
eral condition, which was unchanged from that of the previ- 
ous day. 

I ordered 5 ss. of antifebrin in three powders, one to be 
given immediately, and the second four hours later. ■ 

At 5 p.M. temperature was 104^°, and the third antifebrin 
powder was given. At 11 p.m. temperature was 104^°, pulse 
132, and I then gave two grains each of quin, sulph. and anti- 
febrin every two hours — which combination has frequently re- 
duced high temperatures after the failure of either alone — and 
directed the carholized injections to be given every three 
hours. The breasts being full of milk, the nurse was request- 
ed to draw it off. 

Monday, June 24th, 10 a.m. Patient had spent a very rest- 
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less niglit, and was manifesting signs of exliaustion ; tempera- 
ture was pulse 129. Contrary to , directions, the nurse 

liad neglected tlie breasts, wbicli were now quite tense and 
full of milk, but were neither hard nor painful. 

Having failed to make a diagnosis, and being unwilling to 
assume the entire responsibility of tlie case, I requested a con- 
sultation, and at 1 p.m. Dr. D. H. Hagner kindly saw the case 
with me. He, too, after a most thorough examination, failed 
to find a cause for the high fever — temperature at this time be- 
ing 105° F. — other than the tenseness of the breasts ; but this 
condition was excluded on account of its recent development, 
having presented itself that moi-ning for the first time. 

At Dr. Hagner’s suggestion the breasts were enveloped in 
hot flannel cloths saturated with camphorated oil, and a table- 
spoonful of the following mixture was given every three hours 


to reduce the temperature : 

IJ Tinctura3 Aconiti gtt. vi. 

Spiritus ..iEtheris Hitrosi 3 vi. 

Liquoris Ammonii Acetat ad fl. | iijr 


M. Fiat sol, Sig.; § ss. in water every three hours. 

At 11 P.M. patient was decidedly improved in every respect: 
temiierature had fallen to 103^°; pulse 116, fuller and stronger; 
her skin was more natural to the touch, and her breasts were 
softer and more elastic. 

Tuesday, June 25th, 10 A.jr., Dr. Hagner again met me in-, 
consultation. Patient was so much improved that all of my' 
anxieties were completely quieted. Temperature was only 
98f° ; pulse 82, full and strong; her skin was cool and moist : 
breasts soft and compressible. The attendant was directed to- 
draw off all of the stale milk, and then to allow the child to 
nurse. The fever mixture was stopped, but the carbolized in- 
jections were continued, and an enema was ordered for her 
bowels. 

At 6 p.m. condition of patient, was unaltered; her bowels- 
failed to respond to the morning enema, so I had it repeated,, 
and with better result. 

TTeduesda}', June 26th, temperature was 100^° at 10 a.m.,. 
and by 5 p.m. it had risen to 103°. The aconite, nitre, and. 
ammonia mixture was immediately resumed, and at 11:30 p.m.. 
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temperature liad descended to 99f°. I now lengthened the 
intervals between the doses of the fever ' mixture from three 
to five hours, instead of entirely discontinuing it as was pre- 
viously done. I 

Thursday, June 2Tth, 10 a.h., temperature was 98|-°, pulse 
JO. The dose of the fever mixture was reduced one-half, and 
this quantity given only three times a day. At 6 p.m. tem- 
perature and pulse were still about normal, there being no ap- 
preciable change from her morning condition. 

Eriday, June 2Sth, I saw patient but once during the day. 
Temperature and pulse were still about similar to those of the 
previous da^q and patient requested permission to get up, as 
she had never felt better in her life ; this was not permitted, 
but I stopped the aconite mixture. 

Saturday, June 29th, at 11 p.m., just twenty-four hours after 
the cessation of the fever mixture, patient’s temperature was 
up to 102°. Still feariug septicemia, and hoping to exert a 
permanent infiuence on the temperature, I decreased the in- 
tervals between the carbolized injections to two hours, and 
ordered 3 ss. of quin, sulph. in six capsules, one to be given 
■every three hours. 

Sunday, June 30th, 10 a.m., temperature was normal, this 
being the first time it had yielded in the slightest degree to 
the administration of quinine. Towards the close of the day the 
temperature again ascended, and the quinine was renewed; 
but this time without benefit, for on Monday, July 1st, at 11 
A.M., to my surprise the temperature had gone up to 101^°, 
pulse 138 ; otherwise her favorable condition was unchanged, 
and I could get no history of chill preceding this rapid eleva- 
tion. The mixture of aconite, nitre, and ammonia was once 
more resorted to, and by 6 p.-m. temperatm-e had fallen to 99-|-° ; 
the fever mixture was given in smaller doses and at longer in- 
tervals, and by morning her temperature was normal. From 
that time on there was no rise of temperature or development 
of abnormal symptoms of any kind, and on Wednesday after- 
noon patient was allowed to sit up ; the aconite mixture was 
stopped the previous day. Friday, July 5th, she was returned 
to Dr. Suter, who subsequently informed me that she rapidly 
xegained her health and strength. 

Remarks . — Quite recently, and since the preparation of the 



FOLLOWma CONFINEMENT. 


67 


rabove report, Dr. Suter lias given me some additional history 
concerning the case which may materially assist in determin- 
ing its pathology. The labor was a prolonged one, and the 
■child was delivered with instruments. Moreover, some weeks 
after dismissing the ease she suffered very much with blad- 
der trouble, which was followed by symptoms of lacerated 
cervix. However, no examination was made, and no treat- 
ment — at least no local ti*eatment — was used ; but from last 
.accounts she was very much improved. 

Although possessing this recently added history to aid me, 
and having had abundance of time to study over the ease, I 
still have no definitely formed opinion concerning its patho- 
logy, nor have I obtained much assistance from the literature 
upon this subject. I found in the medical journals a number 
of cases bearing a close symptomatieal resemblance to the 
ease just recorded, and divers causes Avere assigned for the 
elevation of temperature in the difierent cases. Some of 
them were reported as “intermittent fever following con- 
finement, or intermittent fever resembling septicemia,” others 
as “puerperal fever without evidence of sei^tieemia,” and 
still others as “septicemia, or puerperal septic infection.” 
The case I have reported simulated to some extent the 
cases recorded as being of malarial origin, and also those of 
septic origin, and hence arises my confusion in classifying it, 
assuming the recorded cases to have been correctly diagnosed. 

A review of the case gives reasons for and against each 
theory. In support of the malarial origin we have the sea- 
son of the year, location of patient’s residence, absence of 
typical septic symptoms, and the happy termination of the 
afilection ; Avhile in opposition we have the liability to septic 
absorption of all jiarturient women after a tedious labor and 
■one that was terminated ivith forceps, and the failure of qui- 
nine to influence the temperature. 

In discussing a septic origin we should consider not only 
septicemia proper, or sejitic infection, but also septic intoxica- 
tion. This latter term requires a word of explanation. In- 
• our text books it is pretty generally ignored or else confused. 
By some Avriters it is spoken of as a mild form of sejitic in- 
fection, being embraced with that affection under the name 
of septicemia, while others consider the two diseases -one and 
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tlie same’ tiling. As I was taught and understand them, they 
are two entirely separate and distinct affections. 

Septic intoxication, or putrid intoxication, also called by 
Duncan sapremia, is a disease produced by the entrance into 
the circulation of a eliemical poison which has not the power 
of reproducing itself. This poison may arise from the pu- 
trefactive decomposition of retained portions of the placenta, 
or from any putrefying matter, either animal or vegetable. 
Symptoms of the disease are chill followed by fever and 
generally diarrhea. This fever is increased or continued by 
each additional suppl}’^ of the poison ; but without the addi- 
tion of new poison the fever diminishes and ceases. This 
poison has no distinctive germ other than the ordinaiy bacte- 
ria of decomposition, and these have not the power of attack- 
ing live tissues ; hence septic intoxication is never followed by 
the formation of metastatic abscesses. 

Septic infection, on the other hand, is produced by the ab- 
sorption of definite pathogenic germs which can reproduce 
themselves and which have the power of destroying living 
tissues, and may lead to the formation of metastatic abscesses, 
or may produce death without the presentation of these local 
affections. Symptoms are those ordinarily given for puerperal 
fever. 

In support of septic infection as the cause of the pyrexia in 
the ease just reported, we have the forceps delivery and the 
subsequent symptoms of lacerated cervix ; while antagoniz- 
ing this cause is the absence of the usual typical septicemia 
symptoms other than the fever, and the course and termina- 
tion of the temperature. 

Excluding malaria, the history and course of this fever 
point more directly to septic or putrid intoxication. If the 
uterine cavity had been thoroughly washed out during the 
progress of the disease, this point might have been conclusive- 
ly solved ; but unfortunately this was not done. Consequently 
in my mind the pathology is still in doubt, and in conclusion 
I ask for a discussion on these points concerning the pyrexia 
presented. 

Was it of malarial or of septic origin, or was it due to some 
other cause which I have failed to mention ? 
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THE FIFTH AND SIXTH POSITIONS OF THE VERTEX, WITH 
REMARKS UPON THE MANAGEMENT OF OCCIPITO- 
POSTERIOR POSITIONS.’ 


BT 

GUSTAV .ZINKE, M.D., 
Cincinnati, Ohio. 


(With four woodcuts.) 


As tliere is a want of agreement, among obstetrical authori- 
ties, as to what constitutes a fifth and sixth position of the 
vertex, as well as to the practicability of so many divisions, I 
would have it understood that, in the following, an occipito- 
pubic is considered a fifth, and an occipito-sacral a sixth posi- 
tion of the vertex. 

CASE OF OCCIPITO-SACKAL POSITION. 

April 2d, 1890, at 2 p.m., I Avas called iip consultation by Dr. 
C. S. Muscroft to see Mrs. Y., get. 28, who had been in labor 
since the preceding midnight. The doctor stated that the 
membranes ruptured spontaneously, and that the os Avas fully 
dilated early in the morning. Labor progressed favorably 
until the head appeared “ at the brim.” Here it was arrested. 
Hot the slightest descent being effected for seA’^eral hours, I 
was called in to assist in the further progress of the ease. 

Examination revealed a very tender, fleshy abdomen, Avhich 
prevented the outlining of the position of the child. Fetal 
heart could not be detected. MoA^ements of the child not per-- 
eepfible. Vaginal touch suggested an ample pelvis, with soft 
parts still in good condition. An excessivel}’’ large caput 
succedaneum made it impossible to ascertain with exactness 
the position of the head. The fontanelle^ could not be felt. 

’ Read before the Cincinnati Obstetrical Society, June 12tb, 1890. 
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The eratdal 'bones, Tvitli an ill-defined sntnre between them, 
pressed liard against tlie pnbic bones, suggesting an occipito- 
anterior position with slight extension of the head ; posteriorly 
also a suture running parallel to the conjugate could be felt. 
Diagnosis : Fifth position of the vertex with extension of the 
head, causing arrest at the brim (oeeipito-inental diameter on 
a level with the pelvic plane of the inlet). The suture resting 
against the symphysis pubis was supposed to be the sagittal, 
the one felt posteriorly the frontal. (See Fig. 1.) 

On further inquiry it was ascertained that the first child 
(this being the second labor) was still-born “ at tenn,” in i 
similarly protracted confinement. This led me to suspect e 



Fig. 1 represents the idea o£ the position entertained before descent of the head ; a 
■n-as believed to be the sagittal and 6 the frontal suture. 

possible “ justo-minor ” or an extremely large head, though 
digital examination did not support my suspicion. Acting 
upon the belief that I was dealing with an oecipito-pubic 
position, chloroform was given and the forceps applied. 
The instruments were introduced, adjusted, and locked with 
ease. At first gentle, gradually more, and finally all. the 
traction was made which could be brought to bear upon the 
forceps, but to no purpose. The head remained fixed in its 
jiosition. Another examination, with the forceps in position, 
gave no clue as to the nature of the obstruction, except as 
stated — extension of the head. An effort to pushup the fore- 
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head aiid/e’a; the head proved futile. "Witli the next pain I 
placed one linger in the rectum with a view to holding up the 
forehead^ while I made traction in the. direction of the axis of 
the “ hony outlet.” To my surprise I discovered that, during 
traction, the distal extremities of the blades of the forceps 
left the head and remained in contact only with what I sup- 
posed was the occiput, forming at this region a sort of pivotal 
point in front, while the tips of the blades impinged upon the 
soft parts of the mother posteriorl^n Traction was at once 
susiiended, with the intention of removing the forceps and for 
the purpose of introducing my hand, in order to determine, if 



Pia. 2 represents the position as it really iras; a, posterior extremity of sagittal, and 
6, the frontal suture. Comparison between Figs. 1 and 2 will show how the error ia 
diagnosis was possible. 


possible, the real cause of delay. However, before I had time 
to execute my jiurpose, nature came to my assistance and fully 
explained the apparently mysterious obstruction. A pain sud- 
denly supervened, during which the head was brought down 
to the pelvic floor ; but instead of the occiput, the forehead 
presented itself squarely under the pubic arch. The forceps 
was now quickly removed. The next pain brought the fore- 
head and. part of the large caput succedaneum within the dis- 
tended vulva (Fig. 3). The next pain brought down the head, 
distending the perineum in the direction of the axis of the 
bony outlet to an enormous extent, and for a moment it 
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seemed as if this structure would be torn from one end to the 
. other, while the eyes, nose, mouth, and chin gradually emerged 
successively from under the pubic arch. The chin once re- 
leased, flexion of the head became possible, and the unshapely 
head of a well and fully developed living child was born 
without the slightest injury to the perineum and other soft 
parts. The shoulders descended in the transverse diameter un- 
til they reached the floor of the pelvis, where they rotated into 
the right oblique; the right shoulder became subsequently 



Tig. 3.— Position of the head after the sudden descent (forceps applied). 

■fixed behind the os pubis, while the left swept over the peri- 
neum first. ITo further difficulty was experienced. The jila- 
icenta followed quickly with the aid of the Orede method. 
Both mother and child did well. 

REMARKS. 

The question presents itself as to whether this was a case 
of ocGipito-sac7'al 2)osition from the beginning of labor. 
Though the diagnosis of this position was not made until the 
head was in process of delivery, I am firmly convinced that 
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it was : First, because the frontal and what little could be 
felt of the sagittal suture presented itself directly in the con- 
'jugate diameter of the pelyis; this I maintain, notwithstand- 
ing that the one suture was mistaken for the other. Second, 
because the caput succedaneum was squarely 23lanted upon the 
•anterior portion of the top of the head, covering an area in- 
cluding the upper limits of the frontal eminences in front, a 
point midway between the anterior and jiosterior fontanelle 



behind, and extending about an inch from the anterior fonta- 
nelle to either side. Such an excessive amount of swelling 
and moulding can be produced only by long and- continued 
pressure in the same direction. The child was born within 
three-quarters of an hour after my arrival ; the temporary de- 
formity of the child’s head, therefore, was jiroduced before I 
came upon the scene. Hence I cannot assume that it might 
not have been, at first, an oceipito-^iosterior to the right or the 
left, and that rotation into the conjugate occurred during the 
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passage of tlie head tliroHgli tlie pelvic channel. "Were this- 
so, the well-prononnced caput snccedaneum Avonldhave been 
found to he upon one or the other parietal bone, and the an- 
terior fontanelle Avonld not have been obscured. Third, be- 
cause the forceps was introduced, applied, and locked with 
ease while the head was still “ at the brim.” Had the head 
occupied one or the other of the oblique diameters, it would 
not have been so easily applied and locked, and the marks of 
its application would have been left on one side of the occi- 
put and over one of the frontal eminences ; as it was, no trace 
of it could be noticed upon the head. Fourth, had this been 
an occipito-posterior, left or right, delivery of the head would 
in all probability not have terminated as it did. One of two 
things would have occurred ; either rotation into a first or 
second position of the vertex, or the occiput would have sought 
the hollow of the sacrum and by extreme flexion of the head 
would have swept over the perineum first, with the forehead, 
face, and chin following in the order mentioned. Exceptions- 
to this I have never observed, though it is not impossible that 
they inaj' take place. I am convinced, therefore, that this 
was a ease of an oceipito-sacral position from the incipieney of 
labor; that the occiput was detained by the promontory of 
the sacrum, but not sufficiently so as to make it a face presen- 
tation. Cause of the position unknown. As stated before,, 
the pelvis seemed perfectly ample (the measurements Avere 
taken with the hand only). It remains, therefore, a matter of 
speculation in this case as to what factors compelled this head 
to assume and remain in the position just indicated. The 
infant weighed about nine pounds, .-its head being of average’ 
size. 

Criticism may be offered as to my diagnosis previous to the- 
employment of the forceps, in reference to which I would say 
I believe myself possessed of the so-called iacius emdiins, 
and am not disposed to relinquish my confidence in it.. 
There appeared to be no necessity for the introduction of the 
hand, as I was quite certain of the presence of an occipito-an- 
terior position : while the prompt recourse to instruments was 
Avarranted by the presence also of the following conditions, 
namely, long-delayed labor, impossibility to detect the fetal 
heart, absence of fetal movements, extreme tenderness of the- 
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abdomen, and tlie manifest exhaustion on the part of the 
patient. 

This case is of more than ordinary interest, inasmuch as it. 
demonstrates that in an apparently’- normal pelvis the liead 
does not always seek the largest diameter at the brim, and 
that a fully developed child may traverse, with tolerable 
safety to itself, the parturient canal in the occipito-saeral posi- 
tion, head partly extended. If this is possible in this posi- 
tion, we cannot deny the plausibility’- that the same may occur 
where the occiput presents posteriorly’ either to the right or 
left. Yet it would not be wise to recommend or practise non- 
interference in these eases, when in many instances, if not in 
all, we have it in our power to bring about flexion of the 
head in any of the occipito-posterior positions; for it must be 
always remembered that by securing the desired flexion of 
the head dangerous delay may not always be avoided, but 
spontaneous rotation into an occipito-anterior position may’ be 
rendered possible. 

The case is of additional interest in so far as it proves that 
the brevity with which nearly all authors of modern text 
books of obstetrics dismiss the subject of vertex presentations, 
is not altogether justifiable. They confine themselves, as a 
rule, to four positions only’, and, if they speak of an oecipito-- 
pubic and occipito-sacral at all, it is simply by stating that 
they may occur ^ hut that hefore the head has passed any dis- 
tance into the pelvis it assumes one or the other of the more 
freq^uentfour to which they home called attention / and that 
therefore it is deemed needless to dwell upon the mechanism of' 
the fifth and sixth positions. 

That presentations and positions have been multiplied with- 
out good reason there can be no doubt. The tendency’ to 
simplify the study and practice of obstetrics is certainly’ com- 
mendable and deserves encouragement, but experience con- 
vinces me that both the fifth and sixth positions of the vertex 
are sufficiently’ frequent and distinct to merit a permanent 
place in the order of descriptive midwifery’. A description 
of the frequently occurring four may’ serve the purpose of 
young students and midwives, but a want of familiarity in re- 
gard to the occipito-sacral positions admits of no excuse on the 
part of educated, scientific obstetricians, and therefore all text. 
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books written to be of service to the practitioner and stndent 
slionld give tbe fifth and sixth positions the consideration 
"thev deserve. 

Simpson, Elliot, Spiegelberg, Playfair, Lnsk, and Winckel 
do not speak of the fifth and sixth positions at all. Leishman 
'■(Pany) and L. King dismiss them with short notice. Gardien, 
Telpeau, Morean, and Hodge follow Baudelocque (who was 
the first to describe the sixth position) and give a descx'iption 
•of them ; so does Penrose in Hirst ( ‘‘ American System of 
Obstetrics ” ). Haegele, who met with two cases of the sixth, 
■describes two principal positions of the vertex (left occipito- 
iliae and right occipito-iliae), each with three subdivisions. 
Many of the German and French authoi'S follow Haegele in 
their classification. Cazeaux and Tarnier give no description 
■of the fifth and sixth positions, but mention them in their 
tabulated record of the various classifications of the different 
•authors quoted in their work. 

The object of including in my remarks upon the case re- 
ported the oecipito-pubic position is ; first, because I mis- 
took the sixth for a fifth position in the Instance reported ; 
and, secondly, because I wish to elicit the expression of opin- 
ion of the members of the Society regarding the frequency 
of its occurrence, as also the characteristics of its conduct dur- 
ing delivery. My own opinion is that these positions (the 
■fifth and sixth) are perhaps much more frequent than is ordi- 
narily supposed. It is maintained that the sixth position is 
more frequent than the fifth ; but I am inclined to believe 
that this view is not based upon facts gained by jiersonal ex- 
pei’ience, but rather upon the few cases observed by some and 
as quoted by others. The lack of reported cases belonging to 
these two classes may be explained by the comparative fre- 
quency with which occipito-sacral and occipito-pubic positions 
assume one or the other more frequent varieties ; and it is not 
at all unlikely that many an occipito-sacral position may, un- 
der favorable circumstances, terminate as an occipito-anterior 
or even as a face (raento-anterior) position. If, in addition, 
we take into consideration the difiiculties which often sur- 
round the making of an early and. jjrecise diagnosis, and many 
times a want of diagnostic skill, if not indifference, on the 
part of the accoucheur, besides the manifest disposition of 
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obstetric autliors to ignore these positions altogether, we have 
a sufficient and satisfactory solution of the variety of case re- 
ports and the infrequeney with which cases of the fifth and 
sixth positions are observed. 

According to Hodge, Madame Boivin observed the oecipito- 
pubic position six times. Dewees three times, and Hodge him- 
self met with several instances. The oecipito-sacral jiosition 
was seen twice by Madame Boivin and twice by Haegele 
Dewees is credited with three and Meigs with two .cases. 

THE aiANAGEMENT OF OCCIPITO-POSTEKIOR CASES. 

In the management of these positions of the vertex every- 
thing depends upon the diagnostic skill, manual dexterity, and 
acuity of judgment of the attending physician. If he is on the 
alert, he may, in the majority of instances, be instrumental in. 
preventing complications, not only in the way of unnecessary 
delay in labor and long, severe suffering on the part of the wo- 
man, but also as to the impending danger of delivering an as- 
phyxiated or perhaps a dead child. In no other variety of 
vertex presentations has the obstetrician so great an opportuni- 
ty to display his skill, knowledge, and judgment as here. Hot 
infrequently have we occasion to observe that, in these cases, 
both mother and child are seriously injured by misdirected 
efforts to facilitate labor, especially when the forceps is aji- 
plied too early. The disrepute into which the '■'freqxient xise 
the forceps ” has fallen has, to a great extent, its founda- 
tion here. It is, then, perfectly safe to assert that the skilful 
management of occipito-posterior positions depends upon an 
exact diagnosis and a thorough familiarity with the mechan- 
ism of labor. 

My own rule of practice hi^s been never to interfere so 
long as the head descends with each j)ain and the screw-like- 
motion of the head becomes manifest as soon as the pelvic 
floor has been reached by it. An easy descent always denotes 
a sufficient flexion of the head ; and the more pronounced 
rotating of the same, when the opposing elements from below 
become operative, always signifies with great certainty that a 
change into an oecipito-anterior position will be effected by 
the unaided efforts of nature. Therefore assistance on the part 



'7S ZINKE ; THE FIFTH AHD SIXTH 

of tlie practitioner is superfiuons, if not meddlesome, under 
.such circumstances. But when the head is slow in descending, 
or arrest is threatened or has alread}’^ occurred, the index and 
middle fingers of one hand should he introduced and placed 
immediately in front of the anterior fontanelle. With each 
contraction of the womb, pressure is then made upon the fore- 
head in the direction opposite the descent of the occiput. In 
an O. P. R. this will be upward, backward, and to the left; 
in an O. P. L. it will be upward, backward, and to the right; 
in an 0. S. it will be directly upward and backwai'd at first, 
and later either to the left or right, just as the disposition of 
the head may indicate into which oblique diameter it tends 
to rotate. I am seriously inclined to question whether it is 
proper to institute further manipulations when, notwithstand- 
ing perfect fiexion, the .head seeks the hollow of the sacrum. 
Though fully aware that the life of the child and the peri- 
neum are seriously in danger, there ai’e nevertheless cases in 
which labor terminates without much delay, serious incon- 
venience to the child, or extensive laceration of the perineal 
stnietures ; and for these reasons it may not be unwise to wait 
and watch, for a reasonable time at least, in order to deter- 
mine what nature is able to accomplish, especially when the 
soft parts of the mother are still in good condition and the 
child’s vitality unimpaired. F nrther manipulations require the 
use of complete anesthesia ; and as this is an additional risk, 
the patient should not be subjected to it without good cause. 
When it has become evident, then, that rotation into occipitp- 
anterior position -will not take place", and that delivery -with 
the occixmt posterior is not only delayed but arrested, in or- 
der to save the child’s life, and to curtail needless suffering on 
the part of the mother, and to prevent iqjury of the xiarturient 
tract, I do not hesitate to anesthetize to absolute unconscious- 
ness, for the xiurpose of introducing the whole hand into the 
vagina, there to seize the head, carry it above the brim, and 
turn it, if a third, into a second, and, if a fourth, into a first 
Xiosition. There the hand holds the head and is not withdrawn 
until the head is fixed in its new xiosition by the following 
contractions of the uterus. Having succeeded in this — and I 
have never failed — the case may be left to nature if the pains 
are vigorous and effectual ; if not, or if there is marked exhaus- 
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tion on tlie part of tlie mother, or the fetal heart’s impulse 
denotes a rapidly failing pulse, the forceps is to he brought 
into requisition and the child extracted as speedily as the con- 
dition of both mother and child will permit. To apply the 
forceps when the occiput is still posterior, with a view of 
turning, as has been recommended by some, is in my opinion 
a difficult and dangerous procedure ; this requires more sldll 
than most men have an opportunity to acquire, and even in 
the hands of the skilled and experienced I doubt the wisdom 
of their application. Similar objections may be raised against 
the deliveiy with the forceps with the occiput still posterior, 
because no forceps is so constructed as to firmly grasp the 
head when in this position, and the hold which is secured 
always tends- to pull the chin from the chest if flexion is com- 
plete; and if not, so much the worse, for then it will require 
very little traction only to throw the head with its longest 
•diameters across those of the pelvis. Cases in which the head 
becomes arrested when the occiput is almost ready to |)ass the 
perineum form an exception, but even here the vectis might 
:answer the purpose as well, if not better. The onl}^ instance in 
which I performed craniotomy (about seven years ago) was 
a case in which a partly extended head was drawn down in 
an oceipito-posterior position by the premature application 
of the forceps. The head was at the inferior strait and the 
child dead. In all other instances of arrest and impaction 
•of the head that have come under ray care, the head was in- 
variably pushed up above the brim, rotated anteriorly, and 
delivered spontaneously or by the forceps, with the infant 
living. 
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TRANSACTIONS OF THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated Meeting^ October 21st, 1890. 

The President, Joseph E. Jahvrin, M.D., in the Chair. 

YAGIXAL HYSTERECTOin: FOR CAXCER OF THE HTERHS. 

The President presented two specimens. The first gave- 
the following history: A widow, 53 years of age, fifteen or 
sixteen years ago was under treatment by a gynecologist of, 
this city, who recognized a fibroid of fair size in the leJt side 
of the nterus. She was made as comfortable as jiossible under 
the circumstances. During the past year she had had almost 
daily hemorrhages, and more recently the discharge had be- 
come very offensive. 'When she came under the speaker’s 
notice two weeks ago he found considerable enlargement of 
the nterus; it measured three and a half inches in depth, and. 
a small prominence, evidently the remains of the fibroid, could 
be felt on the left side. The patient was in an exhausted con- 
dition owing to the constant discharge. He had no hesitancy- 
in pronouncing the case one of malignantdisease of the body 
of the uterus, probably cancerous in nature, and told her that,, 
if adhesions did not contra-indicate extirpation, he would do 
vaginal hysterectomy. He operated October 15th, a week 
ago, in his usual way, first dissecting anteriorly, then poste- 
riori}', and met with no special difficulty, except that the broad 
ligaments were unusually broad and required the use of two 
pairs of forceps on either side. The patient passed through, 
the operation in good condition, showing no untoward symii- 
toms until after about fifty-two hours. The pulse was only • 
JJ, the respiration noraal, the bowels had moved, the vaginal 
tampon had been changed, and the forceps removed forty 
hours after the operation. The temperature had not gone- 
above 100° E. He was then sent for, and learned that at about 
midnight she had been seized with intense pain in the lower 
abdomen, aiid was quite tympanitic. He passed a long rectal 
tube and moved the bowels at once. It seemed e-vident that 
she was going to have a severe attack of peritonitis. Having 
moved the bowels, he gave morphine by hyjiodermic injec- 
tion to quiet pain. After about two hours she began to vomit,, 
as patients with septic peritonitis are likely to do, and con- 
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tiirned to vomit, in spite of liis efforts to clieck it, until death 
ou the 18th. This was his second fatal case from vaginal hys- 
terectomy (the other having occurred about fourteen months 
ago). All other eases had recovered. Post-mortem, twelve 
hours after death, showed plastic exudation on the intestines, 
and about two teaspoonfuls of highly offensive brownish secre- 
tion in pelvic cavity'. In other respects everything was as it 
should be. 

PYO-SALPINX. 

The other specimens presented by the President consisted 
of' the tubes and ovaries, which were inflamed and enlarged 
and the seat of pus sacs. The {)atient had been transferred 
to his ward from Dr. Bulkley’s at the Skin and Cancer Hos- 
pital, where she had undergone syphilitic treatment. He per- 
foi’med laparatomy on Friday last, removing the enlarged and 
adherent tubes and ovaries, the latter containing small cysts. 
The right tube was much elongated, and so closely adherent in 
its entire length to the ascending colon, and at its upper end 
so very brittle, that he was compelled to leave about an inch 
and a half through fear of perforating the gut. The patient 
was convalescing, and no unfavorable symptoms had followed 
the operation. 

De. H. C. Coe asked the President whetlier the uterus had 
been examined microscopically, and, receiving a negative an- 
■ swer, said that it appeared to him to be a case of sarcoma, or 
rather of malignant adenoma, which would make the specimen 
of unusual interest. The association of cancer and fibroids 
was formerly considered not 07ily rare, but was thought by 
some never to occur. However, he had had some cases at the 
Cancer Hospital, and he remembered a specimen pi'esented to 
the Society by the late Dr. Dawson, in which there were mul- 
tiple fibroids of the uterus associated with malignant disease 
of the endometrium. He thought, therefore, the idea that we 
never find fibroid and cancer together was erroneous. 

Another question -was whether fibroids ever became cancer- 
ous. He had showed a specimen to the Society about two 
years ago which he thought answered this question in the 
affirmative, although the fact had been doubted by some. It 
would be interesting to learn, on making sections of the speci- 
nien presented by the President, whether the fibroid itself was 
involved in the malignant disease or whether thej^ were sharply 
.separated. 

There was an interesting point in diagnosis in such cases. 
One might infer from the presence of a fibroid that the hemor- 
rhage was due simply to the accompanying endometritis fun- 
gosa, and might not suspect malignant disease. The speaker 
had had three eases in which there was a fibroid uterus, and 
6 
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in which he did not at first feel assured that there was uo ma- 
lignancy. In two he scrajDed the uterus twice before feeling 
positive on this point. 

Another point of interest related to the difficulty in operat- 
ing per vaginain, owing to the large size of the fundus ; he 
ha'd been compelled to resort to laparo-vaginal hysterectomy 
on this account, and had seen the same procedure followed by 
others, especially where the vagina was narrow. 

The Pkesioent said the mieroscopist had not yet had time 
to complete the examination of the specimen jwesented. 

Du. Feokiae Keug said he bad been much interested in the 
question of the possible association of malignant disease and 
fibroids. He had recently had two cases which seemed to 
come under that heading. In one, on which he operated just 
twm weeks ago, there existed quite a large fibi'oid on the right 
side of the uterus. The patient was 57 years old and had 
been bleeding eonsiderabl 3 E He curetted the uterus in July, 
largely for diagnostic purposes. The scrapings were submit- 
ted to a well-known mieroscopist, who made the positive diag- 
nosis of maliguaut disease. The patient, liowever, refused to 
be operated upon at that time, and came under his care again 
this fall with the stoiy that she had been bleeding. A second 
microscopical examination was made by another pathologist, 
who diagnosticated adenoma. Dr. T. G-. Thomas kindly saw 
the case in consultation, and they concluded that it was best 
to remove the uterus. Dr. Krug performed the operation, but 
was yet in the position of the President with regard to his 
ease — ^unable to sa^' Avhethei' it was a ease of adenoma or one of 
carcinoma. 

While this case was open to doubt as to its malignancy, two 
pathologists not agreeing in their reports, another case, on 
which he operated in Ajrril, was conclusive that carcinoma 
might exist with fibroids. Still, sarcoma was more likely to 
be the complicating disease. 

The Pkesidext agreed with Dr. Coe as to the difficulty of 
diagnosis in many of these cases of fibroid degeneration of" tbe 
uterus. He at the preseirt time had two cases under observa- 
tion, one of which had been under bis care four years, tbe 
other one year, in each of which curettings liad been examined 
by two different pathologists, botli of whom said they presented 
every appearance of adenoma. The clinical history, however, 
was such that he rejected hj'sterectomy for the time, taking 
his chances on simply curetting. The first one, curetted seve- 
ral times tiiree years ago, now 53 years old, was apparently 
perfeerty well ; the uterus had diminished to about its normal 
size, and there was no discharge. In the other case, of more 
recent date, the uterus was still enlarged by tbe presence of a 
fibroid, the cavity four inches and a lialf in length, the age of 
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the patient She was constantlj improving, and there was 
every indication that slie would recover entirely. The same 
microscopist who had examined the scrapings last winter and 
in June had found on the last occasion (one month since) evi- 
dence only of broken-down fibi’oid tissue. It appeared, there- 
fore, extremely difficult, even with the help of the pathologist, 
to establish an exact diagnosis. When the patients were doing 
well under local treatment, the discharge diminishing, the 
anemia disappearing, and everything apparently progressing 
favorably, he thought it the surgeon’s duty to refrain from 
extirpation. 

EIBEOID OF THE IJTEKTJS. 

Dk. Balph Waldo presented a uterine fibroid removed on 
the 15th of October by Dr. 0. 0. Lee. The patient was 
years of age, had given bii’th to three children, the youngest 
being 3 or 4 years of age. She had severe hemorrhage, and 
her attending physician. Dr. Hammond, of Greenpoint, found 
on examination a tumor projecting from the cervix, and re- 
quested Di’. Waldo to see the patient with him last June. 
Dr. Waldo found a tumor about the size of his fist projecting 
from the os. The patient had bled very profusely every sec- 
ond or third menstrual period^ consequently it was decided 
to have the tumor removed at once, which was done at the 
Post-Graduate Hospital by Dr. Leo. Although the capsule 
of the tumor was very thin and it appeared the process of 
enucleation would prove easy, yet on operating it was found 
that the attachment to the posterior wall from the fundus to 
the cervix was very close and had to be severed by the knife. 
The uterus was then packed thoroughly with iodoformized 
gauze, cotton inserted into the vagina and left forty-eight 
hours, wheu, a little blood appearing, both were replaced by 
fresh tampons which were allowed to remain thirty-six hours. 
After this a vaginal douche was employed, one part of bi- 
chloride of mercury to tive thousand of water. It had not 
been necessary to give any opium to relieve pain. 

DISEASED OVARIES AHD TUBES. 

Dr. Waldo also presented two ovaries which he had assisted 
Dr. Lee in removing that same afternoon. He knew little of 
the history of the patient further than that she had been in 
the hands of a number of physicians during several years, 
who were unable to give her much relief through palliative 
treatment. Her condition having become steadily worse, Dr. 
Lee opened the abdomen, tore up the very strong adhesions 
which bound the uterus pdsterioily, and removed the cystic 
ovaries and diseased tubes. The specimens had not yet been 
submitted to microscopic examination. 
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De. E.. a. Mhreay, referring to tlie first specimen, inquired 
whether there had been anything abnormal witli the last labor. 

De. Waldo replied that the last child was born three years 
ago, and, as far as the history went, tlie labor was normal. The 
patient regarded herself as perfectly well until within a year. 

De. Mheeat remarked that the rapidity of growth of intra- 
uterine fibroids was in some eases an interesting subject for 
study. He had seen eases where delivery was apparently ab- 
solutely normal, yet examination shortly afterward revealed 
an intra-uterine fibroid of considerable size. 

OVARIAN FIBRO'CYST. 

Dr. a. H. Goelet presented a tumor which he had removed 
on Saturday last, being assisted by Dr. Hanks, who had seen 
the patient with him previously. It consisted of a cyst with 
thick walls, which contained about a quart of bloody fluid and 
organized blood clots. The walls were thickened by a de- 
posit of organized lymph, rendering the tumor very firm to 
the feel. It was attached to the fimbriated extremity of the 
left tube. 

The patient was a colored woman about 36 years of age ; 
had borne one child ; had two abortions, one before and one 
after the birth of the child, which was then 6 years old. She 
consulted Dr. Goelet about September 1st for a large abdomi- 
nal tumor extending considerably above the umbilicus. She 
had not menstruated for three years. The tumor, she said, 
had given her no trouble whatever until the latter part of 
August, at which time she rode a distance of eighteen miles 
over a rough country road. She immediately began to suffer 
considerable pain and uneasiness, and the tumor increased in 
size perceptibly. 

Dr. Goelet found the tumor hard and unyielding. The 
uterine cavity measured five inches and a half and was not 
sensitive. After nine applications of galvanism to the uterine 
cavity, six of which were negative, the tumor became percept- 
ibly softer and fluctuation could be distinctly felt through 
the abdominal walls. The strength of the current used was 
from one hundred to two hundred miUiamperes. The ute- 
rine canal decreased in depth two inches and a half during 
the treatment. The case seemed to show that the length of 
the uterine canal and its tolerance of the current in large 
doses could not be depended upon in the diagnosis of fibroids, 
as is generally supposed. 

At the operation there were found a good many adhesions 
on the posterior surface of the tumor where it rested upon the 
bowels. The patient was doing well, and gave jiromise of a 
good recovery. 
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Keplji ing to interrogatories, Dk, Goe'eet said it was probably 
a cyst of tbe ovary. The other ovary was sound. The uterus 
was very large, biit not abnormal in other respects. He had 
first made a diagnosis of uterine fibroid. 

Be. Ooe thought that this case illustrated very well an im- 
portant point in the practice of eleetro-thei’apj', namety, that 
one could not always decide positis’-ely as to what cases were 
suitable for this treatment. He had had two patients who 
were apparently suffering from fibroids of the uterus and 
were believed to be eminently fit subjects for treatment by 
electricity. Indeed, he was about to send one of the pa- 
tients to some one who was familiar with Apostoli’s method, 
but finally decided to perform laparatomy, although the symp- 
toms hardly justified this operation, they being those of jires- 
sure with moderate hemonliage. Tlie operations were per- 
formed, and in one ease there was a cancer of the ovary. To 
have delayed much longer while trying palliative treatment 
would certainly have been very bad for the patient. In the 
other case, before he decided to send her for electrical treat- 
ment, subacute peritonitis developed, and he subsequently 
operated and removed two large tubes distended with pus, 
and ovarian cysts tlie size of lemons. Thus it would appear 
that one might sometimes go on using electricity where lapa- 
ratomy w a s"^ealled for. In the ease of pyo-salpinx it would 
have been very possible b}’' the use of electricity to set up a 
fresh inflammation. It was evident that a very exact diagno- 
sis should be made before using this agent, and also that it 
should be borne in mind that disease of the appendages was a 
frequent accompaniment of uterine fibroids. 

Be. E. L. H. McGtestnis inquired of Br. Coe whether there 
vus hemorrhage. 

Be. Coe replied that there was only moderate hemorrhage ; 
the tumor in the fii'st case was supposed to be a subperitoneal 
fibroma wliich had become impacted in the pelvis. 

Be. A: P. Buuley ashed Br. Goelet whether he felt quite 
sure that the electricity did not cause the hemorrhage to take 
place into the’ tumor. 

Be.^ Goelet replied that he did not think it possible. The 
electricity was employed the last time two weeks before the 
operation. All the eieetric applications were borne well, ^nd 
there was no after-suffering. At the last one the patient 
called his attention to the condition of the tumor, saying it was 
softer and seemed smaller. Measurement showed an inch and 
a half decrease in the waist measure. Hoticing that the 
tumor was much softer, and believing tliat he detected fluctu- 
ation, Bi\ Goelet made an application of only fifty or sixty 
milliamperes, having already decided to operate. This applica- 
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tion was borne well, and tlie patient returned to lier Lome. 
Twelve bonrs afterwards, after ascending several flights of 
stairs, she was taken with a chill and considerable prostration 
followed. Probably some hemorrhage occurred then. Prom 
that time until the operation was performed there was some 
elevation of temperature. 

Pe. Coe thought the gross appearance of the specimen 
pointed to one of those rare cases of fibro-cyst of the ovary.' 

Dr. Egbert H. Geaudhsi read the paper of the evening, 
hearing this title : 

A I’EOBABLE CASE OF INTERSTITIAE PREGNAECY (wiTH SPECIMEN)." 

Dr. H. C. Coe thought that the evidence given was hardly 
sufficient to base upon it a diagnosis of that rare condition, in- 
terstitial pregnancy. It was not an uncommon exjierience to 
curette the uterine cavity where pregnancy was not susjiected, 
and to fail to produce abortion at once. He remembered one 
case in which he inadvertently curetted the uterus with the 
sharp curette and amputated the cervix, pi’egnancy not being 
suspected. The patient had no symptoms until after several 
days had elapsed, when she passed a fetus about six weeks 
old. In another ease he was unsuccessful in his attempts to 
induce labor, having dilated the uterus and used the curette 
thoroughly. The uterine cavity apiieared to bo empty. The 
fetus in that instance seemed to have been in a cavity by itself, 
probably in one horn of the uterus, and was not passed until 
two days afterward. In another instance, in which he assist- 
ed Dr. Shrady, the patient was five months pregnant when 
she aborted, and the placenta was supposed to have been 
passed at the time. Pour or five months afterward the patient 
was sent to the Cancer Hospital to be treated for malignant 
disease, for she had recently been having a profuse watery 
discharge with hemorrhage. It proved that the jilacenta had 
been left, and presumably was hidden in a caHty by itself, as 
was shown by digital exploration. It was so firmly adherent 
to the uterine wall that it required the use of the curette and 
cutting forceps for its removal ; nor was it completely re- 
moved, the patient’s condition being so critical that they were 
obliged to desist. 

These facts showed that it was not impossible for both pla- 
centa and fetus to be retained in one hoi’n of the utenis, or to 
be so encapsulated as to escape the curette. He thought Dr. 
Grandin’slast supposition was the more probable, namely, that 
the case was one of uterus biseptus — that was to say, if the 

' Microscopical examination proved it to be fibro-cystic. 

- See original articie, page 56. 
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fetus Y^as really in a distinct cavity Ydiicli ivas apparently slint 
off from the main one. At any rate, he thought more positive 
evidence was called for to justify the diagnosis of interstitial 
pregnancy. 

Dk. ~W. GriLL Wylie said he had always believed it exceed- 
ingly difffcult to make a diagnosis of extra-uterine pregnancy, 
yet experience had taught him that where there was a tumor 
on one side of the uterus, and the subjective symptoms of ex- 
tra-uterine pregnanc^L after the second month, were present, 
the diagnosis could be made with reasonable certainty, and the 
safest thing which could be done for the patient \vould be to 
perform laparatomy. This could bedone^by an expert at a 
risk of not more than one death in two or three hundred cases. 
TJie,very fact of difficulty in making the diagnosis was just 
the reason why he advocated laparatomy. After laparatomy 
the diagnosis would be cleared up. If electricity Avere used the 
sac might rupture, and laparatomy performed after this acci- 
dent Avas much more dangerous to life than if done before. 
Cases Avere constantly coming under his care for operation in 
AAdiich some physician had erroneously diagnosticated extra- 
uterine pregnancy. When the fetus Avas not over three months 
old the diagnosis previously made had almost iiiA’-ariably been 
incorrect. Three such cases had come under his observation 
Avithin the last month. In one the fetus proved to be intra- 
uterine ; in another there was a malignant tumor of the ver- 
miform appendix, yet the history Avas a veiy good one for ex- 
tra-uterine pregnancy, and the gentleman avIio made tliis 
diagnosis stood high in the profession. The mistake Avas only 
cleared up by an exploratory incision. 

lie asked Dr. G-randin Avhether this Avas the Avoman’s first 
child, and received the reply that she had had five cliildrcn. 
He also inquired Avhat kind of curette was used ; to viiich Dr. 
Gi’andin replied, a sharp steel, partlj’^ flexible curette, oval in 
shape. 

Dr. Wjiie added that he took much the same vieAv of the 
case AAiiich Dr. Coe held, namely, that it was one of ordinary 
jiregnaney in the beginning, the fetus being attached, as Avas 
not infrequently the case, to a small space on a large uterus, 
this space becoming softened and distending with the growth 
of the mass, vdiile the remainder of the uterus remained al- 
most distinct from it. Such Avere the cases in which he had 
frequently found the diagnosis of extra-uterine pregnancy 
made by men who had preA’-iously seen the patient. He AA'as, 
therefore, inclined to think the Avhole mass was Avithin the 
uterus, pi’obably, however, someudiat separated from the 
general cavity. Dr. Coe, he said. Avas perfectly right in 
stating that any oneAvho should curette the uterus without ex- 
ploring it AAuth the finger was liable to pass over such a sub- 
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stance and not notice it. It was very easy in curetting the, 
nterus, which was a movable body and, nnder certain condi- 
tions. having portions of its walls softened, to overlook the 
true nature of the case. He now made it a rule never to 
curette, when the uterus was at all enlarged, without insert- 
ing a pair of forceps, which enabled him to pick up things 
which the curette might j)ass over. It -was only a few days 
since he curetted a woman whom a ph3'sician thought to he 
two months pregnant, and on passing the forceps he was able 
to catch three or four fibroid tumors which, in rolling about, 
had escaped the curette. He thought one could not have fair- 
ly inferred from the history contained in the paper that this 
was a case of extra-uterine pregnancy. 

He. H. a. Mueeat thought the author had made his case 
out veiy elearl)^ one of interstitial pregnane}^ He had ex- 
amined the patient carefully before the curetting, and had not 
been able to make out a tumor at the side of the uterus nor in 
the tube. He then curetted, but did not obtain any evidence 
of disease. Later, when the fetus had passed, he introduced 
his finger and found the placenta in a cavit}^ where the fetus 
had lain. He had his finger actually within the cavit}'. We 
must acloiowledge that tliere could be interstitial pregnancj’’, 
and that it might occur at the intra-uterine end of the tube 
or near the tubal ending. When it occurred in this locality 
it generally ruptured near the third month either into the 
cavity of the peritoneum or into the broad ligament. But if 
in this ease, after going on to the size indicated by the fetal 
remains presented, rupture had taken ])lace into the broad 
ligament, there certainly would have been a tumor at the side 
of the uterus. If it had formed at the tubal end it would 
have caused a verj- asymmetrical uterus, which, however, was 
not made out, although the patient was examined under an 
anesthetic. He thought we were carrying scepticism too far 
in supjDosing that the reader, who had his finger in the uterine 
cavity, could not determine whether it was a uterus bicornis 
or biseptus. If it. had been a uterus bicornis the discharge of 
the fetus into the cavity would not have taken place in the 
way it did. The uterus bicornis was nearly always ru]5ttired. 
In the case of the uterns biseptus, the septum extended so far 
down as to be easily" determined when an examination was 
made under an anesthetic. While, therefore, we might be 
inclined to conjecture on these points, the examination left us 
with positive facts. Moreover, the patient was examined, not 
alone bj* Dr. Grandin, but also by the gentleman who sent her 
to him. We had, then, to accept facts and not argue on sup- 
positions. 

That all tubal pregnancies ruptured was not true. There 
were cases in which tlie fetus had descended into the uterus 
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or to the uterine end of the tube, and gone on to develop as 
in normal pregnancy, yet constituting an interstitial preg- 
nancy. 

De. Geoege E. Abbott asked Dr. Grandin whether the 
curetting was not such that if the fetus had been in the ute- 
rine cavity, not separated fi-om it by a wall, the placenta or 
fetus would have shown the marks of the instrument. 

De. Geanoin replied that the fetus was under the inspec- 
tion of the members, and there were absolutely no markings 
upon it ; therefore, notwithstanding the thorough use of the 
sharp curette, he could not have touched it. It should be 
remembered that he was curetting the patient to cure ; his 
reputation was at stake, for she had already been under treat- 
ment by others Avho had failed. He went over eveiy nook 
and corner, thoroughly scraping with the sharp curette, and 
it seemed impossible that the fetus could have been anywhere 
in the cavity of the womb and have escaped injury. 

De. a. P. Dudley inquired whether the uterine cavity was 
oval where the fetus lay. 

De. Geandin replied that it was not ; that the patient was 
examined under chloroform, and the uterus was found on all 
sides as symmetrical as a heavy subinvoluted uterus ordinarily 
is. This examination, however, was made over six months 
after the probable date of fetal death. 

De. Buokmastee asked whether the abdominal walls were 
thin, permitting of a thorough bimanual examination. 

De. H. J. Boldt inquired of Dr. Wylie whether he really 
meant that one should not lose more than one ■patient out of 
two or three hundred eases operated upon for exti’a-uterine 
pregnancy. 

De. Wylie replied that he certainly did ; that laparatomy 
for simple, unruptured, non-adherent extra-uterine pregnancy 
.should not give a death rate of more than one in two or three 
hundred eases. Taking a hundred miscellaneous laparatomy 
eases, excluding nothing, and including a number of hysterec- 
tomies, he had reduced the death rate to one ]ier cent. 

De. Boldt said that such statistics — one death in two A)r 
three hundred laparatomies for unruptnred extra-uterine 
pregnancy — had never been reached, and he doubted whether 
they ever would be. In the first place, no one man ever had 
two or three hundred cases of pilmary laparatomy for ectopic 
pregnancy, and the statistics by different operators would show 
a higher mortality. 

De. BucKjrASTEE Avished to say that if the reader of the 
paper should answer the question which he had propounded 
in the affirmative, he must believe in the correctness of his 
diagnosis, so far as it was possible to make a po.sitiAm diagnosis 
in a ease of this kind. We had to accept facts even though 
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tliey opposed theory, and Dr. Grandin’s case wonld go to show 
that a certain one of Mr. Tait’s statements stood on no better 
basis than a good many others. 

De. Dudlet thought that in his experience he liad met 
M’ith two cases giving very much the history of Dr. Grandin’s 
— eases in which the indications from physical examination 
were that the fetus was not within tlie uterus, yet as time 
lapsed the fetus developed, made its way into the uterus, and 
was delivei’ed properly. The ease related in the paper was 
one in which we might argue all night and not get nearer 
the exact facts than we were at present. There was some- 
thing which under the circumstances we could not explain. 
The woman, as he undei'stood the history, was nursing at the 
time she was sujiposed to have conceived ; in that event he 
could not be positive as to the date of conception. If she 
had a hemorrhage, she might still be pregnant and have the 
hemorrhage, or she might have the hemorrhage and not be 
pregnant. 

He had seen cases in which impregnation had taken place 
high up in the horn of the uterus, a portion being in the tube 
and a portion in the uterus. But such cases presented an 
entirely different condition to the touch ; they should not be 
classed ^vdth cases of extra uterine pregnancy and an opera- 
tion be iminediately recommended. That, he said, was the 
only part of the paper to which he would take exception — 
that in which reference was made to the energy which some 
of them dispDyed in subjecting cases of extra-uterine preg- 
nancy to laparatomy. If they made a diagnosis of extra-uterine 
pregnancy, they made it much clearer than had been done in 
the pa]Der. The indications, the symptoms, were entirely differ- 
ent. He certainly would not recommend laparatomy for such 
a case as had been described in the paper, for the uterus, as 
had been said, was symmetrical ; the growth had not been 
outside of the organ. The author did not cui’ette because of 
an extra-uterine pregnancy, although he had some history of 
that condition, and he believed that, even though the diag- 
nosis had been very clearly drawn, there was still some 
doubt whether there was not a pregnancy in one horn of the 
uterus, pretty high up, around which some plastic thickening 
had taken place 'sutScient to protect the fetus from the cu- 
rette. He had himself, in going over the surface of the ute- 
rus with the curette, failed to get the object sought for until 
he introduced the forceps. He was, therefore, inclined to 
think the case was one of pregnancy in which a portion of 
the fetus was within the tube and a portion within the uterus, 
encapsulated, and not truly interstitial. Surel}^ he would not 
recommend laparatomy for any such condition, for the fetus 
woitld, without interference, find its way into the uterus. 
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Dr. Clement Cleveland thought fclie author had stated 
his case very clearly, aud he would favor the opinion that it 
was a case of interstitial ]3regnaney ; but he rose to speak to 
another point. In speaking of lapai’atomy for exti’a-nterine 
pregnancy, it should be remembered that there was a differ- 
ence between ectopic gestation and extra-uterine pregnancy. 
He believed, as Dr. Dudley had just stated, that no one, 
however ready he might be to perform laparatomy, would 
have done this operation in a case like the one Di*. Grandin 
liad related. A case of ectopic gestation might recover be- 
cause interstitial, but extra-uterine pregnancy meant ]n’eg- 
nancy outside of the uterus. This brought him to the ques- 
tion of laparatomy in such cases when the pregnancy had not 
existed longer than three months. He thought, as Dr, Wylie 
had .stated, that the operation was as easily perfonned as for 
an -adherent tube, but he did not himself believe that it was 
warranted the first three months, for we had without it an 
effectual means of destroying the fetus. There were already 
a number of eases on record in which the fetus had been 
killed by 'electricity, and he thought it was one’s duty to try 
this agent before resorting to so serious a measure as lapa-' 
ratomy. 

Dr. Malcolm McLean had been impressed by the fact, 
while listening to the case aud the discussion thereon, that we 
would have to la,y aside to a great extent all theorizing and 
-accept the dexterity of the examiner and reporter as the most 
reliable testimony. It seemed to him that a man who had had 
Dr. Graudin’s experience in examining case after case in ob- 
stetrics could, after relaxing the uterine neck and introducing 
the finger, certainly determine whether the placenta or any 
other portion of the ovum was contained within the normal 
uterine cavity, or whether it was within some adventitious 
sac. He therefore accepted the author’s description of the 
case as one of so-called intei’stitial pregnancy, and upon his 
testimony would so classify it. He would, however, want to 
know the man who reported such a case ; he did know Dr. 
Grandin’s ability to be beyond question. The evidence of his 
fingers was worth more than all the theory which the able 
speakers Viould advance. He remembered one case in which 
more than one person of considerable skiU diagnosticated 
extra-uterine pregnancy, yet it terminated as a case of normal 
pregnancy, jn^ that case, however, the uterus was asym- 
metrical, while in Dr. Grandin’s it was symmetrical. 

Dr. Wylie and Dr. Dudley asked Dr. Grandin whether 
he would expect to find the uterus symmetrical if the case 
were one of interstitial pregnancy. 

L)r. W. M. Polk woiild say a word in regard to the use of 
electricity in extra-uterine pregnancy. Judging by his own 
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observation, lie tbonglit ive bad every right to be extremely 
sceptical of reported cases of extra-uterine pregnancy up to 
tbe third month— yes, extremely sceptical. He said that for 
the reason that all kne-w perfectly well how difficult it was up 
to the second month to make a diagnosis of pregnancy, even 
when it had taken place within the uterus, and much more 
when it was without. When one took into consideration the 
. many conditions alongside the uterus which under the most 
fp'orable circumstances it was sometimes difficult to differen- 
tiate, it seemed to him we had been too ready to accept so- 
called eases of extra-utei'ine pregnancy cured by electricity. 
While there were eases recorded by men whose personal skill 
placed the diagnosis beyond doubt, yet if these were accepted 
and all others were excluded it seemed to him the cases 
were too few on which to base a rule that electricity was the 
only I’emedy for cases during the early months. He felt that 
the electrical treatment was yet under consideration. It had 
not proved its entire ease. That was the only point to which 
he wished to speak, and he remarked upon it only because 
^there seemed to be a tendency among the profession at large 
to believe that in the class of eases named electricity was the 
only proper treatment, while operative treatment was decried, 
Tliis was all the more important, for when operative treat- 
ment was resorted to it might be unjustly criticised, the criti- 
cism bearing rather hard upon conscientious workers. For 
his own part, he would like to see better-supported statements 
with regard to the curative action of electricity before aban- 
doning^an operation as tlie proper procedure. 

Dk. a. M. Jacobus wished to ask Dr. Polk a question which 
occurred to him every time he heard this subject discussed: 
Wliy was it that the strictly oj^erative snrgeou for laparatomist) 
always insisted that he could make a better diagnosis in the 
class" of eases under discussion than the one who used elec- 
tricity? The strictly operative surgeon always spoke as 
thoiy^i he eonld make a diagnosis which wonld warrant him 
in performing laparatomy, wliile, at the same time, insisting 
that the surgeon who used electricity in certain early cases 
never could make a diagnosis worthy of credence, and partic- 
ularly if the patient ha'ppened to be cured — that is, if there 
were a disappearance of tlie local and general symjitoms after 
the nse of electricity. 

Du. Polk. — On the contrary, I did not mean to say that 
we were infallible, for one moment. The infallibility, it oc- 
curred to me, was rather upon the other side, and it was only 
to protest against that claim of infallibility wliieh induced ine 
to s])eak. i confess our inability to make an exact diagnosis 
in .all these cases. But taking into consideration the dangers 
wliich belong to a well-reeognized case of extra-uterine ])reg- 
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nancy, we lielieA'e that those dangers become less in our hands 
than^in the hands of the electricians. That is all. But when 
it comes to a claim of absolute certainty, we bow to you! 

Dr. Cleyeland said Dr. Polk’s remarks called to mind a 
point which he had intended to mention before. It was that 
electricity could bring to its aid the reports on pathology. A 
good many eases had been discovered post mortem of death 
of an extra-uterine fetus in the early months. That went to 
show that the fetus could die during the early months spon- 
taneously, and he thought there could lie no question but what 
electricity might bring about its death. 

Dr. Polk, referring to Dr. Cleveland’s remark, did not wish 
to be understood as saying that the electrician was the only 
man who had gone astray in diagnosis. He believed that 
nine-tenths of the gentlemen who were operating on cases of 
so-called extra-uterine pregnancy were reporting nothing but 
cases of hemato-salpinx as cases of extra-uterine pregnancy. 
Therefore he never accepted a ease as one of real extra- 
uterine pregnancy unless it was stated positivelj'^that the fetal 
structure was recognized by the unaided eye or the microscope. 
Unless that statement accompanied the history, all so-called 
cases of extra-uterine pregnancy should be stricken from the 
records. 

Dr. "Wylie vdshed not to be misunderstood. He must con- 
fess that he had never made a positive diagnosis of extra- 
uterine pregnancy before operating. Dr, A. M, Jacobus had 
made the diagnosis in one ease, and lie (Dr. Wylie) operated ; 
and Dr. J. K. Conivay made the diagnosis in a ease he had 
operated upon a few days ago. Both cases recovered. But of 
all his cases, probably fifty or sixty in number, in only those 
two were the symptoms so plain that one could make a posi- 
tive diagnosis. Many times he thought he could find the 
extra-uterine fetus, but could not ; Avhile in not fewer than four 
cases in which he did not expect to find it, it ivas discovered. 
He could only say that if a tumor were found at the side of 
the uterus of about the size of one’s fist, which Avas incmasing 
in dimensions, no matter ivliether he should think it an extra- 
uterine fetus or a cyst, he Avould consider that the safest thing 
to do would be to open the belly. If the tumor proved to be 
an extra-uterine pregnancy, remove it ; if an ovarian cyst or a 
hematoma, do likewise, it ivas the simplest and safest thing 
to do. He thought no one could expect to make a diagnosis of 
extra-nterine pregnancy, except in rare cases. 

Dr. Goelet inquired how many cases of extra-uterine preg- 
nancy treated by electricity had proved fatal. He made tfie 
inquiry because the question had been raised whether it was 
safe to use electricity. He did not know of a death ivliieh 
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could be attributed to it. Therefore it could not be argued 
that it was more dangerous than the knife. 

Dr. McGiUiVis had treated but a small number of cases bj 
electricity, three in all ; in none of them had tliere been an 
untoward accident. The discussion having turned on the j'e- 
- latiye safety of the two methods of treatment, he hoped the 
statistics would be given. 

Dr. a. M. Jacobus said he had had a case very much like 
the one related in the paper. About a year and a half ago he 
was called hastily to see a patient whom he had eonlined twice 
previously, the messenger stating that she was dying. He 
found that she had had a profuse uterine hemorrhage with 
severe labor pains, and the now still continued. The patient 
stated that she had been jiregnant about two months, and had 
j ust miscarried, and that the fetus was supposed to have passed, 
but that it could not be found. He introduced his fingers into 
the uterus and removed what he could of the secundines, and 
also curetted thoroughly. He had examined and treated the 
patient many times previously', for she had had extensive peri- 
uterine adliesions and thickening, and he ivas therefore fami- 
liar with her local condition. He found quite a mass i>rojeet- 
ing from the right side of the uterus, which he supposed was 
one of the old exudates which he had noted on previous ex- 
aminations. He was positive that he went over every part of 
the cavity of the uterus and emptied it thoroughly with liis 
fingers and the curette, but the mass in the region of the right 
broad ligament remained, and the patient complained of great 
paintiiere. As she still had a slight flow, he gave her a dose of 
ergot and left directions to have it repeated. Thinking that 
the colicky pain complained of Wiis uterine, he told her to apply 
a mustard poultice over the seat of the pain. In about an 
hour after leaving, the jiatienthad a very .-harp, labor-like pain, 
expelled some fluid and clotted blood, etc., and again sent for- 
him. On his arrival he found among the clots a fetus about 
the size of his little finger, which had evidently been in the 
right tube near the uterus ; for, after again examining her, he 
found tliat the mass previously referred to had entirely dis- 
appeared. He believed, therefore, that it was a case similar- 
to Dr. Grandin’s. 

Dr. Coe asked Dr. Grandin Avhether he believed that he 
removed the product of conception from the tube, or from 
the -horn of the uterus after it had been discharged from the 
tube ; and whether the flattened, gingerbread appearance of 
the fetus would not seem to show that it had been pressed 
ao-aiust a broad surface, like the uterine wall, and not confined 
in a narrow cavitv, such as would be formed in one horn. 

The President unshed to say that he was fully in accord 
with the remarks made by Dr. Polk, that tlie great majority 
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of cases reported as cases of extra-uterine pregnancy wiiicli 
had been operated upon were simply cases of hemato-salpinx, 
and lie would so class them unless*’ examination showed the 
presence of the fetus or othej’ good evidence of fetation 
having existed. lie had seen a number of such cases during 
the last two or three years, in wliich, without a microscopical 
examination having been made, gentlemen gave a diagnosis of 
extra-uterine pregnancy. In the speaher’s opinion they svere 
simply cases of hemato-salpinx, and he believed a proper ex- 
amination would have proven them to be so. 

TV'ith regard to the propriety of performing primary lapara- 
tomy in tubal pregnancy, he had expressed his views so often 
and so fully during the past five years, he would sa}^ nothing 
more at present than that, given the symptoms of tubal feta- 
tion, which he had more than once before classified, he would 
certainly perform primary laparatomy. He would rather do 
this than trust to electricity in any form. 

Dr. Grandin said that when he presented the specimen he 
did not suppose it would lead to the discussion of that worn- 
out subject of treating extra-uterine pregnancy by electricity — 
a subject which had been discussed in the Society for years, 
and which apparently was not yet settled. 

Pie would admit that it was very easy to sit at a meeting 
and theorize about a given case, but he thought all wonl^ 
admit that the man who could best theorize was he who had 
had his fingers in the uterus in the case under discussion. 
He thought certain ones of his critics had not been as kind to 
him as he had been to them. He had disclaimed dogmatism ; 
they had dogmatized. They had told him emphatically that 
the fetus and the placenta were in the uterine cavity. He 
would answer then, most emphatically, that he removed the 
placenta. from a hole in the muscular substance of the uterus. 
Who w^as to decide between them? Furthermore, one of the 
gentlemen had said tliat he had often, when curetting the ute- 
rus with the sharp curette, run over more or less membrane, v 
But there was a great difference between the fetus pi’esented 
and membrane. His curette certainly did not strike that 
thing (the fetus) — he was sure of that. It was many times 
larger than membrane, and besides it showed absolutely no 
markings by the curette. 

Was the uterus sj'muietrieal ? Yes, the time he saio it^ 
which was six months after fetal death; and he would expect 
it then to be symmetrical, just as he had found the uterus con- 
taining a fibroid of this size, symmetrical. 

Witli regard to Dr. Dudley’s statement, that he thought no 
one would have operated in this case for extra-uterine preg- 
nancy, the speaker would submit that there were gentlemen 
in the Society, and they were on record in the Transactions of 
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pregnancy in wliieli rupture took place, not into the perito- 
ne£u cavity, but into the ntei’us. He offered this as still 
another case. 

^ Dr. Polk wished to have one point made clear. He had 
understood the reader of the paper to say that he believed 
there were gentlemen in this Society who, if they had had 
this' case that presented the spasmodic pain and the intermit- 
tent hemorrhages, and upon examination they found a sym- 
metrical uterus, that they would have performed laparatomy 
for extra-uterine pregnancy. He did not know that he was 
correct in understanding the author to say, finding a symmet- 
rical uterus. That was the onlj’^ point. But, as he under- 
stood it, he found a symmetrical uterus. 

Dr. Grandin said, not finding a symmetrical uterus, for 
the reason that no one was in a -position to say that the uterus 
was symmetrical in February, when the general symptoms of 
extra-uterine pregnancy were present. 

Dr. Polk understood the doctor to make the statement that 
tliere were gentlemen in this Society who Avould make it a 
rule to open the belly in all such cases. 

Dr. Grandin said, to judge bj' statements appearing in the 
Transactions of this Society. 

Dr. Polk said the reputation of this Society was at stake. 
Such a statement was hardly complete unless the doctor added 
that there were either incompetent or dishonest members in 
the Society ; therefore he would have that point distinct. In 
other words, any man coming to a ease and finding a symmet- 
rical uterus, pain, hemorrhages, and should ojjen the abdomen, 
would be one or the other of those two things. If there were 
members of the Society doing this, let us know it and expel 
them. 

^ Dr. Grandin said he would not use those terms. He 
simply put himself on record as saying that the statement had 
been made that, given the genex'al symptoms of extra-uterine 
pregnane}’-, given the suspicion of extra-uterine pregnancy — 
because we could not have absolute certainty — the proper 
thing to do was to open the abdomen, to do primary lapara- 
tomy ; and he then protested against such a statement, and 
protested still. That was, to the best of his recollection and 
belief, the foundation for his statement that had certain mem- 
bers of this Society seen tliis case in February, when, with 
amenorrhea, she complained of colicky pain in the abdomen, 
irregular hemorrhages, and a possible decidua, he believed 
that, unless those gentlemen- had since gone back on their 
record, they would have felt themselves justified in opening 
the abdomen. 

Dr. Polk wished to add that he thought such a statement 
would be ^ncomplete unless the opinion were further expressed 
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that siicli a man was incompetent or dislionest. That, he 
thought, was tlie ground which this Societj wished to stand 
on. 

Dr. OLEVELiRD said he was present at that meeting, and 
he got no such impression as Dr. Grandin had given-^that, 
given the subjective symptoms of extra-uterine pregnancy or 
ectopic gestation, these gentlemen would perform la'paratomy. 
He got the impression that if, vntli the symptoms of extra- 
uterine pregnancy, the}^ also found the physical signs (a mass 
at the side of the uterus), then they would do laparatomy ; 
but certainly not in such a case as Dr. Grandin had related 
to-night. He would certainly feel as Dr. Polk did, that we 
were giving a very bad impression to the profession at large 
in allowing such a statement to go out undisputed. 

Dr. Grardik did not wish anything which he had said to 
be considered as the expression of the views of any other 
member of the Society. The records, he presumed, would 
show what had been stated- If Dr. Cleveland was right and 
he was wrong, or the reverse, the record would absolve either 
the one or the other. But how was it, he would ask, that ute- 
rine pregnancy was found when the abdomeu was opened in 
some instances ? There bad been the classical signs of ecto- 
pic gestation, presumably, or the men would not have operated 
for ectopic gestation ; and yet there existed no tumor at one 
side or behind the uterus, but there was a gravid uterus. He 
mentioned no names, and he rejected Dr. Polk’s suggestion 
that he call these men either incompetent or dishonest. 

Dr. Wylie wished to say a word. He had been considered 
by some as being in favor of operating, and in fact he did 
operate a good deal, and it would seem that in the opinion of 
a good many men in Hew York he had acquired rather a bad 
reputation as a laparatomist. This, he thought, was simply 
due to the fact that he had early happened to take up the sub- 
ject of laparatomy, and that these men did not know the facts 
bn which they based their opinion. He did not think it was 
fair for the reader of the paper to allude to unpublished or 
private cases in which a mistake had been made in diagnosis. 
He would admit with Dr. Polk that any man who would open 
the belly in such a case as the author had related would be in- 
competent or dishonest, but probably incompetent, for if he 
were dishonest he would know better. 

Dr. Bucksiaster called attention again to his question, 
which he tliought an important one, as to the thickne.ss of the 
abdominal walls. In some cases with fat, thick walls, it was 
very difficult to map out the uterus. 

Dr. Gbakwr said the ])atient was a very stout woman. He 
only wished to add that Dr. Wylie was not connected with the 
eases which he had in mind. 
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De. A. S.-Hhntee called attention to tlie fact that the 
members were ont of order in speaking after the reader of the 
paper had been asked to close the discussion. 

The Peesident admitted the point of order, hut wislied 
himself to add that he thought Dr. Grandin would conform to 
the wishes of the members of the Society, if he would produce 
the records, on which he based his remarks, at a future meet- 
ing. He thought himself that Dr. Grandin was entirely mis- 
taken, and that Dr. Cleveland’s statement was the correct one, 
namely, that the gentlemen who made the remarks at that 
meeting said they would operate provided certain symptoms 
were present and they found a mass on either side of the ute- 
rus which they took to he an extra-uterine pregnancy. 

De. Geandin said he accepted the President’s niling, and 
that if he did not find in the past records what he expected to 
find, he would not hesitate to retract his statements.’ 
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Regular Meeting ^ September 1890. 

The President, Jawes H. Etheeidge, in the Chair. 

De. Heney Banga read a paper 

OE ECTOPIC PEEGNAEOY, WITH EEPOET OF TAVO CASES.” 

De. C. T. Paekes, — I have been very much interested in 
these eases as presented by Dr. Banga. 1 certainly Avas in favor 
of the opinion that all eases of extra-uterine pregnancy should 
pass into the hands of the laparatomist for treatment ; but in 
pooking up the cases I have had under mjmharge, somewhat to 
my surprise I came across two Avhich Avere not treated b.y opera- 
tive jH’Ocedure, and which recovered. I have had seven cases 
under my charge, which I think were all cases of ruptured 
extra-uterine pregnancy, with the exception of the last one, 
which Avent on to. the full term and three months beyond full 
term ; she came under ray care with a dead fetus and well- 

' The corrections to Dr. Grandin’s remarks are based on statements made 
by him and on proof offered at the succeeding meeting of the Society, No- 
vember 4th. Vide Transactions of that date. 

^ See original article, page 33. 
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marked symptoms of septic poisoning. The first two cases 
came to me some years ago, and in looking over my notes of 
these cases I am confirmed in the suj^position I had then, that 
they were cases of extra-nterine pregnancy. This supposition 
was mainly based upon the symptoms mentioned by Professor 
Banga as indicative of that condition, namely : 1. Acute and 
severe pain in the pelvis ; 2. The usual symptoms of great 
loss of blood ; 3. A previous history of several or many years 
of sterility ; 4 . Interruption of previously regular menstrua- 
tion ; 5. Enlargement of the uterus ; 6. The presence of a 
tumor circumscribed in character, to be determined on one 
side or the other of the uterus if examined before rupture ; 
if after ruptm*e, the discovery of a large mass, doughy and in- 
elastic, in the pelvis and lower abdomen ; 7, The presence of 
a bloody vaginal discharge. 

"With this array of symptoms it seems hardly possible that 
the condition can be mistaken, and yet in contradistinction to 
that we must beai' in mind the testimony of a man who has 
perhaps seen the greatest number of these eases— Mr. Tait. 
He says he has never seen a ease of extra-uterine pregnancy 
before rupture ; that every case that has come to him — thirty- 
seven in all — has been a case of rupture. So I must object a 
little to the idea that it is an easy thing to recognize the pre- 
sence of extra-uterine pregnancy. Thirty-seven eases occurring 
in the practice of one man would rather indicate that physi- 
cians, as a rule, are able to recognize the condition only in its 
history, or are not aware of the value of tiiese symptoms in all 
cases. In the first two eases I referred to, one presented all 
the symptoms that I have passed in review and which were 
previously mentioned by Professor Banga; but she was not 
operated upon, because at that time I do not think much ope- 
rating was done for these cases. She was treated for what was 
supposed tobe a hematocele, and she went on in great danger 
for days and weeks, until I finally aspirated through the abdo- 
minalwall and withdrew a large amount of bloody fluid. I 
aspirated three or four times and she finally got well. The 
second case presented all these symptoms, and I would now 
without hesitation advise operation, as a case of extra-uterine 
pregnancy. In this ease an opening was made through the 
vagina and the extra vasated blood and remnants drawn away, 
ana the patient recovered. 

These are two cases of recovery in which laparatomy was 
not done. The cases out of the seven presenting symptoms 
of ruptured tubal pregnancy, in which laparatomy was done 
followed by recovery, I have already presented to this Society, 
The sixth case was a lithopedion, which I removed and re- 
ported the case and exhibited the specimen to this Society. 
The seventh and last ease was that of a lady who went three 
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moutlis beyond fall term with an extra-iiterine pregnancy and 
was taken with, septic symptoms. I operated upon her and re- 
moved the entire sac and contents together. This case again 
prov’^ed what Mr. Tait says is so necessary to believe in these 
cases as a rule — that they are always outside of the peritoneum 
— and which is proven also by the frozen section described so 
beautifully by Mr. Hart. All the organs inside the peritoneum 
are shoved to one side and the pregnancy is outside, hence the 
method of treatment of the latter peinod of extra-uterine preg- 
nancy. The going to full term is a matter of grave considera- 
tion and should be well understood. The method spoken of 
by Dr. Banga has been the one usually adopted — that is, open- 
ing down into the sac, sewing it to the wound of the abdomi- 
nal walls, removing the fetus, and then packing the cavity with 
antiseptic gauze. Most of these cases, previous to antiseptic 
days, died of septic peritonitis. Since antiseptic precautions 
have been adopted there has been a decided improvement in 
the death rate. The method of treating the placenta is an 
item of great importance in such cases — that is, whether it 
should be left or removed. Lately an article from the pen of 
Dr. Braun has appeared in the Arch, fur O-yn., in which he 
reports two cases. In the tirst he opened the sac, sewed it to 
the abdominal wall, removed the child, and then tried to ligate 
the vessels of the placenta inside the sac and remove the pla- 
centa. The patient died from loss of blood. In the second 
■ case he opened and sewed the sac to the abdominal Avails, but 
ligated the vessels outside the sac by means of stitch ligation, 
and removed tlie placenta with no loss of blood. The patient 
recovered. I think AAdiere the pregnancy has gone to full term 
it is not best to Avait until there is loss of blood from separa- 
tion of placenta and inability to control it, but to folloAV the 
suggestion of Dr. Braun and primarily ligate the vessels out- 
side of the sac, as can be done by means of a needle and liga- 
ture, then remove the placenta and pack the cavity with gauze 
dressing. That seems the safest way. 

This is an important subject, and I certainly think the doc- 
.tor’s first patient Avas very fortunate in many ways, especially 
in that she fell into such skilful and efficient hands, Avith gen- 
tlemen who Avei’e familiar with such cases and able to recog- 
nize them early; because I believe, as a rule, it is a condition 
not easy to recognize. And she, was still more fortunate in 
that she had the confidence a patient should have in the attend- 
ing physician, and consented to an early operation. One can- 
not help for a moment agreeing that it is better to do lapara-- 
tomy before than after rupture. 

De. W. W. Jaggard. — I have listened to the reading of 
Dr. Banga’s paper AAdth great interest. I wish to restrict my- 
remarks to early ^ubal pregnancy, before and after rupture. 
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In the diagnosis of Dr. Banga’s first case there rrere two signs 
of pregnancy present that I do not remember having hearc 
the essayist mention. One was the bine discoloration of the an 
terior vaginal wall, which was more marked in this ease than 1 
am accustomed to see it, even in normal pregnancy. Chad 
wick, in a very excellent paper read before the American 
Gynecological Society several years ago, called attention tc 
the diagnostic significance of the blue discoloration of the 
anterior vaginal wall below the meatus nrinarins. The second 
point was Hegar’s sign — the softening and compressibility oi 
the lower uterine segment ; compressed between the hand on 
the abdomen and the finger in the vagina, the lower uterine 
segment felt as thin as eai'dboard. A few days since, in con- 
versation with Dr. Gehrung, of St. Louis, he narrated a ease 
in which the lower uterine segment was so thin and com- 
pressible that five prominent physicians of St. Louis diag- 
nosticated the case to be one of tubal pregnancy : it turned out 
to he a case of normal pregnancy. IThat was supposed to he 
the uterus was merely the vaginal portion ; tlie lump in the 
abdomen, the corpus uteri, was separated by a long isthmus 
from the compressible lower uterine segment. 

The only condition that closely z'esembles early tubal preg- 
nancy, in my experience, is pregnancy in a retronexed uterus. 
During the last summer I saw a case (which a member of this 
Society had examined very carefully himanually), and found 
tlie vaginal portion of the cervix very much elongated, the 
lower uterine segment very thin and compressible, so much so 
that one would not notice it at all unless attention was called 
to it ; behind tlie vaginal portion, a tumor. The woman had 
pain, slight hemorrhage, bearing down, and a discharge of 
something that was mistaken for decidua. JJ n der th e gen n-pec- 
toral position for a week, the nature of the tumor was dis- 
closed ; it was a case of pregnancy in a retroflexed uterus. 
TJie woman is now in her eighth month and expects to be con- 
fined soon. 

In justice to the gentleman who first examined, it must be 
said that careful examination under an anesthetic would have 
disclosed at once the nature of this retro-uterine tumor. He 
did not make a positive diagnosis, but begged for an examina- 
tion under an anesthetic, which was declined ; and the patient 
came under the observation of Di-. "Webster, of Evanston, and 
myself. As a general rule, when the conditions for bimanual 
palpation are favorable — that is, when the abdominal walls 
are thin and relaxed, particularly when the patient can be 
anesthetized — I do not think there is much difiiculty in the 
diagnosis of tubal pregnancy before rupture. Moreover, I 
think there are usually present symptoms enough to atti’act the 



GYNECOLOGICAL SOCIETY OP CHICAGO. 103 

woHiaii’s attention to her condition and lead her to apply to a 
physician before rupture takes place. 

1 wish to congratulate Dr. Bauga on his diagnostic skill in 
this case. It is certainly the first case in Chicago operated 
upon at so early a date and before rupture of the sac. 

As regards treatment of tubal pregnancy before rupture, ! 
think the weight of evidence and of responsible opinion is in 
favor of laparatoiny with extirpation of the sac. It is true 
that feticide by means of electricity is defended, more par- 
ticularly in the Eastern United States. I do not think this 
practice can be upheld on rational grounds or upon the re- 
sults that have followed the use of this method. The one 
individual to whom honor is due for establishing laparatomy 
before rupture is J. Veit, of Berlin, who has operated suc- 
cessfully on some seven eases. 

The universal proposition that laparatomy should be per- 
formed in every case of ruptured tubal pregnancy cannot be 
accepted at the present day. The natural history of tubal 
pregnancy shows that in the majority of eases recovery results ; 
there are five favoiable terminations to one unfavorable. In 
the first place, the tube may rupture into the broad ligament, 
and we have the formation of a hematoma or a broad-liga- 
ment pregnancy, both relatively favorable terminations for tue 
time being. Sometimes the tube ruptures and the egg re- 
mains ill situ, acting as a tampon — also a favorable termina- 
tion. Then we have the tube rupturing, and the product of 
conception, and blood, forming a retro-uterine hematocele — 
a relatively favorable termination not demanding a primary 
laparatomy. I think the essayist goes a little too far when he 
says all retro-uterine hematoceles are the result of tubal preg- 
nancy. That view was advanced years ago by Di’. Galliard, 
but it has been sifted down to about 75 per cent due to rup- 
tured tubal pregnancy. Finally we have the tube rup- 
tured. with free intrajieritoneal hemorrhage, the Avoman dying 
either of primary hemorrhage or from secondary peritonitis. 
There is only one among all these terminations that is unfavor- 
able, and I think, therefore, it is not right to say perform 
laparatomy in every case of ruptured tubal gestation. Perform 
laparatomy when there are signs of free intraperitoneal hem- 
orrhage, when there is evidence that peiitonitis will likely 
cnsue.^ It must be borne in mind that in case of rupture before 
the third month the ovum is sterile and all its surroundings 
are commonly sterile, and in some cases, even, of intraperi- 
toneal hemorrhage the blood and fetus will be diss6lA’’ed. 

Dk. D. T. Nelson. — The subject has been so freely dis- 
cussed that it is hardly worth while for me to take the time 
to discuss it more, especially as 1 can hardly differ from the 
•expressions already made. However, I will refer to one case 
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which I saw five or six years ago. This case was just beyond 
term, or perhaps exactly .at term— it was difficult to determine 
the exact date of the pregnancy. But she had had a kind of 
false labor, thought herself in labor, sent for a physician, wlio 
found there was some difficulty in a normal delivery and sus- 
pected extra-uterine fetation. The following day I sa\v the 
patient in consultation ; there could be no question but that 
the woman was pregnant, and no question that the fetus was 
outside the uterus. After making an examination I became 
satisfied that the fetus was alive, but so very feeble that it 
seemed to me there was no hope of saving the child by op- 
eration ; • and then I had the thought, as I have now, 
that it is not the best time to operate at full term, unless you 
can save the fetus. In this case there seemed no hope of 
doing this, because there were only the slightest movements, 
while the day before they had been fairly strong, and the daj 
befoi'e that well-marked and active. I advised against opera- 
tion at that time, as I thought there would be more likelihood 
of saving the mother by waiting until the placental circulation 
had diminished very considerably, as I believe it does after the 
death of the fetus. What has become of the patient I am 
unable to say. 

Dr. Branklix H. Martin. — I should like to make a few 
remarks on the power of electricity to destroy the fetus in 
these cases. 1 think it is a little too radical to say that no 
other treatment than laparatomy should be used for the treat- 
ment of tubal pregnancy; I believe, with those who have 
spoken to-night, that laparatomy should be performed for 
this condition if the diagnosis is reasonably certain, and the 
consent to an operation of all parties concerned can be ob- 
tained. If the patient has the confidence in her physician 
that the patient exhibited in this case, and the operation can 
be done, then perform laparatomy. There are cases, however, 
where laparatomy will not be tolerated. With Thomas in the 
lead, we have pretty good authority for the substitution of elec- 
tricity in these particular cases. 

In connection with this subject I have made some experi- 
ments. They are not extensive nor conclusive, but certainly 
suggestive ; they are in the direction of determining which 
current to choose, if we decide to use electricity in these cases. 
I believe that Thomas and others recommend the faradic cur- 
rent in preference to galvanism. It has always seemed to me 
that it is desirable to employ every precaution against rupturing 
the sac ; if this is so, and the feticidal effects of galvanism and 
faradism are the same — that is, if they are equally efficacious — 
I should say under those circumstances use galvanism ; because, 
if employed with an absolute gradual rheostat so as to produce 
no break, it can be applied witli the minimum abdominal mus- 
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eiilar contraction’ or other muscular contractions which favor 
the rupture of the sac. The" experiments that I made were 
for the purpose' of determining the relative feticidal value of 
tlie two currents. The experiments were conducted by the 
employment of incubating hens’ eggs. A given number of 
fresh eggs, all obtained from as near the same source as possi- 
ble, were placed in an incubator and placed under the charge 
of an expert chicken breeder. These eggs were divided pre- 
viously into four divisions, and properl}^ marked. • At the end 
of one week after the eggs were set two portions of the eggs 
were operated upon by electricity; one portion by a very 
strong (as strong as could be tolerated by an unanesthetized 
patient) faradic ciuTeiit passing for live minutes; the other 
portion by a 20-milliampere current, electrodes 4 sq. cm. in 
area, also passing for five minutes. The galvanic current was 
applied by means of a gradual rheostat in such a manner as tp 
produce no make or break in the flow. 

At the end of two weeks of the incubation the other two 
portions of the eggs were treated by electricity in the same 
manner, with the exception that the faradic current was made 
much stronger (such as would be tolerated only by an anesthet- 
ized patient) and the galvanic current increased to 50 milliam- 
peres. 

When the eggs had passed the allotted time for hatching, 
about 80 per cent of the first lot acted upon by the faradic cur- 
rent hatched, wliile not one of those treated by the galvanic 
current hatched. Of the second lot about 60 per cent re- 
mained undestroyed, while not one of the chicks treated by 
galvanism succeeded in piercing its shell. 

This proved to my mind quite conclusively, as far as chicks 
are concerned, that electricity in the form of galvanism is 
much more efficient than faradization ; in fact, faradization 
had little effect upon the eggs. If this same ratio of value 
should exist in the power oi electricity to destroy the human 
ovum, we have an additional scientific advantage in galvanism 
in being able to regulate our dose. One can cause to pass 
through a fetus encased in its sac exactly the same dose and 
the same density that caused tlie destruction of the fetus in 
these eggs, and I have, no doubt whatever that a fetus of three 
or four months’ growth would be deprived of life as effectual- 
ly as the chicks were at the end of two weeks of incubation. 

De. Chkistian Fejstgek. — I have heard the paper with a 
great deal of interest, and congratulate Dr. Banga on his very 
successful operations. The- subject of ectopic gestation in 
general, particularly the later stages, is too large for discussion 
in one evening. 

It is remarkable how of late years the number of reported 
operations for extra-uterine pregnancy has increased. Let us 
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take the last three years, 1887, 1888, 1889. In 1887 there were 
about 60 operations recorded, in ’1888 there were 70 opera- 
tions, and in 1889, 110. 

Of the 70 cases reported in 1888, 15 were of tubal preg- 
nancy in which the earl}’’ operation was performed — that is, 
before- rupture — with 3 deaths, a mortality of 20 per cent. 
In two of the fatal cases the sac was fastened in the abdomi- 
nal wound. In the remaining 13 cases total extirpation of 
the tube with its contents was practised ; the operation was, 
as a rule, comparatively easy, and the results consequently 
better. 

Sixteen cases were operated upon at the time of rupture, 
with 5 deaths, a mortality of 31 per cent, or much greater than 
the mortality when the operation was performed before rup- 
ture of the sac. We ma}’’ here mention Lawson Tait’s 28 
cases with only 1 death, a mortality of only 3^ percent. From 
the report of these cases, however, it cannot be seen wliether 
the operation was performed at the time of, or some time after, 
rupture. 

Ten cases were operated upon several weeks after rupture, 
and only 1 died, a mortality of 10 per cent. At this time 
the patient has recuperated to a certain extent. This, of 
course, does not mean that the operation should not be done 
at the time of rupture. 

Then, again, come the 6 eases Dr. laggard has mentioned, 
where nothing was done and only 1 of which died. Dr. 
Parkes and Dr. Taggard have mentioned that the contents of 
the sac in early tubal pregnancy are aseptic and will not cause 
peritonitis. 

In 1889 there are on record 75 cases operated upon in the 
first half of pregnancy, of which 10 died, a mortality of 13 
per cent. Twenty-eight of tliese were operated upon before 
the rupture of the sac, all of which recovered ; 21 were ope- 
rated upon at the time of rupture, with 17 recoveries and 4 
deaths, a, mortality of 19 per cent; 26 were operated upon 
some time after rupture, when the patient had recovered from 
its immediate effects, with 20 recoveries and 6 deaths, a mor- 
tality of 23 per cent. 

The entire mortality for the first half of pregnancy in 1888 
was 26 per cent, while in 1889 for the same class of cases it 
was 13 per cent. The rapid increase in the number of cases 
reported shows either that now an eaidier diagnosis is more 
frequently made or that laparatomy is now more readily re- 
sorted to for peri-uterine tumor, whether a positive diagnosis 
of tubal pregnancy can be made of not. we also see that 
early operation in extra uterine pregnancy has given better 
results each succeeding year. 

The rest of the statistics belong to the later periods of preg- 
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nancy, and I shall not mentipn them in this connection, be- 
cause it really does not come under the subject of the paper — 
Early Tubal Pregnancy, its Symptoms and Treatment,” My 
own experience is almost none. I have seen one case where 
the sac had ruptured and very severe hemorrhage had set in, 
hut in which, under expectant treatment, the patient finally 
recovered. 

In 1888 the statistics gathered by Harris, of Philadelphia, 
showed 27 eases of laparatomy with living children. Of 
these, 25 mothers died, and of the 25 living children 13 
died within 50 hours. This frightful mortality led Litzman 
to give the advice, based upon a record of 26 cases with 6 
deaths, not to operate until the child was dead and the pla- 
cental circulation liad ceased, so as to avoid placental hemor- 
rhage. 

Lawson Tait was the first to take up a strong position against 
the practice of sacrificing children. He has recorded 3 cases 
of operation with living children, in which he saved all the 
children and two mothers. He further argues against Harris 
as to the lack of vitality in the children of extra-uterine preg- 
nancy, stating that the 3 children above mentioned were liv- 
ing and healtliy, so much so that one of the children he saved 
by this operation is his adopted son and prospective successor. 

The operations recorded tor 1889 show a great improvement 
in the results of operations in the last half of pregnancy, inas- 
much as 35 cases liad only 6 deaths, or 17 per cent. Further- 
more, the operations with living childi’en for the last two years 
tend to bear out Harris in his assertion that the regard for the 
child must be a secondary one, inasmuch as in 11 operations — 
6 in 1888 and 5 in 1889 — only 4 living children were saved, 
and as 4 out of the 11 mothers died, a mortality of 36 per 
cent. 

As to the fate of the mothers when operating after placen- 
tal circulation has ceased, there were reported, in 1888, 18 
cases with 6 deaths ; in 1889, 26 cases with 3 deaths ; in all, 
44 cases with 9 deaths, or a mortality of about 20 per cent. 
Thus it is safer for the mother, as Litzman proposes as against 
Lawson Tait, to wait until the child is dead and the placental 
circulation has ceased, 

InthisconnectionI will also say that five years ago I thought 
exactly as Dr. Helson does, and I think so now, and, in a case 
of extra-uterine pregnancy presenting low down in the vagina, 
waited until the fetus had died, anS then waited six weeks 
longer until the placenta had ceased to pulsate, and then still 
two weeks more in order to be safe. I then removed the 
child, which was at full term, through the vagina. The ease 
has been mentioned in this Society, as Dr, Holmes was kind 
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enough to see the case at the time with a view of determining 
whether such a fetus was septic or aseptic. 

I do not see that we have time to discuss the details of tlie 
value of these late operations in extra-nterine pregnancy, 
whether through tlie vaginal wall or through the vagina. 

De. C. W. Eakle. — In the very brief remai’ks which I 
will make I desire more particularly to speak regarding the 
diagnosis of these cases. In the discussion up to this time 
it would seem that about the onlj^ thing to be done is to 
stop the growth of the fetus either by electricity or mor- 
phine, or remove the sac by laparatomy. The most impor- 
tant but difficult question, in my judgment, is to anlye at a 
•correct diagnosis. Dr. Jaggai*d’s remarks reminded me of a 
case to which I was called in consultation a few months ago. 
It was believed to be a case of extra-uterine pregnancy, and 
the gentleman who asked me to see the case with him thought 
an operation would be necessary. He based his diagnosis 
upon the points Dr. Jaggard made — that is, the thin condition 
of the wall found by digital examination; the wall that sepa- 
rated the finger from the fetus did not seem thicker than a 
sheet of paper, and yet after careful examination we both 
agreed that the fetus was inside the uterus, and the ease went 
on to a safe delivery at full term. A few minutes before I 
started for this meeting I tbok Winckel’s last work, translated 
by Edgar, and jotted down the symptoms upon which he 
based liis diagnosis. "Wliile he considers that it is a difficult 
condition to diagnosticate, he believes, after an experience 
in thirteen cases, that he can usually arrive pretty closely 
at a correct conclusion. He bases his diagnosis upon these 
s;5nnptoms : first, the cessation of menstruation, previously 
normal ; second, hyperemia and secretion of the breasts ; 
third, hyperemia and lividity of the vulva (this symptom has 
been thoroughly discussed by Dr. Banga and Dr. Jaggard) ; 
fourth, strong pulsation of blood vessels in the vault of the 
vagina ; fifth, softening, enlargement, and displacemeiit of the 
womb ; sixth, a clearly defined and growing tumor ; and lastly, 
a murmur or souffle above the symphysis, heard at rather an 
early period. He insists on frequent observations and exam- 
inations, so that he can determine the rapidity of the growth 
of the tumor. I think Dr. Jaggard’s statement that all autho- 
rities, except Amei’icans, believe in early laparatoniy in these 
eases, is a little too positive. InTVinckel’s book he states de- 
cidedly that he believes there is a chance for, first, electricity ; 
secondly, for a trial with morphine or some of the other poi- 
sons that Avill destroy the life of the child. 

Dr. Bayard Holmes. — The mother is exposed in extra- 
uterine pregnancy to an immediate and to a remote danger. 
The immedTate danger is fatal anemia when rupture of a tube 
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takes place, and tlie remote danger is sepsis in a Hmited hema- 
toma or in a retained dead fetus. For the anemia there seems 
to be an indication for transfusion which may prove valuable. 
In a study of the bacterial condition of dead extra-uterine fe- 
tuses which I presented to this Society, my attention was called 
to the great danger of sepsis. Hematomata in other parts of 
the body are ordinarily removed without .any_ febrile distur- 
bance, except that early and transient rise which has been at- 
tributed to “ ferment intoxication.” The case is very different 
in those pelvic hematomata which are due to extra-uterine 
fetation. Both the retained dead fetuses and the hemato- 
mata in this region become infected, in the great projDortion of 
cases, within six months, and a large percentage of the remain- 
der by the end of a year. This fact, I believe, is to be ex- 
plained by the cause of extra-uterine fetation, which there is 
great reason to believe lies in an antecedent infective inflam- 
mation in the tubes or the endometrium. 

In order that an extra-uterine pregnancy may take place, 
there must be some malformation or deformity in the sexual 
apparatus. It does not take place in the normal condition of 
. the tvrbes and uterus. That it may be a malformation we can 
readily see, because the present condition of the Immau uterus 
is evolved from a very large and divided uterus which is ex- 
hibited in the fetus and the lower animals. We may expect 
an occasional reversion to the original type and hence a risk 
of extra-uterine fetation. Such an arrest of development can- 
not often occur, because anatomists do not find these deformi- 
ties frequently. 

Most cases of extra-uterine pregnancy are preceded by a 
long term of sterility following an unhealthy puerperium, 
which in itself points to some deformity in the sexual appara- 
tus arising from one cause or another. It is probable that 
most of these cases of deformity are due to a process of in- 
flammation, and that inflammation is due to sepsis, and sep- 
sis is due to infection; that accounts for the presence, in- 
close proximity to this extra-uterine fetus, of septic material, 
and it is the presence of that septic material which converts 
the hematoma into an abscess. Of course we must always 
consider the possibility of pressure atrophy between the heavy, 
dead fetus and the contents of the bowel (hard feces) opening 
a communication between the bowel and the fetus and pro- 
ducing infection in that way. Tliat must be considered in 
these cases, but it cannot well be considered in cases of large 
accumulations of blood. We cannot consider the possibility 
of suppuration or any septic decomposition of a large mass of 
blood without infection ; that is i)npossible. Infection is rare 
through the circulation, but it is not wholly unknown. There- 
fore ilook upon the indications for operation to be these two: 
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The dangers from hemorrhage and tlie dangers from sepsis.. 
But the danger from sepsis is imminent on account of the 
probable etiology of extra-uterine fetation. 

De. E. 'W. Sawtee. — I will add but one thought, which was 
brought to my mind by the remarks of Dr. Nelson — that is, 
that a sort of false labor sometimes appears at term. This 
reminded me of a case I attended in 1874 with Dr. Justice, of 
Denver, in a little village in the foothi]ls of Colorado called 
Boulder. The woman had expected to be delivered two years 
before our visit, and was visited by a very intelligent attend- 
ant who described a series of phenomena nearly approaching 
normal labor, which extended through a period of nearly 
twenty-fom' hours ; then everything subsided. She earned 
her skejfor about a year, when she grew smaller and became 
active again. She was the wife of the proprietor of the single 
hotel there, and we visited her for the purpose of performing 
laparatomy. The details of the operation shock me now as 
compared to the precautions taken to-da^T We operated and 
removed a fetus which weighed four and three-quarter pounds.. 
Its tissue was converted into a sort of adipocere, so that in 
flexing the elbows the tissues cracked. The sac contained 
much pus, and the precautions against sepsis were not to any 
degree observed. The poor woman died at the end of about 
three days. 

De H. W. Baxga, in closing the discussion, said : As to 
the diagnosis of these cases, Dr. Jaggard mentioned a ease of 
retroverted uterus that was taken for extra-uterine pregnancy, 
and remarked that probably by using an anesthetic the true 
condition of the case would have been revealed at once ; so I 
• would I’epeat that for a correct diagnosis it is absolutely neces- 
sary to use an anesthetic, as I think we ought to do, and pro- 
bably most of you do, if in doubt about the nature of any 
pelvic disorder. Dr. Jaggard took exception to my statement 
that laparatomy should be performed in all cases of rujjture. 

I see I did not make my statement plain enough ; I had in 
view what formerly called extra-uterine pregnancy, thus 
excluding beforehand the cases of hematocele, tip to a few 
years agh hematocele was not described as one of the out- 
comes of a case of tubal pregnancy, and, as far as its clinical 
aspect is concerned, it takes an entirely different run from- 
free rupture into the abdominal cavity. Since I have listened 
to Dr. Holmes’ remarks I am more than ever convinced that 
laparatomy is the thing to be done in the latter cases. 

I should think it only proper to try in this manner to stop 
the hemorrhage if the symptoms show that internal hemor- 
rhage is the prime danger, or to remove a septic fetus and 
wash out the peritoneal cavity if sepsis is the more prominent 
svmptom. In relation to this question of doing laparatomy,! 
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we must always bear in mind that from year to year laparato- 
my, as such, becomes less dangerous: and we all know, too,' that 
as each of us sees more of these eases, we also have more per- 
sonal confidence in being able to control sepsis.^ I must say 
that I consider the dangers incident to the operation, as such, to 
be very small. I f urthe]' refer Dr. Jaggard to what I said about 
the treatment of hematocele. I did not recommend any im- 
mediate surgical interference in tliose eases. I said I would 
first wait for resorption, because I Iniew that resorption is the 
rule in a case of hematocele ; should it fail to occur I would 
try an operation. Dr. Parkes related a case that he cured by 
aspirating ; I have liad a similar one; Then, if the symptoms 
warranted it, I would open and evacuate, either through the ab- 
domen or through the vagina. In my second case, the steady in- 
crease of the tumor causing intense pain, and the displacement 
of the bladder away above the s 3 'mp]iysis so that tlie patient 
was entirelj^ unable to pass water, were the direct indications 
for operating. In cases of hematocele there is very little dan- 
ger of the patient bleeding to death, because, no doubt, the 
beginning of the hemorrhage occurs into the distended tube 
or between the folds of the broad ligament. During the first 
hours or days it is a hematoma, and only after the tension of 
the blood}’’ tumor has become such that the covering peritone- 
um finally tears will there be a free effusion of blood into the 
abdominal cavity. This was quite plain, I think, in my second 
case. There was a hematocele filling out the Douglas cul-de- 
sac up to near the umbilicus, and inside of this sac was what 
we might call a hematoma of the left broad ligament, or rather 
a hemato-salpinx, because the big coagulnm corresponded to 
the middle of the left tube, botli ends of which were torn 
by the accumulation of blood within. 

Hardly ever is there au}’ immediate danger from hemor- 
rhage in case of hematoma or hematocele, because the coagu- 
lum which forms at the seat of the first oozing acts as a com- 
pressing tampon on the ruptured blood vessels. But where 
the^ sac ^ ruptures freely into the abdominal cavit}’’, the 
patient is liable to 'bleed to death, either in a few liours 
or a few days. I remember about nine years ago having 
seen such a case. It was a very hot day in July. The lady was 
getting read}’’ to go down town, and while she was standing 
before the glass, giving the finishing touch to her toilet, she 
was suddenly seized with vertigo and a sharp pain in her ab- 
domen p she began to vomit, and had all the symptorhs of 
cholera morbus. Several physicians were sent for, and, as she 
had diarrhea and tenesmus within an hour of the first attack, 
they took it for a case of cholera morbus. This occurred 
about 10 o’clock in the morning, and I was called in about 
9:30 in the evening. At that time I was making reports from 
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G-erman periodicals for Dr. i^unde, and there was mncli dis- 
cussion going on about extra-uterine pregnancy ; so that when 
I saw the patient I at once tbongbt. “ I wonder if this is not a 
case of rupture of an exti-a-uterine ovisac ? ” She was almost 
bloodless ; the lips and coni'nnctiva had lost all color ; she was 
breathing heavily, had no pulse ; the skin looked waxy and was 
covered Avith a cold sweat ; she was apparently dying. By 
digital examination I found the posterior cul-de-sac bulging 
down, giving a peculiar doughy, soft touch, which to me 
plainly demonstrated an accumulation of something like coag- 
ulated blood.* "While I was there the patient died. I was 
so mncb interested to know what it was that I got permission 
of the husband to make a post-mortem. On opening the ab- 
domen the black, half-coagulated blood welled out, and, after 
removing it, I found a tubal ovisac about as large as a big 
plum, vdiich had burst, thus causing unhindered oozing of 
blood, and death. The patient had been mamed eight weeks ; 
had gone two weeks over her last menstruation. 

I should tliink it impossible to confound a case of free 
hemorrhage into the abdominal cavity and a case of. hema- 
toma or hematocele retro-uterina. 

To Dr. Parkes I would say that I did not leave any coagula 
in the hematocele sac : I opened it and scooped it out with my 
hand. Of course there is nothing so apt to undergo quick dis- 
integration as blood. 

FETUS PAPTBAOEUS, 

Dk. W. W. Jaggakd. — My friend and former pupil, Dr. 
A. E. Froom, of Chicago, gave me tlie specimen that I have 
the honor to present. 

History . — May 1st, 1S90, Dr. Froom was called to see Mrs. 
M., age 21 years, recently married ; three months advanced in 
her first pregnancy: suffering from nausea and vomiting. The 
complaint not yielding at once to the usual simple remedies 
prescribed, the patient applied, but without benefit, to sev- 
eral prominent physicians. Finally, about the fifth month, 
she returned to Dr. Froom. At this time the woman was in 
a most distressing condition — ^incessant vomiting and retch- 
ing, diarrhea, bloody stools, tormina and tenesmus, fainting 
spells. The woman complained of intense vulvar and anal 
pruritus, and upon examination Dr. Froom discovered “a 
scaly eruption about the parts ” and infiltration of the inguinal 
fflands on both sides. Alopecia was also observed. The 
diagnosis of syphilis was made, although a careful search 
failed to reveal the initial lesion. 

• "Veit, as I have read since, claims that it is impossible to diagnose by di- 
gital examination an accumulation of coagulated blood in the abdominal 
cavity. 
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Under the exhibition of mercury the woman showed imme- 
diate and marked improvement. 

August 12th she fell in premature labor. Uo fetal move- 
ments had been observed for the week previous, and the heart 
tones were not pei'ceptible. After four hours of labor a ma- 
cerated fetus, corresponding to the seventh month, was ex- 
pelled ; it was followed in ten minutes by the placenta. Dr. 
Froom was about to irrigate the uterine cavitj'’ when he 
noticed the intact membranes of a second ovum presenting 
at the os externum. * This second ovum, corresponding to 
the third month, was easily expressed. Puerperium normal; 
uterus is single. The father admits syphilitic infection three 
years ago. 

The specimen consists, as you see, of a twin pregnancy. 
The first twin, female, length 35 cm.; weight 1,172 gm., 
with its macerated epidermis, is a typical example of the 
fetuB sanguinolentus (E. Martin). It corresponds to the sev- 
enth month. It also presents certain objective signs of syph- 
ilis that are perfectly distinct from mere cadaveric changes. 
These are : 1. The line of syphilitic osteo-chondritis at the 
junction of the diapliysis with the epiphysis in the long bones, 
described by Wegner. In this specimen you can see this 
line in the upper and lower epiphyses of the' femur. 2. The 
spleen is greatly increased in volume, consistence, and weight. 
It weighs 12 gm., or 0.98 per cent of the total weight of the 
fetus, while the average normal weight of the -spleen at birth 
is 9 gm,, or 0.3 per cent of the body weight. According to 
Ruge, in normal fetuses under 2,000 gm. the weight of the 
spleen is of the body weight; in non-syphilitic macerated 
fetuses, ; in syphilitic macerated fetuses, In this case 
the spleen is of the body weight. 3. The liver weighs 
52.5 gin. According to Huge, in normal fetuses under 2,000 
gm. the weight of the liver is of the body weight ; in non- 
syphilitic rnacerated fetuses, ; in macerated syphilitic fetuses, 

In this case the liver is about of the body weight. 

Uo gross lesions were ‘detected in tbe cord, lungs, liver, 
spleen, and these organs have not yet been examined micro- 
scopically. 

Unfortunately the placenta was thrown out by the nm’se. 
Dr. Froom says the cord was edematous (?), and that an am- 
ber-colored, transparent substance, of , the consistence of jelly, 
was attached to the membranes. 

'■ The ovum of the second twin is intact ; its weight is 88.5 
gm., and it presents an instance of mummification — the usual 
post-mortem change in fetuses between the third and sixth 
months in utero. The placenta, fully formed, is flattened and 
compressed into a solid disc 10 cm. in diameter. The liquor 

amnii has disappeared. The fetus, about three months old, 
8 
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male, 13 cm. in length, is a typical example of \he fetus j>a- 
pyraceus-fhe form commonly observed when a dead fetns, 
retained in utero for a considerable period, is strongly com- 
pressed and flattened ont, as the name implies. The conditions 
for this peculiar mode of compression are best supplied in 
twin pregnancy, in which, while one fetus dies, the twin goes 
on to complete development. 

The points of interest in this specimen that I beg to men- 
tion are : 

1. These fetuses — each with its own placenta, chorion, and 
amnion ; the one female, the other male — contained within the 
same single uterine cavity, are probably the resultants of the 
simultaneous fecundation of two ova. These ova may have 
come from the same Graaflan follicle, or from the same ovary, 
or from both ovaries. According to the old view, the fact 
that the placentae are entirely separate would indicate that the 
ova did not come from the same ovary. For some cause, not 
now discoverable, the ovum containing the male was crowded 
to the wall by the other and converted into this flattened-out, 
paper-hke mass. 

The specimen, probably, is not an example of superimpreg- 
nation. While the possibility of superfecnndation — that is, the 
successive fecundation of two or more ova out of the same 
ovulation period — ^in the human animal must be admitted, its 
actual occurrence has never been demonstrated. The not un- 
common occurrence (1) of a white woman having twins, one a 
mulatto, the other white, and (2) of a black woman’s twins, one 
black, the other a midatto, does not prove successive fertiliza- 
tion by different men. Kussmaul has correctly pointed out 
that in the crossing of races the offspring may resemble 
most closely either parent, so that a white infant born of 
a white woman may be the legitimate child of a negro. 
Schultze emphasizes this opinion, and demands, for the dem- 
onstration of superfecundation, two different children of a 
white woman after cohabitation with two men differing in 
race from each other and from the mothe]’. Such an observa- 
tion up to the present has not been recorded. Undoubtedly 
superfecundation occurs in mares, bitches, and cats, among the 
lower animals, but then multiple pregnancy is the norm 
among these animals, while it is exceptional and closely allied 
to the abnormal in the human animal. Conclusions drawn 
from observation of the lower animals accordingly cannot be 
applied directly to human beings. 

The principal arguments against superfetatioiv — that is, con- 
ception during pregnancy — lie in the suppression of ovulation 
and the disappearance or the cilia of the epithelium of the 
endometrium during gestation, and finally the entire absence 
of observations that would make this hypothesis plausible. 
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2. First pregnancies are seldom multiple pregnancies. 

3. The objective signs of syphilis in the macerated fetns, 
that are perfectly distinct from the cadaveric changes of non- 
syphilitic macerated fetuses retained within the cavum uteri. 
1, venture to emphasize this point, because it is a common error 
to regard all macerated fetuses as syphilitic. Indeed, between 
70 and 80 per cent of such cases are syphilitic, but there re- 
mains a certain number in which the/eiws sanguinolentvs is 
merely the result of cadaveric cliange. In some of these 
eases of the latter class, it is very difficult to mahe an anatomi- 
cal diagnosis, since relative increase in weight of the viscera 
is not an absolutel^y certain sign of syphilis, and the normal 
line of Guerin may come to resemble the osteo-chondritis 
described by "Wegner. 

EXHIBITION OF BEOMIFOEM. 

De. Chas. W. Eaele. — I want to occupy two or three min- 
utes of the time of the Society in the consideration of a very 
unpopular procedure — that is, the administration of medicine 
— and introduce to your notice Bromiform, the latest remedy 
for whooping cough. About six weeks ago my attention was 
called to this drug by an article in a German paper, and 
about that time an article was also published in the Medical 
Record by Dr. Fischer, reporting some sixteen cases in which 
he had administered it with marked benefit. By this time I 
had procured the medicine, and have now had experience with 
it in six cases. In five cases there has been marked improve- 
ment, although it was not a fair trial, because they had passed 
pretty well along into the second stage and had commenced 
to recover. In some of these cases there were thirty par- 
oxysms a day previous to administering the drug, and iii four 
days the paroxysms had been reduced to ten. It has rather a 
sharp, pungent odor, and is best administered in syrup of 
acacia. I usually combine it with a little paregoric, dlhe dose- 
for a child two years of age is two drops, a child' four years 
old four or five drops. Usually the administration of from 
twenty to sixty drops in five or six days lessens the number 
of parox3’’sms. It is best given after meals ; and the children 
to whom I have administered it have made no objection to 
talring it.^ It is recommended by several of the leading prac- 
titioners in Vienna, and I bring it before the Society because 
we are having considerable whooping cough and I think if 
would be well to give it a trial. 
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TBANS ACTIONS OF THE OBSTETRICAL 
AND G-YNEOOLOaiOAL SOCIETY OF 
WASHING-TON. 


Stated Meeting, March Wi, 1890. 

Dk. J. Taber Johesoe, President, in the GJiair. 

Dk. TnoiiAS M, Norton read a paper entitled 

ENtrStJALLY HIGH BTREXIA FOLLOWING CONFINEJIENT, WITHOUT 
APPARENT CORRESPONDING STRUCTURAL LESIONS.’ 

Dr. Cook said that it was somewhat hazardous to venture 
on the diagnosis of a ease that he had not seen, especiallj’- as 
the doctors in attendance upon the case had themselves failed 
to make a diagnosis. But fi‘om the very graphic picture of 
the case as presented by Dr. Norton, and the subsequent state- 
ment that the delivery was accomplished by the aid of forceps 
and that there was laceration of the cervix, he had no hesita- 
tion in saying that the case was one of septic fever. He 
thought that "the suggestion that the hyperpyrexia was due 
to malarial poison would be excluded by the fact that the libe- 
ral administration of quinine had no influence upon the py- 
rexia. This case serves to strongly emphasize the importance 
of thorough antiseptic irrigation, to be commenced immedi- 
ately after every instrumental delivery, for in these cases there 
is probably some traumatism which affords a ready channel 
for septic infection. The doctor says that he directed the ad- 
ministration of antiseptic vaginal injections in his case as soon 
as the fever developed. Dr. Cook thought that at that stage, 
if the uterine cavity had been thoroughly irrigated, there 
would have been a decided fall of temperature. To show the 
frequency of septic fever in lying-in women, Dr. Cook referred 
to a paper read before this Society several years ago by Dr. 
H. D. Fry, in which it was very clearly sho'svn that what was 
commonly called “ milk fever ” was really septic fever. 

Dr. Cook had very naturally inferred Jfrom the paper that 
laceration actually existed, as he did not know of any “ symp- 
toms ” indicative of that condition other than the laceration 
itself. 

Dr. Suter gave a short account of the labor of the patient 
‘ See original article, page C2. 
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referred to, Trliicli lasted from five till eleven o’clock. He 
used Elliot’s forceps. There was no laceration of the perinenin, 
though he could not say there was no laceration of the cervix, 
as an examination was not then made. 

De. Busey thought the diagnosis in this case was a debat- 
able issue. The fever began on the afternoon of the third day, 
and three theories had been suggested in explanation of its 
cause. Its malarial origin was disproven by the history of the 
case and the failure of quinine to diminish the temperature. 
Yet it was true that the amount and dosage was much less than 
is usually given in eases of puerperal malarial fever. Milk 
fever of septic origin was also disproven by the history of the 
case. He thought it was a case of septic fever due to absorp- 
tion from the cavity of the uterus. Those who would antago- 
nize this view of the ease would, perhaps, ascribe the favor- 
able result to the curative effect of the fever mixture, Avhieh 
seemed to have controlled the temperature in a remarkable 
manner. During the time this mixture was administered the 
vaginal injections were continued, and it is not improbable 
the offending material had escaped from the cavity of the ute- 
rus and been washed away by the injections. Absorption had 
therefore ceased and recovery followed. 

Some five or six years ago he had reported a case in which 
the lady had a chill during the early morning hours of the 
twelfth day of the jnierperium, whicli he at first thought was 
malarial ; but failing to reduce the fever by the use of quinine 
freely given, and another chill having occurred during the 
night of the same day, lie suspected septic infection. A care- 
ful digital examination, and also by the speculum, failed to 
confirm his suspicion. Nevertheless he washed out the cavity 
•of the womb, discharging therefrom about a half-thimbleful 
of pus. The fever subsided and convalescence was speedily 
re-established. He therefore thought that, if Dr. Norton had 
irrigated the cavity of the uterus during the early stage of the 
fever, the ease would have run a briefer and more satisfactory 
course. 

De. Haeeison said, without wishing to throw any doubt on 
the remarks of Drs. Cook and Busey, that he had seen quinine 
given ad nauseam, in fevers of malarial origin, without the 
slightest effect until after a mercurial purge was given, and 
he wished to emphasize this preliminary treatment. 

De. MoAedle said he was surprised at Dr. Cook’s implicit 
faith in quinine without preliminary doses of calomel, as re- 
ferred to by Dr. Harrison. The administration of quinine in 
this case does not exclude malarial fever. 

De. H. L. E. J ohnson said there is little doubt that this was a 
case of septic infection. The most virulent cases often present 
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no local signs, and often just such a history as Dr. IsTortonhas 
given. 

Often when a piece of membrane has been retained there 
are no local signs, no tenderness, discharges normal without 
odor, but fever will continue until the twelfth or fifteenth day, 
when death takes place. 

Some cases are mild in themselves and get well with little 
if any treatment. A febrifuge is often better than quinine; 
he lias noticed that when quinine is given the temperatm-e 
often goes up. 

He referred to the remarks of Dr. Busey, and said he did 
not think septic infection could occur so late ; be thought 
probably that they were cases of subinvolntion,in which there 
is no pain about the uterus, and he has found that they yield 
to vaginal injections. 

Dr. Busev. — It is proper that I should say that there was 
neither subinvolution nor pelvic pain or tenderness in the case 
I referred to. Hor was it the first or only case in which in- 
fection has taken place at such late date. 

Dr. Fry. — Forty years ago such discussions would have 
been in order, but since the investigations of Semmelweiss 
the pathology of fever occurring in woman soon after child- 
birth had been made so clear that little difSculty is now met 
with in reaching a diagnosis. 

For some reason practitioners are slow to recognize or 
admit that a fever is due to puei-peral infection. They treat 
eases for malarial fever, for typhoid and typho-malaria, for 
rheumatism, cellulitis, peritonitis, etc., and lose valuable 
time by neglecting local treatment. Dr. Fry did not claim 
that every case of fever occurring in a woman soon after 
childbirth was due to infection, but he believed that ninety per 
cent of such eases were. Every case should be considered due 
to puerperal infection and treated accordingly until it was 
proven not to be. The usual method is to consider cases 
somethin<r else and treat them on that theory until it was too 
late. 

The proper treatment of all t'mse cases is local. The geni- 
tal canal should be cleaned and inspected, lacerated surfaces 
cauterized, and antiseptic irrigation employed. The point of 
absorption is often outside the uterine cavity, and this should 
be determined before resorting to intra-uterine treatment. 

The previous history of the case often aids in settling this 
point. The introduction of the hand or instruments into the 
uterus during or immediately after labor, the delivery of a 
macerated fe"tus, or the probability of retained clots or pla- 
cental tissue, would indicate the demand for intra-uterine treat- 
ment. 

The valuable lesson taught by this discussion is : Do not 
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delay and treat these cases with constitutional remedies for 
other troubles, but go at once to tbe seat of disease and treat 
it locally. 

Dr. Tomkins agreed with Dr. Cook. He did not think it 
.a case of suhinvolution, but most likely a shred of membrane 
left in the uterus caused septic infection. 

Dr. MoArdle said nevertheless this patient did get well 
and the uterus was not irrigated. 

Dr. Fry replied that all the time this fever mixture was 
being given vaginal douches were also given. 

Dr. Horton said that nothing but this fever mixture would 
bring the temperature down ; when it was omitted, even 
though the douches were continued, the temperature would 
rise. 


Slated Meeting^ Apy'il 4^//, 1890. 

Dr. S. C. Busey in the Chair. 

Dr. Thomas 0. Smith read a paper on 

LACERATIONS OF THE CERVIX UTERI.’ 

Dr. Frv did not believe, by any means, that all cases of 
laceration of the cervix required operation. Quite a number 
of cervical tears undoubtedly heal during the puerperium, 
especially if the labor has been conducted antiseptically. Other 
cases may not unite, yet they never cause the slightest symp- 
toms and do not require any treatment. Others are benefited 
by topical applications Lacerations that are covered with nn- 
healtby tissue, or which present eroded surfaces and are ac- 
companied with subinvolution of the uterus and endometritis, 
demand and are greatly benefited by operation. Success means 
not merel}' reunion of the divided surfaces, but the reduction 
in size and weight of the wmmb and the relief of endometritis. 

Dr. T E. McArdle was pleased that the profession was 
coming more to occupy a middle ground in regard to the 
treatment of laceration of the cervix. He did not understand 
Dr. Smith to say that the operation was to be eliminated from 
the list of justifiable surgical procedures ; but he did under- 
stand him to say, and in this he fully agreed, that not 
every case of lacerated cervix needed a surgical operation 
for its cure. Each ease must be judged by itself, and no 
absolute rule could be given relative to the matter. It was 
bis rule to spend months, if necessary, in preliminary local 
treatment before operating. He had recently operated upon 

' See original article, page 4G. 
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a case on aeconnt of tlie fact that the patient’s mother had 
died a few years ago of . cervical epithelioma. He did not 
believe that laceration of the cervix was responsible for all the, 
nervous phenomena a woman might manifest. Women who 
have never been jiregnant complain of the same set of sym})- 
toms as women with lacerated cervices. We are too prone to 
look to the pelvic organs as the cause of all sorts of nerve-tire, 
in woman. That laceration of the cervix is responsible for 
sterility is not demonstrated by any means, and he was exceed- 
ingly doubtful about the matter. He thought we were sel- 
dom, if ever, able to account for acquired sterilit3^ He had 
seen cases, in which very slight laceration existed, in whom 
there were nervous symptoms attributed by gynecologists to 
laceration, with which opinion he did not agree. 

Dn. Smith said there was no essential difference between 
what the gentlemen had said and the views expressed in his 
paper ; consequently there was nothing more for him to say'. 


TRAHSAOTIONS OF THE OBSTETRICAL 
SOCIETY OP CmOINNATI. 


Btaied Meeting, June 12th, 1890. 

The President, Dn.' W. H. Wexnixg, in the Ghair. 

Dk. E. Gustav Zixke read a jiaper on 

THE FIFTH AXD SIXTH POSITIONS OF THE VERTEX, WITH REPORT 
OF A CASE AND REMARKS UPON THE MANAGEMENT OF 
OCCIPITO-POSTERIOR POSITIONS.’ 

Dr. J. L. Cleveland thought it was not always so easy to 
say the occiput is presenting. Fine diagnoses cannot alway^s 
be made, and in his opinion even the essayist might have been 
deceived in his case. He himself was not in position to dis- 
cuss the management of such cases as were presented, but he 
must sav that on several occasions he has been surjirised to 
see thediin when he supposed the occiput was presenting. 
One of the main features in the diagnosis is that the forceps 
slipped and will slip in occipito-posterior positions. 

Dr. Trush believed that these positions occurred, but were 
rare, and when oecurring were probably always the result of 

> See original article, page G9. 
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an anomalous formatiou of the respective pelvis, or possibly 
of the fetal head. ' He could not conceive of the possibility 
of a normal fetal head entering the normal maternal pelvis 
in the manner indicated bj'' the essayist. Speaker admitted 
that he at times had been unable to make a positive diagnosis 
of the position of the presenting head ; these had been in- 
stances of long-continued impaction of the head with large 
caput succedaneum, rigidly contracted uterus, and either 
tense or thick abdominal Wlls. With physical conditions 
like these a cor'-ect diagnosis of position was, he thought, all 
but impossible. Quite recently he had encountered a case of 
this character ; he had diagnosed an oecipito-anterior position, 
but found later that the occiput was posterior. 

He could not agree with the essayist that digital pressure 
upon the fetal head was ever effective in endeavors to change 
its position. We were too prone to regard results following 
upon such efforts as the direct consetinence thereof, when in 
fact the change took place in obedience to an inherent mech- 
anism. Great care certainly was requisite in all such endea- 
vors, lest we should do more harm than good. 

As regards the use of the forceps at the superior strait, he 
regarded these operations as very hazardous, and, therefore, 
always delayed this measure till the last possible moment, the 
last moment compatible with safety to both concerned. 

Dr, Giles Mitchell acknowledged that such positions could 
possibly happen, but they occur very seldom. The essayist 
tells us what to do and how to make this diagnosis, but sup- 
plements tlie statement with the fact. that he failed in the 
diagnosis himself. He could not understand how the error 
was made, but thought that possibly the case was compli- 
cated by the early application of forceps. 

He agreed with the pre^^ous speaker that, when child and 
pelvis are normal, the head mil not pass through in the con- 
jugate diameter without change in its position. He had seen 
a ease of occipito-posterior presentation delivered in this posi- 
tion in which the child weighed thirteen pounds. 

He had seen several cases of occipito-posterior positions, and 
if let alone believed, as a rule, they would take care of them- 
selves. 

Dr. W. H. Taylor did not believe in the continuance of 
these positions ; he thought it impossible for any head of or- 
dinary diameter to pass through the pelvis as described in 
these positions. Winckel and Charpentier are both of this 
opinion. The head must either be very small, or must be very 
large and meet with great resistance, in order to have a pos- 
tei-ior delivery. He agreed that the introduction of the whole 
liand was necessaiy in order to make an accurate diagnosis. 
Dr. Isaac Taylor advocated tuiming such cases into face pre- 
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sentations. He tliought any attempt to force the head upward, 
as advocated by tlie essayist, was unwise, and did not think it 
practicable ; he had seen a number of such cases, but had not 
even considered such a pi'oeednre. 

Dk. BYRO^* Stajstox did not think a sixth position could 
occur ; did not mean to say it was impossible, but believed 
the occiput would always be deflected either to the right or 
left ; that in this ease, which was not seen till after the Jiead 
was far down in the pelvis, the presentatic n was probably a 
right or left occipito-posterior position, and the occiput ro- 
tated backward instead of forward. A positive diagnosis of 
the position at the beginning of labor could only be made 
while the head was still at the brim. After descent and ro- 
tation we could not always tell what the position was origi- 
nally. 

Dr. Palmer said : The paper is an able one, the subject an 
mteresting one, and the remarks made by the members are 
applicable and valuable. What he would say would pertain 
to a point not as yet touched upon. 

One of the ablest chapters on the mechanism of labor ever 
written was by Hugh L. Hodge, of Philadelphia. Tliis work 
will ever be a masterpiece. While Hodge makes six positions 
of the presentation of the head, after Bandelocque, and while, 
without doubt, cases of the fifth and sixth positions do rarely 
occur, the speaker thinks that practically these positions could 
all be included within four: the impinging of the occiput 
upon the four inclined planes of the pelvis. The anterior 
inclined planes of the pelvis are much larger than the poste- 
rior inclined planes. The dividing line between the anterior 
and posterior inclined planes is a line extending from the pelvic 
brim three-quarters of an inch anterior to the sacro-iliac syn- 
chondrosis down to the spine of the ischium. Any round, con- 
vex body impinging against the anterior inclined plane would 
be propelled downward, inward, forward, and outward ; upon 
tlie posterior inclined plane it would move downward,- inward, 
backward, tlien forward and outward. Eotation forward was 
ineWtable when such a body impinged upon the anterior in- 
cline ; that is, not only when the occiput first looked forward, 
but also when it first looked transverse, or even backward (so 
far as to the line of demarkation between the anterior and 
posterior incfined planes). On the other hand, if the occiput 
should impinge upon the posterior inclined plane, posterior 
rotation wourd almost as surely occur, unless artificial aid 
to create anterior rotation was utilized, or unless the head 
was undersized or the pelvis unusually capacious. Ante- 
rior rotation, even with the occiput upon the posterior in- 
clined plane, may be secured artificially by taxis with one or 
two fingers on the brow, by the hand in the vagina, by the 
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Ycctis (tlie oldest, but bj no means an obsolete, obstetric in- 
stninjent), and by means of the forceps. Anterior rotation is 
always more easily accomplished when flexion of the head is 
as complete as practicable. Hence the value of inducing 
flexion by pushing up the forehead and bringing down the 
occiput. If flexion is impossible or impracticable, full exten- 
sion is the next best thing to bring about the conversion of 
the occipito-posterior position of the occiput into a face presen- 
tation. Anterior rotation of the occiput may sometimes be 
feasible by having the patient take the genu-pectoral position 
of her body and tlien turning the occiput around with the 
hand within the vagina, grasping the fetal head and pushing 
it above the pelvic brim. Of course if labor has been long 
continued, the liquor amnii long drained off, the uterus te- 
tanic, and the fetal head impacted into the pelvic cavity, this 
upward movement of the fetal head is impracticable and at- 
tempts to bring it about are hazardous. Unquestionably if the 
ideas I have spoken of, pertaining to the mechanism of labor, 
are correct, not a few eases of occipito-posterior positions are 
seeming, not real. In other words, the occiputmay look some- 
what backward when at the pelvic brim or in the pelvic cavity, 
yet the actual condition may be one of real, genuine occipito- 
anterior position, because impinging upon an anterior inclined 
plane, right or left. Eeal eases of occiput posterior are not 
as common as may appear. 

Dr, E. Gr. ZiNKE, in closing, said he hardly thought he 
would be accused of injudicious treatment. There is at times 
considerable difficulty in making a diagnosis, but it is always 
possible when the presenting part is at or below the superior 
strait and the os sufficiently dilated. 

Some of the members affirm that it is next to impossible to 
push the head upward. He would like to ask if they have 
ever tried it under chloroform ; if not, the criticism is ml. 
He remembers a ease in which head and hand were crowded 
down into the pelvis, and futile efforts at delivery (by turn- 
ing) had been made by two men for twelve hours without 
chloroform, and he succeeded in less than half an hour with 
tile aid of chloroform. 

Speaker had been blamed by one of the gentlemen for earlj^ 
application of forceps, and likewise that he should have made 
diagnosis certain by the introduction of the whole hand. ' The 
reason that the whole hand was not introduced in this case was 
that he had made a diagnosis (that of occiput anterior), which, 
however, proved to be incorrect. Ho one is beyond error in 
diagnosis, and hence the criticism is absurd. 

Drs. Stanton and Taylor expre.ssed opinions that the head 
entered in an oblique diameter; the site of the caput suece- 
daneum proves clearly to his mind that that was not the case. 
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The speaker has lieard the fetal heart in occipito-posterior 
positions. It is his opinion that both pelvis and child are 
normal. The latter weighed about nine pounds. He had 
never had occasion to attempt to change an occipito-posterior 
to a face presentation, but believed it possible and would riot 
hesitate to try the procedure, provided he failed in his efforts 
to make an oceipito-anterior position out of it. 


TRANSACTIONS OF THE OBSTETRICAL 
SOCIETY OP LONDON. 


Tfvm'sday, October 1890. 

Specimens . — De. William Duncan: (1) Tubercular Disease 
of the Ovaries and Fallopian Tubes ; (2) femorrhage into the 
Left Ovary and Fallopian Tube ; (3) Cancer of the Body of 
the Uterus. Me. Albeet Doean: Delbastaille’s Speculum 
ri Glissieres. Dr. Herjian : Extra-uterine Gestation Removed 
before Rupture. De. John Phillips: Pelvic Yiscera in a 
Case of Yaginal Injection of Acid Nitrate of Mercury. 

CASE OF STMMETEICAL ERYSIPELAS, FOLLOWED BY PEEMATUEE 
labor; EOLA5IPSIA ON THE NINETEENTH DAY POST 

paetum; taventy-eight paroxysms ; no re- 
nal DISEASE ; KECOVERY. 

De. J. B. Hurey read a paper on this case. 

The patient, aged 35, was in her sixth pregnancy when, 
Avithout previous warnings, she began, to have severe head- 
ache, pains in the limbs and loins, shivering, rapid pulse, hot 
skin, anorexia. She was two weeks from full time, and Avith- 
in tAvelve hours of these symptoms she was suddenly delivered 
of a child. Slight post-partum hemorrhage. Tavo days later 
she had an erysipelatous eruption in front of each ear, quite 
symmetrical and pitting on pressure. No sore throat. Tem- 
perature 102,5°, pulse 125. Lochia natural. The eruption 
spread over most of the face. Constitutional symptoms be- 
came severe, and on the fourth day suckling Avas discontinued. 
The urine Avas free from albumin. On the fifth day there 
Avas slight tympanites of the aiidomen. On tlie twentieth day 
she Avas apjiarently much better, but had a serous discharge 
from, and deafness of, the left ear. She Avas suddenly seized 
Avith epileptiform conAuilsions involving the whole body. 
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There was total loss of consciousness ; pupils dilated, no reac- 
tion to light ; conjunctival reflex abolished : slight foaming at 
the mouth ; urine passed involuntarily. In an hour conscious- 
ness had partially returned. She had twenty-five more fits in 
tlie next forty-eight hours, very severe the fli’st twelve hours, 
less and less so afterward. There was -never anv albumin. 
Chloral was given per rectum, and chloroform by inhalation. 
The fits ceased. The patient improved, but complained of 
headache. Mental powers were unimpaired. Tlie discharge 
from the ear ceased and good hearing was regained. On 
the thirty-fourth day she was practically well. 

The interest of tliis case lay : 1. In erysipelas attacking a 
woman before labor, and apparently inducing premature deliv- 
ery. 2. In the symmetrical lesions. 3. In erysipelas of the 
face attacking a lying-in woman udthont provoking puerperal 
septicemia of severity. Perhaps this was due to the treat- 
ment by antiseptic pads applied to the generative organs, thus 
preventing the access of contagion to the lacerated parturient 
canal. 4. In the interval of nineteen days between delivery 
and the outbreak of eclampsia. 5. In recovery after twenty- 
six fits ; and 6. In the absence of albuminuria. 

Dk. IIraxton Hioks pointed out that in the paper he had 
brought before the Society many years ago he had not stated 
that puerperal fever was caused by scarlatina. The exact re- 
lationship between zymotics, ei-ysipelas, and puerperal fever, 
so-called, had yet to be made out. For himself, it seemed 
most likely that in the bad cases, similar to those seen in hos- 
pitals formerly, there were two poisons acting concurrently. 
Pe recommended the collection of clinical histories from all 
parts of the world, particularly in new towns not yet saturated 
with zymotic diseases. 

De. Heeman said that Dr. Hurry took it as established that 
erysipelas was one of the causes of puerperal fever. Erysipe- 
las and puerperal fever had been associated in some hospitals, 
and Dr. Minor had compared the prevalence of these two 
diseases in difierent States of America, showing that they 
went together. But he (Dr. Herman) did not think the evi- 
dence adduced by Dr. Minor bore out this conclusion. The 
so-called epidemics of puerperal fever were only very slight 
elevations of the number of cases above the general average, 
and ^ the number of times that an increased death rate from 
erysipelas went with an increased death rate from puerpei’al 
fever was not more than could be accounted for by fortuitous 
coincidence, together with the fact that the spread of both dis- 
eases was favored by uucleanliness and bad ventilation. Thus 
both diseases wei-e found especially frequent among G-erman 
immigrants.^ Fehleisen had shown that cutaneous erysipelas 
was quite different from phlegmonous erysipelas. Dr. Her- 
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man Iiad no doubt tliat the latter was one of the diseases in- 
cluded under the term puerperal fever. This was the disease 
which Yirchow had called erysipelas maligimm internum. 
Gusserow had shown that cutaneous erysipelas produced only 
the same disease in a lying-in as in any other patient. He (Dr. 
Herman) had seen a cutaneous erysipelas in the lying-in wo- 
man, and also in the infant, running its ordinary course with- 
out producing puerperal fever. He agreed with Dr. Braxton 
Hicks that cases in which patients appeared to suffer from 
erysipelas and from septicemia were cases of mixed infections 
in which the poison of both diseases had been received by the 
patient. 

De. Heywood Smith asked if any observations had been 
taken of the frequency or character of the pulse between the 
.fits. 

De. Boxall drew a distinction between facial and, as it 
might be termed, pelvic erysipelas. He thought them both 
due to the same cause, and that facial erysipelas might be trans- 
mitted to the pelvis either through the tissues or by escaping 
from the body and being reintroduced into the genital tract. 
He compared facial eiysipelas with whitlow. He was con- 
vinced that when the erysijielatous poison implicated the pel- 
vic organs it produced a local and general disturbance, which, 
as far as clinical observation went, was very often indistinguish- 
able from puerperal fever, and invariably resulted in a puer- 
peral disease of grave and often fatal type. No blush ap- 
jieared beyond the vulva in many such cases, and hence their 
erysipelatous character was apt to pass unnoticed. 

De. Armand Route thought that as there was distinct evi- 
dence of otitis, tlie convulsions were due to a transient menin- 
gitis, secondary to the erysipelas, and were not in any etiologi- 
cal sense puerperal. 

De. Cleveland disagreed as to the analogy between cuta- 
neous facial erysipelas and whitlow. From what he had seen 
;of both affections, there was no tendency to suppuration in the 
former, while in the latter it was marked. He had always 
regarded the importation of pus into puerperal surroundings 
as an element of danger, and could understaml the necessity 
for taking precautions if a lying-in woman happened to be 
suffering from whitlow. 

De. Hueey in reply said no observations had been made on 
the pulse rate between the fits. He thought the character of 
the tits as well as the subsequent history of the patient pointed 
to true eclampsia, and that the discharge from the ear was 
due to facial erysipelas. “ 

De. Herman read part of a paperJon/‘ Four Cases of Preg- 
nancy with Bright’s Disease.” 
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Disease is a departure from health ; health is therefore the 
standard by which the existence and the amount of disease is 
to be measured. 

Manifestly no man can be considered fit to measure any- 
thing who is unacquainted with the standard unit of measure. 
Xet this has been the course pursued in the development of 
gynecology. Ovarian cystomata, grossly the most abnormal 
alterations of the ovary, were first recognized as diseased and 
attacked, then lesser (in size) pelvic diseases were discov- 
ered and operated upon, for a long time before it was estab- 
lished what actually was a normal ovary or a normal tube, the 
only proper gauge of the existence and extent of disease. 

Read before the Baltimore Obstetrical and Gynecological Society, De- 
cember, 1890. e . j. 

9 





130 KELLY : THE PALPATION OF NOKMAL OYAEIES. 

As a consequence of this eiTor, operations actually unjusti- 
fiable have been performed, and the follicles of normal ova- 
ries, and tubes showing a few little sudamina-like papules, 
have often been exhibited in societies as examples of the tri- 
umph of surgical skill over disease. 

If scientific gynecology has placed within reach an appeal 
to the standard, the means of examining the normal ovary be- 
fore undertaking an operation, it is clear that no man now has 
a right to enter the ranks of this specialty who has not thor- 
oughly familiarized himself with the palpation of the normal 
ovary, having mastered all points in the technique of this 
examination. 

Palpation, or examination by indirect touch, is the only ac- 
curate means of determining the condition of the ovary in 
the living subject. 

I would begin my paper by laying down this capital propo- 
sition : The norynal ovary can always 1)0 palpated. 

There are two methods and two avenues of approach by 
which to palpate the normal ovary — that is, with one hand or 
with two hands, bj’' the vagina and by the rectum. 

An important prerequisite to a careful exploration of the 
pelvis is to empty both rectum and bladder. 

VAGINAL PALPATION WITH ONE HAND. 

In examining with one hand hy the vagina., the ovary can- 
not be felt unless it is abnormally displaced downward, 
having fallen into the recto-uterine pouch, where it may be 
discovered by pressing just back of the cervix uteri (see Pig. 
1) in the median line, or a little to the right or left : a rounded, 
somewhat elastic body, about the size of the last phalanx of 
the thumb, slipping up and away under the pressure (see 
Pig. 1, dotted line). Any attempt with one hand to feel the 
ovary not thus displaced fails, or gives at the utmost but an 
uncertain idea of its presence ; because as soon as it is touched 
it yields to the pressiu’e and is displaced upward and out of 
reach. An examination of the ovary with one hand is there- 
fore always incomplete and often of little use. 

There are three ways of examining the ovary which is nor- 
mally suspended high up on the posterior face of the broad 
ligament. Two of these ways are bimanual, and one is tri- 
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mamial, and each method may be .employed either per vagi- 
nam or per rectum, making thus six in all. They are : 

I. The simple himanual examination of the orgcMxs in situ, 
through vagina or rectum and abdominal wall. 

II. The himanual examination with the xiterus in artificial 
anteflexion-vetroposition, through vagina or rectum and ab- 
dominal wall. 

III. The trimanual examination, with the uterus in an'ti- 
ficial descensus, also through vagina or rectum and abdominal 
wall. 

I. THE SIJCPLE BUrANHAL EXA^HNATION 

depends for its success upon the deep displacement of a part 
of the abdominal wall, in a direction downward, through the 



Ew- L — Palpation of displaced ovary with one hand. 

superior strait, into the pelvis. The pressure must be made 
on that part of the wall directly overlying the ovary, called' 
the “ ovarian region,” and continued .downward, inward, and 
forward. The external hand thus employed does not feel 
the ovary ; it does nothing more than to supply by this pres- 
sure a plane of resistance (see Fig. 2), preventing the upward 
displacement and gliding away of the ovary when touched by 
the finger of the other hand examining within the vagina. 
While one, hand is thus engaged in making pressure from 
above downward in the direction of the ovary (see Figs. 2 
and 31, the index finger of the other hand is simultaneously 
introduced up to the fornix of the vagina of the same side 
(see Fig. 4), 
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Two acts of the vaginal hand now bring the ovary within 
reach of the finger; by one of them the vaginal fornix is dis- 



Fio. S.— Bimanual examination. 


placed upward and outward from two to four centimetres 



Fio. 3. Fig. 

Fio. 3. — The arrows indicate the direction of pressure. 

Fio. 4 shows the index flnRer unaided and unable to reach the ovary. 


(see Figs.' 2 and 5). By the other the perineum and the va- 
ginal outlet are invaginated up into the pelvis from four to 
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six or more eeatimetres (compare Figs, i and 5). T/iis inva- 
gvnatioTi of the pelvio floov is of the iitmost i 7 npo 7 ’t(znGe, ds 
hy this meaTis the exob7rhi'Mmjg finger is praoticall/y leTxgtheTied 
hy the amount of the invaginatioTi, or, what is the same 
thing, the vagina is shortened. 

Invagination is not as simple and easy to practise at first as 
one would infer from the description. Every one who has 
practised on the piano knows well that the awkward playing 
of beginners is largely due to an involuntary fixation of the 
wrist joint while using the finger muscles. The same diffi- 
culty is met here. The great obstacle experienced by a be- 



Fig. 5 shows the displacement of the vaginal vault and the invagination of the pelvic 
floor above the normal (dotted) line. The chief displacement is posteriorly, not lateral 
as shown. 


■ginner in thus invaginating the pelvic floor to bring the ovary 
within eas^'- reach, arises from a faulty rigidity instinctively 
communicated to the wrist and hand joints. The pushing 
must be entirely from the ehbow, while the wo'ist and ha 7 id 
7'emain pe7fectly flexible. 

This act will be assisted at first by supporting the elbow 
upon the brim of the pelvis and pushing with the hip, which 
relieves the tension on the arm muscles and the liability to 
a constrained position of. the hand and finger. 

When the uterus lies in anteflexion, the ovary will often be 
detected through the antero-lateral vaginal wall in advance of 
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tlie cervix (see Fig. 6), aud in tWs position, assisted by the 
hand above, easily examined by the vaginal finger thns aided ; 
for, instead of escaping at once from the upwai'd pressure of 
the finger within the vagina, it is met by the plane of resist- 
ance ofiered by tbe displaced abdominal walls, and against 
this plane is distinctly felt, and can be subjected to a con- 
tinued pressure, or even tightly squeezed in the examination 
if deemed judicious. A little mutual play of the hands work- 
ing together in this way, at first in one direction and then in 
the other (see Fig. 7), will thus allow the whole organ to^ be 
accurately outlined, completing a very satisfactory examina- 
tion. 'When the abdominal walls are rigid and cannot be dis- 
placed into the pelvis by the outside hand sufficiently to give 








Fig. 


flexed uten. represent the abdominal vrolls displaced doA^-ward, 

a r vaginalflnger at the same 

Hand C, and thnsdeterminmgthe 

size and form of the ovary. 

the necessary plane of resistance against which to palpate t le 
ovary, or when the vagina is unusually deep or the examina- 
tion painful, tbe object in view can be attained by putting the 
yatieb completely .mder an aneethetle. Tins 
once mavted relaxation, and the ease with which diffionltie 
previously insurmountable are tbns overcome is often asto - 
isliino-. Such is tbe simple bimanual examination. 

Isot to be prolix, I will omit any description of tbe two re- 
mainiiio: metbods of examination as conducted per 
because these are more efficiently applied through tbe rectum, 
tbe same rules governing both, mutatis mutandts. 
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THE EEGTAL EXAjNtlKATION. 

While the exaramiTig finger in the vagina is always im- 
peded by the low attachment of the vanlt of the vagina to 
the inferior part of the utenis, we have in the rectum, as will 
be seen by reference to Figs. 8 and 9, a channel in which no 
such limitation exists. 

A rectal examination is conducted in this way : 

After thorough evacuation of tlie lower bowel, the well- 
oiled index finger is introduced through the anus and carried 
up behind the uterus, invaginating the • pelvic floor, as previ- 
ously described, until the finger attains the upper third of the 
pelvis. There is usually some difficulty in finding the passage- 
way up behind the cervix at the “ third sphincter,” on ac- 



Fiq. 8. Fjd. 9. 

Fig. 8 is a diagrammatic representation of the relation of the rectum to the posterior 
surface of the uterus, showing the advantage of a rectal over a vaginal examination. 
Fig. 9 shows the palpation of the posterior surface of the uterus through the rectum. 


count of a number of lax folds, just below this point, which 
catch and embarrass the finger in its effort to discover the 
smaller communication with the bowel above. This small 
opening must, however, be gently and patiently sought. 
When it is found, the finger suddenly slips upward into an 
apparently free space without limit above. By this means 
the whole of the posterior surfaces of the uterus and broad 
ligaments is exposed to touch. 

The bimanual examination then begins by using the ex- 
ternal hand, as already described, to push down the abdom- 
inal walls, keeping the pelvic structures from being displaced 
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upward out of reach while the palpation hy means of the hand 
within the rectum proceeds.* 

The thin walls of the wide rectum lying immediately be- 
hind the uterus afford a ready means of examining minute de- 
tails of the uterine and ovarian surfaces. 

In a rectal examination the pressure from above is to be 
directed somewhat differently from that in the vaginal ex- 
amination — starting a little nearer to the anterior wall of the 
pelvis, and possessing more the motion of scooping the ovary 
downward and backward within reach of the inside finger. 

The ovary is, as a rule, quickly recognized by sweeping the 
rectal finger, aided as described from above, laterally to the 




Fig. 10. Fig. 11. 

Figs. 10, 11, 12, 18 show the mechanism of the production of an artiflcialretroposition 
of the uterus— 10, throwing the fundus up; 11, catchingthe fundus with the outside hand; 
12, forcing the fimdus hack into' the hollow of the sacrum, and rotating the cervix for- 
ward; 13, the external hand maintains the displacement while the internal finger pal- 
pates. 

uterus and over the posterior surface of the broad ligament, 
until the easil}’^ displaced but always returning characteristic 
ovoid structure is found. 

It may prove at this juncture that the outside hand is not 

' Witli practice and the attainment of great skill the external hand will 
do much more than is here described. It can actually be used to hand the 
pelvic structures to the pelvic finger or fingers, and then to play these 
structures over the sensitive pulp of the vaginal or rectal fingers, while these 
remain in one place and position. I wish here, however, to speak more of 
the elementary and the essentials. 
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bearing down in just the right direction to assist the hnger. 
within. A little readjustment to one • side or the other cor- 
rects this error, when the ovary can be carefully examined in 
its length and breadth and over its whole surface, even to the 
-extent of detecting distended follicles, pits, or other topo- 
graphical peculiarities. The finger can also be inserted under 
the dependent free border of the ovary, and upon lifting it 
up test its mobility or discover the slightest peritoneal adhe- 
sions. 

II. BIMANUAL EXAMINATION OF THE UTERUS AND OVARIES IN 
RETROPOSED ANTEFLEXION. 

It happens at times with the best directed efforts that the 
whole of the posterior surface of the uterus and the ovaries 



cannot thus be satisfactorily examined, whether because an 
anteflexed fundus lies with the ovaries too far forward in the 
pelvis, or because the individual is so fat or the perineum so 
unyielding that the finger cannot reach far enough up into 
the pelvis. A satisfactory examination will be secured under 
these circumstances by making a different use of the external 
hand — ^pushing the utenis back into a temporary artificial 
-retroposition, and by this means bringing the body with its 
lateral structures within easy touch. 

The technique of this artificial retrodisplacement is the fol- 
lowing : The fingers are thrust down behind the symphysis 
and an effort made to catch the fundus and push it over back- 
ward. If this does not succeed, the index finger of the oppo- 
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site hand is introduced witliiu the vagina, throwing the fundus 
up and within reach of the outside hand (Fig. 10), which 
catches it (Fig. 11) and glides down on to the anterior face of 
the nteruB (Fig. 13), and, keeping up the backward pressure, 
the reti-oposition is completed (Fig. 12) by forcing the uterus 
into a reclining position in the sacral hollow. (See Figs. 10, 
11, 12, 13 and description.) 

If now, with the uterus thus artificially displaced, we intro- 
duce the examining finger high up into the rectum in the 
manner already described, while continuing the downward 
pressure from above (see Fig. 13), the clearness with which 
the posterior surface of the fundus uteri, and even a part of 



Fig. 14 illustrates the palpation of two small fibroid tumors on the posterior face of 
the uterus, which is in artificial retrodisplacement. 


the anterior face of the uterus, can at once be felt, is prac- 
tically equal to a digital examination of the naked uterus 
through an abdominal incision. By this means I have de- 
tected two fibroid tumors on the fundus and posterior surface 
of the body of the uterus, one of which was as big as, and 
the other not quite as large as, a pea (Fig. 14). 

But even here conditions may exist under which it will be 
difiicult to discover the ovaiy — when, for example, it is un- 
usually small, or when an exudate covers in the ovary on the 
broad ligament, or when there is some involvement of both 
ovary and the fimbriated end of the tube in a common inflam- 
matory process. A concealed or uncertain mass,.under these 
circumstances, may demand some more crucial test than its 
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resemblance in form and consistence to establish its identity. 
Such aw infallible guide exists in the utet'o-ovarian ligaments, 
which can be recognized as well-defined, prominent bands of 
tissue forming a prominent ridge on each side of the posterior 
surface of the broad ligaments near the fundus uteri. The 
quickest way to find this ligament is to run the finger, begin- 
ning at the cornu uteri, down the side of the uterus at its broad- 
ligament attachment. Two prominent folds are thus discov- 
ered on each side— the upper one, of which we are speaking, 
about one-fourth way down, and a lower sharp fold in the cer- 
vical region ; this latter is the utero-sacral fold sAveeping back 
towards the sacrum (see Fig. 15), 

Taking this upper, the utero-ovarian fold, as a leader, and 

"Vj 

fo 



Fig. 15 shows the two ridges felt in the broad ligament lateral to the uterus; the up- 
permost is the utero-ovnrian ligament. 

Pig. 10 shows how it is possible to palpate a small hydro-salpinx in this way per rec- 
tum. 

following it Avith the finger out from the uterus from one and 
a half to two and a half centimetres, it there widens out into 
a hard body which is always the uterine pole of the ovary. If 
this body is but ill-defined, or more or less fixed, or continu- 
ous with an indistinct mass laterally, the evidence of the in- 
volvement of the ovary in pelvic peritoneal inflammation is 
established. 

We can also make another use of the ovarian ligament and 
the cornu uteri by taking them as guides to the top of the 
broad ligament, about one and a half centimetres above, 
Avhere there is no doubt that the little, elongate structure there 
felt, parallel to the ovarian ligament, and gliding so readily 
between the finger Avithin and the depressed opposed abdo- 
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minal wall, is the Fallopian tube, which can often, in its nor- 
mal condition, be traced out along the top of the broad liga- 
ment towards its ampullar end. The slightest thickening 
makes the whole tube at once easily paljiahle. I have in this 
way detected a hydro-salpinx where the tube has not con- 
tained more than three or four centimetres of fluid (see Fig. 16). 

III. THE TRIMANHAL EXAMINATION WITH ARTIFICIAL DESCENSUS 

UTERI. 

We now come to a third alternative in the methods of ex- 
amination, which I have called the trimanual because it em- 



Fig. 17. Fig. 18. 

Fig. 17 shows the uterus brought down within easy reach of the recta) finger by 
traction on the cervix. 

Fig. 18 shows the corrugated tenaculum hooked into the anterior lip of the uterus, 
preparatory to bringing it down towards the vaginal outlet. 

ploys three hands. The essential feature here is the fact that 
the normal uterus will bear a displacement downward, or, 
more literally, a forced descensus, until the cervix appears at 
the vaginal outlet, without any damage from traction upon 
the intrapelvic supports. 

The trimanual examination is conducted in this way : 
Catching the anterior lips of the cervix with a pair of bullet' 
forceps or a tenaculum, it is drawn slowly down without re- 
sistance towards the vaginal outlet. An assistant takes the 
tenaculum, holding the uterus just at, or from one to two centi- 
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metres above, the vaginal outlet, while the operator makes a 
-bimanual examination through the rectum and abdominal walls 
upon uterus and ovaries thus subjected to the maximum down- 
ward displacement (see Fig. 17). The facility with which the 
uterus and its adnexa can thus be reached is even greater than 
by the preceding method. 

To obviate the awkward necessity of employing an assistant 
to hold the uterus down while making this examination, I 
have invented a tenaculum to be hooked into the cervix and 
drawn down, the handle of the tenaculum being grasped in 
the pelvic hand between the ball of the thumb and the last 



PIQ. 19. Fig. so. 

Fig. 19 shows the uterus brought down to' the vaginal outlet by means of the corru- 
gated tenaculum. 

Fig. so shows how the corrugated tenaculum may be gi-asped in the same hand which 
is engaged in examining the uterus through the vagina or through the rectum, while^the 
outside hand depresses the abdominal walls, assisting in the palpation of ovaries and 
tubes. In this way two bands do the work of three. 

phalanges of the second and third or third and fourth fingers, 
or, in a rectal examination, it may simply be held between the 
dorsal surface of the third and the palmar surface of the 
fourth fingers. This leaves the index finger of the same 
hand perfectly free to make the examination with the usual 
assistance of the abdominal hand above (see Figs. 18, 19, 20). 

To get a good hold on the tenaculum, I have made it flat 



/ 


142 DUDLEY : A PLASTIO OPERATION TO 

and corrugated, calling it from this the corrugated tenaculum. 
I make constant use of this little instrument, finding that it 
assists me most of all in examining young women. 

Thus by one or other, or several of these methods in succes- 
sion, the uterus, the broad ligaments, the ovaries, and the 
tubes are within reach of a most thorough and searching exami- 
nation, revealing at once the smallest abnormalities. Ought 
not every gynecologist to be well posted in this matter ? 


A PLASTIO OPERATION DESIGNED TO STRAIGHTEN THE 
ANTEFLEXED UTERUS.’ 


E. C. DUDLEY, M.D., 

Professor of Gynecology, Chicago Medicol College. 
Chicago, 111. 

(With seven woodcuts.) 


A. COMPREHENSIVE Study of pathological anteflexion would 
have to take into account those abnormal conditions which 
belong to it, and which may have the relation of cause or of 
effect, or be a concurrent result of some common cause. This 
paper, however, is limited to the consideration of a plastic 
operation designed to straighten the antefiexed uterus. 

A distinction between normal and pathological anteflexion 
would show that an essential factor in the former is mobility 
at the angle of flexure, which permits the degree of flexure to 
vary within certain defined limits. The limit of noianal an- 
teflexion, according to Schultze, is 48°. Fritsch says 90°, and 
he may be right. The variation is somewhat commensurate 
with the varying quantity of fluid in the bladder. 

If the body of the uterus rest upon the bladder, it must rise 
as the bladder becomes distended ; and, conversely, if the 
urine be di’awn through a catheter while the woman is lying 

' Read, by invitation, before the New York Obstetrical Society on No- 
vember 18th, 1890. 
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on her bach, the nterns, notwithstanding the opposing influ- 
ence of its own weight, immediately follows the receding 
wall of the bladder and returns through an angle of 48°, or 
possibly even 90°, to its accustomed position. The dotted 
lines in Fig. 1 indicate the degree of normal version and 
flexion consequent on the varying quantity of fluid in the 
bladder. 

When the flexure has gone beyond the normal limits and 
become pathological, two principal results may occur, espe- 
cially if there be immobility at the angle of flexure : 



1. Collapse of the blood vessels at the angle of flexure, with 
consequent obstruction to the circulation, passive congestion, 
and hypersecretion of a vitiated mucus. 

2. Collapse and obstruction of the titerine canal at the angle 
of flexure, with consequent retention of this vitiated secre- 
tion, which may decompose and become a potent source of 
irritation, so that the uterine mucosa can neither produce its 
normal menstrual decidua nor furnish a safe resting place for 
the impregnated ovum. 

The symptom-group, therefore, of this class of cases gene- 
rally includes uterine catarrh, dysmenorrhea, and sterility. 
Fig. 2 represents such a pathological anteflexion. 
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As tlie fecal matter passes the cervix during defecation, a 
force is applied to its posterior wall in tlie direction of arrow 
A. At the same time a fixation of the abdominal muscles 
which involuntarily goes with the least straining, whether in 
urination or defecation, results in a force upon the corpus 
uteri in the direction of arrow B. Thus the flexure is in- 
creased and perpetuated with each act of defecation or uri- 
nation. 

The mechanical indication clearly is to straighten the ute- 
rus, so that ; 

1. It may he out of range of the forces above mentioned. 

2. The circulation may he relieved. 



3. The uterine canal may perform its function as a drainage 
tube. 

The mechanical treatment of this displacement includes 
four well-known procedures : 

1. Division of the cervix. 

2. Dilatation of the uterine canal. 

3. The use of electricity. 

4. The application of the stem pessary. 

Posterior division of the cervix often gives relief by 
shortening and straightening the uterine canal, but it leaves 
the uterus still flexed — that is, it overcomes the obstruction in 
the uterine canal, but notin the blood vessels. Moreover, the 
divided cervix is prone to reunite and leave a cicatricial con- 
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traction at the os externum. The operation is in the right di- 
rection, hut it is inadequate. 

Dilatation of the uterine canal, whether by tents or by 
steel instruments, is disappointing in a large proportion of 
cases, both in straightening the uterus and in relieving the 
symptoms ; and when the procedure has been followed by good 
effects, these Have not been as permanent as one could desire. 
Besides, tents are dangerous, and moderate, forcible dilata- 
tion has in my hands twice resulted in an alarming rupture of 
the uterus, although in neither case did any serious conse- 
quences follow. 

Electricity is also a very useful agent, but not b}’’ anj' means 



Fig. 8. 


effective enough to stand alone as the accepted treatment of 
pathological anteflexion. 

The intra-uterine stem jjessary has properly been called a 
“good thing to watch.” 

These methods having been unsatisfactory, I have devised 
the plastic operation about to be described, which has been 
performed in the fourteen cases tabulated below. 

The operation is performed as follows : Everytliing con- 
nected with the operation has been rendered surgically clean. 
Dnder ether the uterus is exposed by Sims’ speculum. The 
uterine canal is dilated, by means of a Palmer’s or a light Ellin- 
ger’s dilator, sufficiently to- permit the introduction of a small, 
dull spoon curette. The object of the curettement is to re- 
10 
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move any granulations wliich may give rise to hypersecretion 
or to menorrhagia. The endometrium is then thoroughly 
irrigated with hot sterilized water. 

Then the cervix is divided with scissors backward in the 
median line considerably past the utero-vaginal attachment, 
as shown in Fig. 3. 

The cut surfaces on either side are held apart by means of 
two tenacula, one in the hand of the operator, the other in 
the hand of an assistant, while the incision is somewhat 
deepened by means of a scalpel, especially on the side of the 
cervical canal. On each side the surface thus incised is now 



Fig. 4. 


folded upon itself and secured by silkworm-gut sutures, as 
shown in Figs. 4 and 5. These sutures are not introduced 
in such a manner as to stitch the intracervical to the vaginal 
margin of the cut surface, but the cut surface is folded upon 
itself in a direction at right angles to this — i.e., on either side 
of that point at the margin of the os externum where the back- 
ward incision commenced — and is stitched to the very angle of 
the incision, so that the cut surface is folded upon itself, not 
from within outward, but from before backward. Thereby 
the os externum is carried directly back to the angle of the 
incision. 

Already the cervix has commenced to point backward in 
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its normal direction toward the hollow of the sacrum, instead 
of forward toward the vaginal outlet (see Fig. 5). 

Then the anterior lip of tlie cervix is caught with a ten- 



Fia. S, 

aculum and partially lemoved, as indicated by the dotted 
lines in Fig. 2, which shows a sectional view of the incision. 



Fio. 6. 


This incision should extend to the os externum, hut not into 
it. 

Fig. 6 shows the incision with sutures in place, for the 
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purpose of folding the exposed surface upon itself from side 
to side. 

The removal of a portion of the anterior lip is not only 
not a mutilation, but it may even correct a deformity, because 
in anteflexion the anterior lip is often elongated in conse- 
quence of the relatively greater pressure exerted upon the 
posterior lip by the posterior vaginal wall. 

Pig. 7 shows the sutures all' tied and the operation com- 
plete. 

Conjoined examination upon completion of the operation 
in each of my cases has invariably shown the uterus either 
to have been straightened or the anteflexion to have been 



reduced quite within physiological limits. The results’ have 
been substantially the same whether the point of flexure was 
at the os internum or below it. 

The two posterior lines of sutures have the effect of trans- 
planting the os externum to the very angle of the posterior 
incision. The anterior sutures have the effect of carrying the 
cervix back by a distance equal to one-half the length of the 
anterior cut surface which has been doubled upon itself. By 
this means a permanent change is effected in the direction of 
the cervix, which is quite equal to overcoming the flexure. 
As the result of the anterior portion of the operation, the 
uterus is lifted also to a higher plane in the pelvis, where it 
ceases to be a mechanical irritant to the bladder. 
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I have not operated for the reduction of anteflexion in the 
very small, undeveloped uterus. The contra-indications for 
the operation would in general be the same as in other opera- 
tions upon the uterus. 

On pages 150 and 151 is a tabulated statement of the 
fourteen eases in wliich I have performed this operation.' 

The results are classified under two columns, one for the 
mechanical and one for the symptomatic results. My own 
14 cases and Dr Watkins’ 4 cases would seem to estab- 
lish the fact that the operation fulfils the mechanical indica- 
tion. But its value as a therapeutic measure cannot be de- 
termined imtil after a more extensive observation of the 
symptomatic results than is now possible. 

Of my own 14 operations, 1 was performed only a few 
days ago, and the symptomatic results therefore are not yet 
known. In 1 case the results were negative, in 1 there was 
improvement, and in 1 symptomatic relief followed, but not 
until forcible dilatation of the sphincter ani muscle. It is 
difficult to understand how this procedure could have relieved 
the dysmenorrhea, but I have classified the result as uncer- 
tain. 

In 10 cases the symptoms have been relieved, and, so far as 
I have been able to obtain information, the relief has been 
continuous. 

In 4 of my cases one of the indications for the operation 
was sterility, but in the few weeks or months since operating 
conception has not occurred. However, these patients have 
all been relieved of other disabilities. 

I trust the Society will not understand me as having pre- 
sented this operation as a panacea for all the maladies of pel- 
vic origin in which there happens to be a pathological ante- 
flexion. Undoubtedly the cases must be very numerous in 
which the anteflexion is rather an incidental than an essential 
factor. 

My hope is that the operation may prove of value when the 
indication to be fulfilled is wholly or in part mechanical. 

' To this list of cases may be added four more iu which the operation 
has been performed by Dr. T. J. Watkins, of Chicago, who 'informs me 
that his results are substantially the same as my own . 
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Mrs. J. A. K.. April 12th, 1890. Very acute anteflexion Dysmenorrhea, cephal- Cure Dysmenorrhea and cephalalgia have 

at internal os. algia, neurasthenia. remained cured since operatiou. 

' General healtli improved. 




14 Miss E. P November 12th, Very acute anteflexion Dysmenorrhea, uterine Cure Has not menstruated since operation. 

1890. between internal and catarrh, 

external ora. 
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CONCEA.LED ACCIDENTAL EIEMORRHAGE DURING LABOR, 
WITH A REPORT OP A FATAL CASE.> 


DT 

HENRY C. COE, M.D.. 
New York. 


This accident is so rare, especially under the conditions 
mentioned in the title, that the writer feels that he owes it to 
the profession to report a fatal case, the circumstances attend- 
ing which rendered it the most distressing that it has ever 
been his misfortune to witness. The patient was a primi- 
para, age 20, in excellent health, and with a perfect family 
history. She was of a highly nervous temperament, and suf- 
fered from dysmenorrhea before marriage, due to anteflexion 
and cervical endometritis. She became pregnant within a 
few days after her marriage, and, after the usual disturbances 
of the early months, felt better than she had as a girl. She 
was carefully prepared for her accouchement, and no local 
or constitutional trouble was ever discovered. During the last 
few weehs of pregnancy she was disinclined to take exercise 
on account of backache and pains in the lower limbs, but her 
appetite was unusually good and all her functions normal. A 
thorouglily reliable nurse was with her for ten days before 
her confinement. On the evening of September 6th she be- 
gan to have fugitive pains, and I was called to see her at 9 
o’clock. I found her in good condition, with such slight 
pains that I felt some doubt as to whether labor had actually 
commenced. She was quite stout, so that her abdomen was 
unusually prominent. Palpation revealed nothing abnormal ; 
the fetal heart was distinctly heard. ' The head was presenting 
in O. L. A., the os barely admitting the finger-tip. The 
lower uterine segment was dilated, and the head, which was 
large, was low down. I advised the patient to sit up and 
walk about, and returned home for my obstetiic bag. I saw 

' Rdad at a meeting of the New York Obstetrical Society, December 2d, 
1890. 
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lier again an hour later, and found the situation practically 
unchanged, the pains being slight and irregular. I predicted 
that the first stage would be prolonged, but saw no indication 
of any abnormality. As the patient was nervous and hyper- 
esthetic, I refrained from frequent examinations. During 
the next three hours the pains became more severe and were 
located in front below the umbilicus ; but I noticed that the 
uterus contracted imperfectly, while dilatation was slow. 
'Warm vaginal douches and opium were given, with the view 
of relaxing the rigid os. The patient was up and about at in- 
tervals, with a good pulse, and the fetal heart was heard. 
At 3 o’clock in the morning some progress had been made, 
but the pains were still inefficient; and she was very nervous 
and uneasy. She complained of a constant pain in the lower 
part of the abdomen, but, as she had always been hyperes- 
thetie, I could not discover any spot which was particularly 
sensitive. As her pulse was good and she was inclined to 
sleep, I left her iu charge of the nurse, and took a short nap. 
I was called by the nurse at half-past 6 o’clock, as the patient 
had had a slight hemorrhage. On examination the os was 
found to be about half-dilated and the head firmly engaged, 
the membranes being intact. The pains had become stronger 
and had assumed the character of true labor pains. On pal- 
pating the abdomen I was at once struck with the fact that 
the uterine tumor was larger and softer than at my previous 
examination, and that I could not map out the fetal parts as 
distinctly as before. The patient’s pulse was accelerated, but 
not especially diminished in volume. She expressed herself 
as feeling weak. I was unable to hear the fetal heart, and at 
once stated to the family that delivery ought to be speedily 
accomplished in the interest of the child. At the same time a 
suspicion entered my mind that a hemorrhage might be taking 
place into the uterus. I sent for Dr. E. H. Grandin, who ar- 
rived within forty minutes. While I was in an adjoining 
room writing a note to him, the patient was allowed to use the 
commode, and while so doing had a profuse hemorrhage. 
Strong bearing-down pains now began. I ruptured the mem- 
branes, and, after giving a stimulant, used chloroform for the 
first time. The head descended rapidly, and when Dr. Gran- 
din arrived dilatation was complete. He promptly confirmed 
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my suspicion and advised immediate delivery, as the pulse 
had become much weaker. Ether was substituted for chloro- 
form, the forceps was applied, and a large dead child was 
quickly delivered. Dr. G-randin (to whom I feel under the 
deepest obligations for his admirable assistance) maintained 
compression of the uterus, and at once expelled the detached 
placenta, several large clots, and over a pint of fluid blood. 
All the means of arresting hemorrhage were at hand. As the 
uterus remained flabby, manual compression, ice, intra-uterine 
injections of hot water, solutions of vinegar and subsulphate 
of iron,' were resorted to in rapid succession, accompanied by 
hypodermic injections of ergot, digitalin, nitroglycerin, whis- 
key, and ammonia. The uterus contracted, but again re- 
laxed, whereupon intra-uterine faradization was tried. The 
abdominal aorta was compressed and Esmarch’s bandages 
were applied. There was not excessive external hemorrhage, 
but the uterus remained relaxed, and several clots were re- 
moved from it. The patient’s pulse had become so alarming- 
ly weak that hot rectal injections of whiskey and salt solutions 
were given, with frequent hypodermics. There was no time 
to procure tampons, and the hemorrhage had now ceased, so 
that we concentrated our efforts upon reviving the flagging 
heart, but without success. Dr. Fordyce Barker had been sent 
for, but did not arrive until the patient was breathing her 
last. She died about an hour after deliver^'. 

Examination ,of the child showed that it was a fully de- 
veloped male, w'eighing at least nine pounds, with a large 
head which Dr. Grandin considered as hydrocephalic. The 
placenta was the seat of general fatty and calcareous degene- 
ration. Owing to force of circumstances it was unfortunately 
.thrown away before a minute examination could be made to 
determine, if possible, the point at which the detachment 
began. 

Several questions naturally suggest themselves in connection 
with this sad case, and the writer will feel greatly obliged if 
the Fellows will comment upon them freely and unreservedly. 
Among these, the one which has most often recurred to his 
mind is this : Could the accident have been foreseen, and was 
any indication of the occurrence of the same overlooked pre- 
vious to the first external hemorrhage and the sudden accele- 
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ration of the pulse ? The only symptom which was suspicious 
was tlie absence of strong labor pains and the constant pain 
in the lower portion of the abdomen ; still I cannot regard 
this alone as an evidence that hemorrhage was taking jilace 
all night, since the patient’s pulse gave no indication of dan- 
ger until I was called in the morning. Tlie nurse, who has 
had a long training in the after-treatment of laparatomy 
cases, was conhdent that there were no signs of internal 
bleeding before she called me, and, indeed, until the patient 
arose from her bed to use the commode. Granting, as we 
must, that the placenta had begun to be detached some time 
before blood escaped per vaginam, the loss had hitherto been 
so slight as to give no clue to the true condition of affairs. 
May not the entire placental detachment have occurred while 
she was up ? 

In this case we must note the following departures from 
the usual histoiy : 

The patient was a healthy primipara. The accident is 
rare in primiparae, as compared with mnltiparce, in the ratio 
of one to eight. 

Mo cause could be discovered, aside from the condition 
of the placenta and the irregular contraction of the uterus. 

Signs of internal hemorrhage were late in appearing, since 
they folloxoed rather than 'preceded the profuse external effu- 
sion. Mo blood escaped externally from the time the mem- 
branes were ruptured until after the child was delivered. 

As regards the management of the case, when the diagno- 
sis was established the os was half-dilated and the head was 
engaged. To have attempted version then would have been 
unwise. Mo time was lost in delivering with the forceps. 
It should be noted that even before the os was dilated the 
head was firmly wedged ; the di^ended uterus might easily 
have been ruptured if version had been attempted at this 
time, the child being large. However, in another ease I 
would certainly take the risk. 

The history of the case justifies Goodell’s inference that 
the cause of death in these cases is not alone the loss of 
blood, but is also the shock incident to the sudden and exces- 
sive distention of the uterus. My patient’s heart showed 
signs of failure before the post-partum oozing began. Atony 
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of the uterus was clearly a result of the hyperdistention. 
The amount of blood lost in consequence was not excessive, 
hut it was enough, added to the previous hemorrhage and 
shock, to destroy her life. Every preparation should he made 
before delivery in these cases to arrest the inevitable post- 
partum bleeding. 

Delay in this case, as is still counselled by. some writers, 
would simply have resulted in the patient’s dying undelivered. 
I am firmly convinced that the only chance of saving the 
mother lies in emptying the uterus as soon as possible. 

If there is any one lesson more than another which should 
be learned from this ease, it is this : The most rare and 
serious complication may occur in any patient and at any 
stage of the labor. Jjong exemption from accidents renders 
us too confident. Our next case may be our worst. It may 
be, as in my unfortunate experience, in a home of wealth and 
refinement ; it may be in a tenement house. The practice of 
obstetrics is a serious business, calling for something more 
than a blind confidence in the powers of nature. Frequent 
palpation of tlie abdomen, auscultation of the fetal heart, at- 
tention to the mother’s pulse, an earnest scrutiny of all the 
phenomena of labor, though they are such an old story to us 
— these precautions can alone prevent us from being surprised 
and overwhelmed, as I was, by a sudden and unlooked-for 
calamity. 

While no one would be so presumptuous as to expect to im- 
prove upon Goodell’s classical paper on “ Concealed Acci- 
dental Hemorrhage in the Gravid U terus ” (American Journal 
OF Obstetrics, August, 1869), I hope at a later day to be able 
to supplement it by adding to his list of one hundi’ed and six 
cases those Avhich have been reported during the past twenty 
j’-ears. So far as ray researches have extended, nothing is to 
be added to the deductions which he draws, no new light 
having been thrown upon the etiology, symptomatology, or 
treatment of this, the most fatal of all uterine hemorrhages. 

It is curious to note how generally later writers on this sub- 
ject have overlooked his exhaustive paper. Thus Brunton 
{British Med. Journal, 1871), writing two years after its 
publication, says that no cases of accidental hemorrhage had 
been recorded for ten years ! He had been able to collect 
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only thirtj^-tivo in all, in twenty-six of which the cause was 
“irregular uterine contractions.” He reports four cases of 
his own (without details), in which alhthe mothers recovered, 
due, he thinks, to the fact that he did not rupture the mem- 
branes until dilatation was complete. As he expresses it, he 
“rallies the patient until sufficient relaxation of the parts has 
taken place to facilitate rapid, but not too rapid, delivery.” 
But all the evidence shows that most of the Avomen who have 
died undelivered were treated in precisely this dilatory way. 

[As the writer is engaged in the preparation of an extended 
paper on this subiect, he will be greatly obliged to the pro- 
fession for reports of similar eases of serious hemorrhage due 
to premature detachment of the placenta, especially those 
occurring during labor at full iorm.~\ 

27 East 64Tn Street. 


THE INFLATED-RING PESSARY : ITS APPLICATION 
AND RESULTS.' 


BY 

SARAH E. POST, M.D., 
New York. 


When one has advanced a suggestion, especially if that sug- 
gestion has been received with a certain amount of considera- 
tion, I think that the originator of the suggestion has a fur- 
ther duty. I think that it is his duty, after the lapse of a 
certain time, to accpiaint his audience wdth the results of his 
riper experience ; to let his audience know wffiether the rem- 
edy has continued to be a success, or whether it has become a 
failure in his hands. This belief is niy excuse for bringing 
before you again the subject of the possible uses of the old 
inflated-ring pessary. 

In the Hew York Medical Record oi January 18th, 1887, 
and again in the Hew York M^edical Journal of September 
24:th, 1887, 1 detailed a number of eases which had beenbene- 

' Paper presented to the Alumufe Association of the Woman’s Medical 
College, December 17th, 1890. 
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fited by tlie use of this ring. These cases were, first, cases 
of fissured cervix with eversion and catarrh. The pessary in 
these cases seemed to act as the elastic bandage upon varicose 
ulcers elsewhere, diminishing the engorgement and promot- 
ing healing without any other treatment. After the patient 
had worn the ring for a few Aveeks, the everted parts Avould 
be found to have assumed their normal relations, often being 
then separated by merely a vertical slit. The improvement 
obtained in these eases was more rapid than from any other 
non-operative treatment, and jDersisted for at least a number 
of months. 

The second class of cases for Avhich the ring was recom- 
mended were cases of stubborn retrofiexion — ^i-etrofiexions 
which it was found impossible to support by a hard-rubber 
lever pessary. Such cases are the two following : 

Mrs. , 15 years of age, of good social position, and pre- 

vioxisly treated by a number of prominent gynecologists, had 
been an inmate of one of the private hospitals of the city for 
some time. She was seen by me in the early part of last 
Avihter. "With an appearance of blooming health, she xvas 
highly hysterical, was constantly in tears without apparent 
cause, and was afraid even to go upon tlie street alone. She 
had no direct symptoms of uterine trouble, but said that she 
had had gynecological treatment and that slie had at several 
different times worn pessaries, Avhich had always exaggerated 
her nervousness. Examination showed a large, retroflexed 
uterus having a tender point just at the angle of flexion. 
The behavior of the patient led me to locate this point as a 
hysterogenic area. Two distinct sulci in this case marked the 
lines at which two separate pessaries had embedded themselves 
in the still retroflexed organ. Just here I find my great ob- 
jection to the hard lever pessary. If not watched, the heavy 
body is apt again to fall back over the posterior bar, and the 
last condition of the patient be worse than the first. 

In this case galvanic applications were made through the 
sensitive area, and the body was replaced, at first with tam- 
pons, and later by the use of the inflated ring. The sensitive- 
ness entirely disappeared, and the patient is now Avearing a 
hard-rubber lever pessary and is passing through the suppres- 
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Sion of tlie inenoioanse with a tolerable degree of comfort. 
The mental symiitoms have not returned. 

Another case is that of a worhing girl who presented her- 
self at the Demilt Dispensary several years ago for vertical 
headache and a sense of loss of mind. She still periodically 
presents herself with the old symjitoms. She invariably en- 
ters the examining room with the remark, “ 0 doctor, I am 
going crazy sure this time.” It is useless to talk to her, to 
reason with her, when she is in this state ; she is not amen- 
able to reason But to the question, “ Where is your ring?” 
her usual answer is, “ It is in my pocket, ” or, “ It is at home.” 
This girl has a sharply retroflexed uterus. Apparently it can- 
not be supported by a hard-rubber ring. Again and again it 
has fallen over the posterior bar. With a well-fitted infiated 
pessary the body is lifted to a position at a right angle to the 
cervix and the discomfort is relieved. The patient now 
menstruates without pain, she eats and sleeps well, the color 
comes into her cheeks, she gains weight, and her mental symp- 
toms disappear. Let the ring collapse, however, or let her 
become careless in regard to its application, and she becomes 
again haggard, pale, anemic, and melancholy. 

The third class of cases for which I advised the inflated 
ring were eases of ovarian prolapse. It is a curious fact that 
we do not find so many prolapsed ovaries as we used to, since 
we have learned to recognize disease and ju’olapse of the tubes. 
Still such eases do exist. I held, four years ago, that pro- 
lapsed ovaries were painful, not on account of their inflam- 
mations, as a rule, but on account of their prolapse and com- 
pression ; and, further, that a prolapsed ovary, supiiorted, was 
a comfortable ovary, even though considerably congested and 
■diseased ; further, that a prolapsed ovary, supported for one 
or .two years, would spontaneously take on a healthier action, 
as a rule, and that its suspensoryligament would in that length 
of time recover its tone and support be no longer required. 
A longer experience has but confirmed me in this view. The 
majority of prolapsed ovaries need only patient, protracted 
treatment. Bor this persistent support I still know nothing 
equal to the inflated ring. 

The fourth class of cases, often complicated with that to 
which reference has just been made, is the class of salpingitis 
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with prolapse of the tubes. Mr. Tait refers to this class of 
cases in distinction to cases of pjo-salpinx, hemato- and hydro- 
salpinx, as “those who suffer most, presenting, as they do, ad- 
hesions between the ovaries and tubes and the surrounding 
viscera, and more particularly the peritoneal layer lining Doug- 
las’ pouch, and resulting often in a complete retroversion of 
the uterus and appendages — one of the most dreadful condi- 
tions with which the gynecologist lias to deal, and yet so ob- 
scure in their indications, often, that it is difficult for the un- 
skilled pathologist to see that there is anything the matter 
with them.” In my previous papers I asserted that with per- 
sistent treatment, first with hot douches and iodine and glyce- 
rin or boroglyceride to reduce the sensitiveness, and later 
by the use of the inflated ring, these cases might be practically 
cured. I suggested that the adhesions which bound the tubes 
gave way under the gentle but forcible pressure of the ring. 
I- still believe that this is precisely the course followed by such 
a case thus treated. 

The classic signs of simple chronic salpingitis are given as a 
dull aching or gnawing pain, radiating from the pelvis into the 
groins, exacerbated at the periods when fluid escapes. 2. Pro- 
fuse, irregular hemorrhages. 3. Constitutional impairment. 
I. Sterility. In addition I have found tliese cases afflicted by 
a peculiar nervousness, shown by confusion of thought, fear, 
and headache in some cases. Mere pain vdll not invalid a 
woman. Hemorrhages alone, unless profuse enough to threaten 
life, will not interfere with her intellectual or psychic equilib- 
rium. Constitutional infection may be borne, and the cachectic 
woman work on at her appointed task. But these cases of 
salpingitis present 8ymj)toms which are most disturbing to the 
woman’s whole economy. The woman is unhappy, depressed, 
anxious, or restless. A hundred forms are taken by this 
' nervousness. 

Physical examination in these cases may show little beyond 
thickening of the floor of the posterior cul-de-sac and shal- 
lowness of the posterior vaginal vault, the roof of which 
seems narrowed. The cervix may or may not be drawn back- 
ward and fixed. In other cases, after eliminating I’ectal ac- 
cumulations, you have still the sensation of something beyond 
the finger in Douglas’ pouch : you may get a confused sense of 
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several bodies forming an adherent massj and in still other 
cases you may be able clearly to outline your prolapsed ovary 
and tube, and tell to which side each belongs. Tait tells us 
that the main difficulty in diagnosis lies in difierentiating the 
prolapsed tube from an adherent coil of intestine. For a 
diagnosis, I think, however, that the history of the case 
helps. The treatment in the two conditions would be the 
same. T ou will notice that I do not pretend always to be able 
to tell what I have in the cul-de-sac. I do think, however, 
that I am able to tell that I liave something there which should 
not be there ; also that it is adherent, and whether or not con- 
traction of the adhesions is present. 

The peculiar suffering of these cases is, I believe, due to 
compression and friction exerted upon the fimbriated extremity 
of the confined tube. If, in one of these cases, active inflam- 
mation supervenes, and the tube is distended so as to lift the 
fimbriated extremity out of the hole into which it has fallen, 
as a rule the pain and nervousness cease. Many of you have 
remarked that the pain of salpingitis is due to the adhesions 
rather than to tubal distention or disease. The nervousness 
seems to me peculiarly associated with tlie fimbriated ex- 
tremity and its irritation. When jjrolapsed behind the uterus 
one can readily understand the friction to which it will be 
subjected between the often over-full rectum and the uterus. 
In this way I explain the difficulty in walking which is in my 
experience universal in these cases. A further proof of my 
theory lies in the immediate relief which support gives. Lift 
the cul-de-sac so that the adherent tube is beyond this con- 
stant source of friction, and the patient walks at once. I will 
detail thi'ee cases: 

Mrs. , 34 years old, married, four living children and 

three miscarriages. The last living child was born five years 
ago. Placenta forcibly removed ; fever ; never well since j not 
pregnant for three years. Suffers with constant sacral and in- 
guinal pain. Menstruates for ten days, when she has constant 
colicky pain which does not cease with the flow. Has any 
degree of comfort only for one week midway between her 
periods. She has headache most of the time, is irritable, 
dizzy, her eyes trouble her, and she feels weak and debilitated. 
Has a yellow discharge before and after menstruation. After 
11 
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■walldiig slie always feels worse. Examination showed ante- 
version of the uterus, with tenseness and tenderness of the 
posterior cul-de-sac. The patient presented herself in Eel>ru- 
•ary, 1888. For a month she was treated with tampons and 
the hot douche without much improvement. In April the 
inflated ring was inserted. The patient returned in one week, 
saying that she felt comfortable, but that a profuse watery 
discharge was coming away from her since wearing the ring. 
A week later this discharge had ceased, and her subsequent 
menstrual period lasted but three days. May 25th, examina- 
tion showed the right broad ligament still prolapsed, but no 
great sensitiveness and no tense bands. The patient says that 
when the ring is left out she has a return of her backache and 
with it irritability of temper. With the ring in position she 
feels well and can walk as far as any one. She has now no 
discharge wliicb she can notice. Seen two years later, she 
had altogether discontinued the ring and her improvement 
had been permanent. She remained sterile. 

Another case is that of an unmarried woman, 35 years of 
age, who presented herself at the Demilt Dispensary in Janu- 
ary, 1890, with the follo^ving history : Three years ago she 
was very sick, was three weeks in bed, during which time she 
had to have medicine “to keep her quiet.” She never has 
been well since. She is a domestic. She has leucorrhea, and 
profuse menstruation lasting a week ; saturates three napkins 
a day; has pain which begins one week before and lasts for a 
week after the flow ; has also a constant aching in the inguinal 
regions and back ; can scarcely drag herself up-stairs ; would 
rather die than live, and is willing to have any operation 
which will decide the matter. Examination showed tender- 
ness and fulness posterior to the uterus. The patient ob- 
tained some temporary relief from tampons, but on their re- 
moval her return of suffering was so impressive that slie would 
forget her benefit. She continued utterly hopeless, and 
laparatomy was seriously considered in her case. . On account 
of a very narrow introitus, it was thought impossible for her 
to manage the ring. It was, however, explained to her, and 
her remark was, “It can’t hurt me worse than what I now 
suffer.” In May, therefore, an inflated ring was inserted. 
June 3d, she reported herself as wearing it both night and 
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day, because she felt so much more' comfortable with it in 
jjositiou. She now menstruated but three daj’^s, and saturated 
but a single napkin a da}'. In August she could go up-stairs 
without paiu. She now had only one-half her previous flow, 
and but little pain, and had lost entirely the aching, dragging 
sensation. Examination showed still fulness and evome tender- 
ness in the cul-de-sac. December, 1890, she returned saying 
that for several months she had not worn the ring and her 
improvement continued. She is able to do her work, and 
looks and feels well. She now has a slight leucorrheal dis- 
charge before and after menstruating, but not otherwise. She 
is directed to wear the ring Avhen she has to do washing or 
other heavy work. 

A third case is that of Miss , 23 years old, unmarried. 

Came to me in 1887. Had had peritonitis in 1882 ; u’as six 
weeks in bed. Since tlien she has always had the most agon- 
izing dysmenorrhea and pain in walking, located in the right 
inguinal region. "While a large, well-built, handsome girl, she 
suffers from nervous prostration, and cannot walk a block 
“ without great suffering. Slie has had leucorrhea for a long 
time, the discharge being almost brown in color, wliile her 
dysmenorrliea has been so excessive that she has had to give 
up work and go to bed. She is a teacher, and if menstruation 
becomes established upon Friday this otherwise healthy young 
woman will remain in bed until Monday. Examination 
showed retroflexion, prolapsed left ovary, with tenderness-and 
fulness of the posterior cul-de-sac. It was found impossible 
to replace the uterus or ovary on account of adhesions. At 
the end of a month of preparatory, treatment the patient was 
obliged to leave the city, and tlie inflated ring was inserted. 
A month later she reported that she had menstruated without 
pain ; she had no headache, no pain in the side, and had stood 
constantly in teaching. Examination showed deepening of 
the cul-de-sac, the uterus in position, and the ovary beyond 
reach of the finger. There was still a sense of fulness of the 
cul-de-sac, but the tenderness had about disappeared. The 
patient could walk any reasonable distance. Six months later 
examination was made after the patient had been without the 
ring for a number of days. The uterus was in position, the 
ovary beyond reach. The patient had menstruated without 
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the ring and without pain. She was directed to discontinue 
the use of tl)e ring, unless her symptoms returned. 

A jear or two later this young woman became engaged to 
he married, and, to deal honestlj’’ with the man she was to 
marry, she told him that she had had pelvic treatment. By his 
desire she consulted a specialist, and, under the strong psychic 
influence to which she was subjected, her consent was easily 
obtained and Tait’s operation was performed. She “did beau- 
tifully after the operation, but the man, of course, did not 
now marry her, and in the meantime her position as a teacher 
had been sacrificed. I met her later and said to her: “With 
your physique, education, and this relief from the burdens of 
womanhood, you ought now to be able to do great things. Are 
you satisfied with the result of your treatment ?” She replied 
aimlessly, “I don’t know.” In fact, a distinguishing mark in 
her character now is her utter aimlessness as comj)ared with 
her ambition in former times. 

The fact that adhesions are broken up or stretched is shown 
by a deepening of the posterior fornix, the relief of distress, 
together with the persistence of improvement after the dis- 
continuance of the ring. Pregnancj' would be, I think, fur- 
ther proof of this jn-oposition. It is not easy to keep in 
communication with your cured cases ; consequently I have 
but three cases of jn-egnancy to report after this treatment, 
although the number with this result, of course, may be much 
larger. 

The first is that of Mrs. K., who presented herself at the 
Demilt Dispensary in August, 1888 ; 30 years old, five children 
and four miscarriages, the last a miscarriage fifteen months 
•previously, or in May, 1881. Complained of sacral and ingui- 
nal pain and profuse menstruation with dysmenorrhea. The 
flow recurs sometimes every two weeks. The intermenstrual 
flow may be omitted, but intermenstrual pain is always pre- 
sent. She has “ cramps ” every two weeks. At these times, 
although a working woman, she will be in bed for two or three 
days, and each time will suffer so that her friends ■will think 
that she must die. Examination showed a deeply fissiired 
cervix, the body in position, but the cervix dra-wn backward 
and' the parametric tenderness so great that the woman be- 
came faint, cold, and covered with perspiration at the slightest 
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touch. She could not hear the bivalve speculum at all. An 
attack of ‘‘cramps,” lasting several days, would follow' any 
disturbance of the parts. Tampons could not be applied so as 
to give support, and treatment was restricted to glycerin and 
the hot douche. In October an inflated ring was inserted, but 
there resulted so great an increase of suffering that its use 
had to be abandoned. In November the ring was again tried, 
and in spite of pain worn for a few hours at a time. After two 
weeks the fornix was found deeper and the backache had 
been somewhat relieved. From this time the ring continued 
to be worn with more or less regularity for a year, and the 
woman’s face now commenced to carry a smile instead of its 
former lugubrious appearance. She was able to do tlie work 
of her family with ease, and pregnancy supervened in June of 
the present year, so that she is nowin her seventh month, com. 
fortable, and with every evidence of a successful issue, the 
interval from her last pregnancy having been about four 
years. 

The second case of pregnancy is even more conclusive. 
The patient presented herself tlune 1st, 1888, a woman 28 
years old, married three years, sterile. Eight years before she 
had “caught cold,” and after that time had always had dys- 
menorrhea, the pain being chiefly located in the left inguinal 
region. She always went to bed for two days during her period. 
She did not suffer at other times, but had a constant yellow- 
ish discharge, and a cachectic appearance which strongly re- 
sembled that of children with joint abscesses ; it strongly sug- 
gested absorption of pus. The patient said that she had 
looked the same for six years. The woman was well built 
and otherwise healthy. On examination the uterus was found 
only two and one-half inches in depth and quite insensitive to 
the sound ; the cervix had, however, a reddened, angry appear, 
ance. I have noticed this irritated condition of the mucous 
membrane a number of times where there are collections in 
the tubes. It would seem to suggest the washing of the en- 
dometrium by an irritating dischai’ge. 

Further examination showed the uterus fixed, and two glo. 
bular masses also fixed in the pelvis, one to the left of the 
uterus and the other posterior and to the right. The latter 
was closely connected with the uterus. The posterior fornix 
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was short and tense. There- was here ho marked tenderness. 
The treatment consisted in the nse of the ring and the hot 
douche. At the end of a year the patient is entered as more 
comfortable, the uterus is more movable, the fornix is deeper, 
the tumors are smaller and softer, the cervix has a more healthy 
appearance. January, 1889, the patient reported a noticeable 
discharge of grayish matter “ the color of the wall.” Tinallj’- 
the right collection ceased to be dohned as a tumor, a thick- 
ening of the tissue having taken its place. About a year ago 
the patient discontinued treatment ; she felt perfectly well 
and menstruated without pain. In May, 1890, she missed her 
first menstrual period, and in September, 1890, she presented 
herself with many of the signs of pregnancy, and a tumor 
which was fixed in the pelvis upon the right side. Extra ute- 
rine pregnancy v/as suspected, and the patient was taken to 
Dr. Elizabeth M. Cusliier for consultation. Dr. Cushier’s 
wary reply was: “There is a tumor here upon the right side, 
but whether within the uterus or outside of it cannot be cer- 
tainly told.” The patient was directed to go to bed on the 
appearance of any unpleasant symptoms. Ihvo weeks later 
she presented herself again, with the tumor in the median 
line, representing plainly the body of the uterus, with a band 
an inch wide extending to the pelvic wall on the right side 
in the location of the previous collection. The pregnancy has 
progi’essed happily, and this band has stretched still further, 
although it is still plainly apparent. This woman was married 
in November, 1885, and, up to tlie present 2 ?regnancy, has 
been completely sterile. 

Of course this woman has still the ordeal of her delivery, 
and, as the case was plainly one of pyo-salpinx, she may have 
a serious time. But from what I know of women it seems 
to me that if this woman were intelligent enough to express 
the instincts of her nature, she would prefer to have fulfilled 
her destiny at the cost of her life rather than to have saved 
her life for a time at the sacrifice of all that has for five years 
made her haiijiiness — namely, the hope of maternity and her 
husband’s love. If the educated woman is aimless and hope- 
less after castration, what can you say ot the working woman, 
who must endure the sneers and reproaches, and perhaps the 
desertion, of a very rude man ? 
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I have still a third case, of ‘which, however, I have not exact 
notes. She came to me in 1S86, to my clinic at tlie Woman’s 
College, and in the moving of the college into its new hnild- 
ing I understand that these old record boohs have been de- 
stroyed. This patient had all of the classic symptoms of 
chronic salpingitis complicated by retroflexion. The peculiar 
nervousness of the condition was not absent. She obtained 
rehef by the use of hot water and the ring, and the adhesions 
were stretched or broken so that the uterus finally maintained 
its normal position for weeks without support. Last fall she 
felt particular!}' well, and for several months menstruated 
absolutely without discomfort. FolloAving this period of Men- 
ei/i'e she became pregnant, after sterility of six or more years’ 
duration. Her health remained good during the early part 
of lier pi'egnancy, but its final result I am unable to give, as 
I have not her address and slie lives out of town. 

It seems to me that I have proved my position. One preg- 
nancy might have been a mere coincidence, but three cases 
of pregnancy after sterility of four to six yeai's’ duration may 
reasonably be ascribed, I think, to the treatment which the 
cases received. 

In regard to the use of the ring, the women are instruct- 
ed to remove it and to leave it out at night. This is done so 
as to insure cleansing, and to give an opportunity for the 
muscular tissue of the vagina to recover its elasticity. Allowed 
to remain in position for two to three days, the inflated ring 
is a very nasty instrument. 

In regard to the disadvantages of this ring, first, it not in- 
frequently produces irritability of the bladder, and has to be 
discontinued for varying intervals for that reason ; second, 
where too large, instead of being retained under the pubic 
arch it has forced its way into the anterior cul-de-sac, taking 
a transverse position in the pelvis, so that it no longer gives 
posterior support, and a prolonged interval of non-use is re- 
quired to restore the integrity of the distended part. 

I have used the ring in cases of unmarried women, as jmu will 
have seen from my reports. It is a measure of the relief given 
by it, I think, that these unmarried women Avill attempt its in- 
sertion. I have especially watched to detei’inine whether any 
variety of masturbation appeared..to be inaugurated by its use, 
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and I have been absolutely unable to determine that such was 
the case. It will be remembered that these were all business 
women. I do not know bow such treatment would affect au 
idle girl ; but, as a rule, I think that treatment which restores 
health is less mischievous than a persistence of disease. In 
these cases the girl invariably forgets her ring or loses it as 
soon as discomfort no longer urges its application. I have 
consulted a number of married women also upon this point, 
and they have told me that the application of the ring was 
not at all calculated to excite orgasm, but that the douche was 
very likely to have this effect. I therefore avoid the douche 
so far as I can in cases of unmarried women. 

A special advantage of this ring is the fact that it can do so 
little harm. You can give it to a patient leaving town, with 
perfect confidence, because infi*om one to three months it will 
be worn out and useless. 


A CASE or CHYLE CYST. 


BY 

MENDES DE LEON, M.D., 
Amsterdam, Holland. 


These cysts belong to the order of swellings the appearance 
of which in the abdominal cavity is of the very rarest occur- 
rence. Indeed, only two cases have hitherto been recorded. 
In the first, by Kilian,' the patient, a woman aged 61, suffered 
from a tumor, lying retrojjeritoneally and several centimetres 
to the left of the linea alba, which was proved by combined 
examination not to be connected with the sexual organs. The 
second case, under the care of Bramann," was that of a man 
who had long suffered great inconvenience from a very mov- 
able tumor in the abdomen which the operation proved to be 
a mesenteric cyst filled with chyle. 

■ In the following case, besides the rarity of its occurrence, a 

’ Berliner Klin. "Woclien., 1886, page 107. 

-Arcliivf. Klin. Chirurgie, vol. xxxv., page 201. 
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feature of intei’est was found in the peculiar difficulties of 
diagnosis, arising from the age and sex of the patient, who was 
a woman in full maturity. Another object is to show that, 
although laparatomy in many cases may seem simple enough 
ail premiei' abord^ it may yet lead to most unpleasant sur- 
prises. 

Mrs. de H., age 27, primipara, consulted me in December, , 
1888, for a swelling of the abdomen accompanied by great 
pain, especially when in a recumbent position. During girl- 
hood she had always enjoyed good health, married at the age 
of 21, and a year later was delivered of a full-term child, 
since which time she has not been pregnant. Menstruation 
was regular’ but scanty. 

Palpation showed a hard tumor of the abdomen reaching 
five centimetres above tire umbilicus. It was freely movable. 
Pluetuation was not perceptible. Upon close examination the 
tumor seemed to be connected with the uterus by means of a 
long pedicle. The right ovai’y could be felt on jralpation, but 
not the left. 

I did not feel justified, after this first examination, in pro- 
nouncing a decided opinion. The symptoms might have been 
explained by the presence of a subserous myoma with a long 
pedicle, or of a dermoid cyst or ovarian tumor. At all events, 
the necessity for operation was sufficiently indicated, both for 
the relief of pain and inconvenience, and on account of the 
extreme mobility, which might at any time cause twisting of 
the pedicle or strangulation of the bowel. There was appa- 
rently every reason to believe that the tumor could be easily 
removed, and, conditions being favorable, it was thought best 
to operate without loss of time. 

Six weeks later the patient was admitted to the hospital and 
was placed under chloroform for renewed examination, when, 
fluctuation being distinctly proved, the diagnosis of cyst of the 
^eft ovary was made. 

On the 12th of Pebruary, 1889, laparatomy. In opening 
the peritoneal cavity the bowel protruded immediately in sev- 
eral loops. These being with difficulty replaced, it appeared 
that, 'notwithstanding the extreme mobility of the tumor, it 
was impossible to bring it forward. Only a very small por- 
tion of its surface was visible, the rest being entirely covered 
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by the radix mesenterii adhering to the cyst wall. hlnmeroHS 
large and small blood yessels ran from the bowel to the serosa 
of the tumor, which anatomically occupied the position of the 
mesentery and was now recognized as a mesenteric cyst. 
Total extirpation was not to be thought of on account of its 
close anatomical relations with the bowel, I therefore de- 
cided to stitch the cyst wall to the edges of the abdominal 
womid, intending to open and drain tlie tumor as soon as 
perfect adhesion had taken place. The seventh day I was 
urgently called to the hospital, being told that a swollen, 
remarkably hyperemic portion of the bowel had protruded 
tlirough the wound and could not be replaced. I enlarged the 
abdominal aperture by a new incision vertical to the first, so 
that it became possible to expose a surface of the cyst wall 
where there were no blood vessels. A trocar was introduced 
and a large quantity of dense, coagulated, milk-white liquid 
drawn off. After removing the trocar I enlarged the incision 
in the cyst wall with the bistoury, when a considerable quan- 
tity of the contents was discharged into the abdominal cavity. 
I then washed out the cyst with a weak solution of boraeie 
acid, stitched it to the abdominal wound, and drained it with 
10 metres of iodoform cotton wick. The inside of the cyst 
wall was smooth and of a leathery consistence. Convalescence 
remained undisturbed, temj)erature never exceeding 98,6° F. 
(37° 0.). On the third day spontaneous defecation took 
place. 

Four weeks from the time of the operation the patient was 
able to leave her bed, and, a fortnight later, left the hosj)ital in 
perfect health. The contents of the tumor being submitted 
to analysis by Dr. Leehiiyzen, of the Pathological Laboratory 
of Amsterdam, were found to consist of an emulsion with 
a slightly acid reaction, smelling of fat, and (diluted with an 
equal quantity of water) the specific gravity was 1.011. It did 
not congeal at 50° C. The sediment was composed of ro- 
settes, needles, fat globules in great quantity, and cholesterin. 
The fluid portion was highly albuminous, containing albumin, 
globulin, and probably casein. There was no hemi-albumose, 
peptone, or mucin. A very small portion of sugar was found 
in the fluid after separation from the albumin. Ten c.c. of 
the liquid contained 2.91 gm. of dry matter, with 0,327 gm. of 
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asli; of this quantity the soluble part consisted almost entirely 
of potassium and sodium salts. 

These facts made it certain that the tumor was a. chyle cyst. 
My opinion had also been formed, in a great measure, from 
the microscopical examination of the cyst wall. This was 
composed of connective tissue with blood vessels, and con- 
tained neither epithelium nor endothelium on the inner sur- 
face. Every histological and chemical peculiarity character- 
izing a dermoid cyst or echinococcus was totally wanting in 
this case, while the contents of the tumor could only be looked 
upon as chyle. 

The symptoms of chyle cyst are not sufficiently charac- 
teristic to admit positive diagnosis before operation. In the 
most favorable cases, the presence of a cyst either of the 
mesentery or peritoneum may be suspected (Bramann), but it is 
impossible to decide with certainty between the three forms 
without first resorting to diagnostic aspiration, which, as in 
my ease and in many others, may be of little use. 

The great mobility of the tumor, satisfactorily accounted 
for by the similar peculiarity of the mesentery, is of great 
importance in diagnosis. It was an indication in Bramann’s 
case and in mine, but absent in Kilian’s, where the swelling, 
having pushed forward the kidney and colon, had no room to 
move. The reason why this peculiarity appertaining to me- 
senteric cysts is of so much importance in diagnosis is that, in 
the case of the male, this mobility characterizes almost exclu- 
sively wandering organs. "Women, on the contrary, are subject 
to various tumors — as, for instance, myomata with long ped- 
icles, or ovarian tumors — also showing great mobility, which 
increases the difficulty of making diagnosis. This is why, in 
my ease — the only non-retroperitoneal cyst I ever heard of in 
a woman — it was impossible to make the diagnosis before the 
abdomen was opened. 

"With reference to treatment, I ■wish to remark on the im- 
possibility of extirpating these tumors. Gangrene of a great 
portion of the bo'vvel would be the inevitable result, because 
the principal part of the cyst wall occupies the place of the 
^ mesentery, with its numerous blood vessels. 

. The great mobility of these tumors makes them equally 
unfit for artificial adhesion by sutures to the abdominal 
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■wall, SO that the only course remaining is to make an incision, 
remove as much of the cyst wall as can be taken awaiy, and 
finally attach what is left to the abdominal wound. The 
only disadvantage in this method is the danger of hernia ven- 
tralis, to neutralize which a well-fitting band should he con- 
stantly worn. 

Puncture of the cyst onlj’^ is not sufficient, according to 
Kilian’s experience. In his ease the cyst twice refilled after 
the puncture was made, whilst in mine and in Bramann’s the 
result of the operation was perfectly satisfactory. 

The origin of these cysts cannot be traced with any cer- 
tainty. Stenosis of the thoracic duct is the first s’nggestion ; 
but although a stricture of this nature might cause wid- 
ening at the bottom of the duct, it does not sufficiently ex- 
plain the fonnation of the cyst. Besides this, in cases of 
stenosis, collateral channels for the conveyance of chyle into 
the hlood have been observed. The entire closing-up of the 
duet can, however, give rise to considerable enlargement and 
crowdihg-up of the chyle vessels (system), as explained by 
Yirchow, Kalian, and Rokitansky. 

In my case the etjology was obscure, but it was positive 
there was no direct communication between the cyst and the 
chyle vessels, as no escape into the sac was observed after the 
operation. 
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This paper is based upon the assumption that the only 
proper treatment of ectopic gestation is that by. abdominal 
section. Electricity has been proven to be an uncertain feti- 
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cide in tliese cases ; it lias been shown to be dangerous in its 
application ; it has been demonstrated to be so tardy in action 
that fatal accidents may occur before other results are real- 
ized;’ it almost invariably leaves patients with dangerous 
after-conditions, even in cases reported as successful ; * and, 
finally, it bas been reported as having been successful in such 
a large number of cases in wbicb the diagnosis was more than 
doubtful, “ that its effectiveness for other than mischievous 
results is open to the most serious question. I take it that the 
verdict of guilty on each of the several counts in this most 
serious indictment has been ratified not onlj’^ by this Associa- 
tion but by the profession. "When, therefore, I speak of ope- 
ration for ectopic gestation, I mean only laparatomy — or more 
properly, according to Harris, celiotomy — as the only oue 
longer open to consideration. 

At this late day it might seem, to those who have not studi- 
ously followed the developing literature of this subj‘ect, that 
a discussion of the indications for this operation could be 
only a work of supererogation. To those, however, who have 
examined carefully the many clinical reports and speculative 
disquisitions which have appeai‘ed within the last few years 
on the general subject of ectopic gestation, the fact has long 
since become patent that, althougli the scientific thought of 
the surgical world approves of abdominal section, it is far 
from being a unit upon the equally important question as to 
the time and circumstances under which it should be practised 
in these cases. Shall we operate as soon as a diagnosis can 
be made? shall we wait for rupture? shall we operate at 
the time of primary rupture? shall we operate only after 
secondary rupture? shall we wait for the subsidence of what 
is generally called ‘‘ shock,” but which is uniformly hemor- 
rhage ? — are all questions the answers to which have been far 
from uniform. Within a year I have heard a distinguished 

’ Coe, Am. JoiJii. Obst., January, 1890; and Bovee, Annals of Gyn., 
July, 1890, 

® Brothers and Janvrin, Am. Jour. Obst., February, 1890. 

® Montgomery, Annals of Gyn., Jnly, 1890. 

<G. M. Tuttle, Am. Jour. Obst., January, 1890; and Brothers, ib., Feb- 
ruary, 1890. 

'Lambert, Trans. Am. Gyn. Soc., 1882; Allen, Am. Jour. Obst., 
1872 ; Wilson, ib., 1882. 
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oiierator plead for delay on tlie ground that his patient, wlio 
was demonstrated to be bleeding into lier abdominal cavity, 
might “react” from the “shock” of rupture; and within a 
month Dr. Thomas H. Manly, ' Avith an exjierience of a sin- 
gle case, counselled non-interference hefoi’e terra, on the 
ground that extra-uterine pregnancy is not attended Aidth 
much danger to the mother’s life ! It is questions and views 
such as these that indicate the existence of remaining moot 
points in the great theme of ectopic gestation, and in ap- 
proaching their discussion I beg to assure you that I am not 
only impressed with the importance of my task, but am, at 
the same time, conscious of the difficulty of arriving at con- 
clusions Avhich may be stated in dogmatic terms. 

The confusion which exists on this important subject can be 
largely accounted for by the misinterpretation of the writings 
of Mr. Tait on the subjects of hematocele and ectopic preg- 
nancy — indeed, it has fallen to mj’^ lot to hear Mr. Tait quoted 
as authority for tlie postponement of an operation until the 
unfortunate patient had become well-nigh exsanguine. How 
the clear and distinct utterances of this master of good Eng- 
lish can be thus perverted into views which are certainly for- 
eign to his well-knoAvn practice, cannot be easily explained. 
Mr. Tait, it is true, advises that extraperitoneal hematocele 
should be let alone, as the clot will in the majority of in- 
stances disappear by absorption, but that in the event of sec- 
ondary rupture into the peritoneal cavity abdominal section 
should be done at once. This is all very plain and clear. 
The possible confusion, however, comes in Avhen he states 
that the majority of cases of hematocele are in his opinion 
instances of primary rupture of ectopic-gestation sacs, and 
the careless reader at once jumps at the conclusion that all 
cases of primary rupture in ectopic gestation shall be let 
alone to await symptoms, particularly those alarming symp- 
toms indicating secondary rupture into the peritoneal cavity. 

In the first place, Mr. Tait teaches nothing that is in conso- 
nance with this conclusion. I make this general statement 
because in the present misconception of the subject it is im- 
portant that the disclaimer be made prominent. In the next 
place, I beg to indulge in some other criticisms. The first is 
' International .Journal of Surgery, October, 1890. 
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that the terms “ primary ” and “ secondary ” as applied to 
Tupture of the gestation sacs are unfortunate. As used in even 
the text-book literature, the term primary” is made to mean 
rupture into the folds of the broad ligament, whereas the word 
etymologically used means first rupture, without reference to 
•either location or direction of that rupture. And “ second- 
ary ” rupture is made to mean rupture from the broad ligament 
into the peritoneal cavity, when it should and in reality does 
mean second rupture, without reference to any other fact 
whatever. To impose upon these ordinary, every-day words 
the necessity of conveying a special and teelinical significance 
when used in connection with a special and important subject 
■can onl}’ result in raising more or less confusion with regard 
to that subject. If the tendency to telegraphic brevity, which 
is the chief tendency of our language to-day, were resisted, 
and care were taken to express with well-selected but more 
words exactly what may be meant, ideas would be more accu- 
rately communicated and controversies would be averted. 

In the present instance it would be vastly more proper to 
speak of “ extraperitoneal ” or “subperitoneal ” rupture than 
of “ primary ” rupture, and of “ intraperitoneal ” rather than 
of “secondary” rupture. In no instance ought these respec- 
tive sets of terms to be used as synonyms, as they are in no 
sense related. 

There are a few other reflections which may be indulged in 
at just this point. Although the possibility of extraperitoneal 
rupture or tubal gestation is not denied, its frequency is cer- 
tainly open to question. If the tube were to burst within a 
week or two after conception, and before the investing 
peritoneum had become attenuated by progressive distention, 
it might be easily understood how that membrane might de- 
flect the discharging contents of the tube from a rent at anj’’ 
point in its circumference downward between the leaflets of 
the broad ligament ; but, as is well known, rupture does not 
ordinarily take place before the tenth or twelfth week, at 
which time the peri-tubal peritoneum has undergone such 
changes as to deprive it lai’gely of its powers of resistance. 
This important fact explains why, in the vast majority of 
instances, rupture of the impregnated tube generally, takes 
place directly into the peritoneal cavity. Although I have seen 
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three cases in which the extravasation was primarily into the 
hroad ligament — all of them cases of suspected ectopic gesta- 
tion, and two of them demonstrated to be such — I am con- 
vinced that in the ordinary run of gynecological practice my 
experience has been exceptional. Price, Avhose experience in 
this particular class of cases has been larger than that of any 
other American operator, and whose list probably stands sec- 
ond only to Mr. Tait’s, has never .encountered a case of 
extraperitoneal rupture, and, what is still more extraordinary, 
he has never, in his almost limitless practice, met with an 
extravasation of blood into the broad ligament. "With an ob- 
servation such as this we are forced to the conclusion that, in 
a given ease of ectopic gestation presenting evidences of rup- 
ture, the preponderance of probability is that the rent has 
occurred directly through the wall of the tube into the jieri- 
toneal cavity, and that as a consequence we liave the least 
possible excuse to wait for the self-limitation of the hemor- 
rhage. 

Of course when we speak of a time for operating in ecto- 
pic gestation we premise that a diagnosis of that condition is 
possible. We are informed, as some of us know by experience, 
that this is at the very best a difficult matter. It was my privi- 
lege but recently to witness an abdominal section at the hands 
of one of the most brilliant of our American operators. The 
conditions, aside from a distinct intrapelvic tumefaction, were 
obscure, and a diagnosis of the positive and difEei’ential sort 
had not been attempted by the sagacious surgeon, although the 
guess had been ventured that the case was one of pyo-salpinx. 
A tumor the size of a California navel orange was i-emoved. 
This tumor was demonstrated to be tubal in origin, but even 
after removal it was an open question whether it contained 
blood, or pus, or serum, or an ectopic gestation. Section of 
the specimen proved the latter to be the case. I am ready to 
admit that a presumptive diagnosis could have been made 
in this case. The last observation, I beg you to understand, 
is not made in the spirit of criticism, for I firmly beheve 
that conditions sufficient to justify an operation were ob- 
served in this case and can be detected in any similar case 
before section and without a differential diagnosis having 
been made. It is not my practice, however, to ignore the 
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most careful diagnostic inquiry into not only these but all 
other pelvic cases. In this day of exploratory incision, the 
legitimacy of which is here not onlj’ not questioned hut em- 
phatically affirmed, there is too much of a tendency to ignore 
other diagnostic methods in intrapelvic and abdominal dis- 
eases. The tendency is particulaily unfortunate in these 
cases, for, by overlooking the rational indications of ectopic 
gestation, the urgency of the case may escape consideration 
and the patient be relegated to a fatal delay. Although emi- 
nent authors have denied that cases of ectopic gestation have 
even been diagnosed before rupture, it would seem that Mr. 
J. W. Taylor,' of Birmingham, England, has • been at least 
fortunate in his guess in one ease. In this instance he made 
a memorandum of the diagnosis of ectopic gestation at the 
time of first examination, and subsequently verified it by sec- 
tion. He informs us that he arrived at his diagnosis in this 
case by regarding the following points,*' viz. : 

1. “Amenorrhea, followed after six or seven weeks by ir- 
regular hemorrhage. 

2. “ Absence of any uterine enlargement. 

3. “ Tubal tumor, usually felt dii’ectly behind the uterus.” 

Of the symjitoms embraced in this certainly very brief 

summary, the first is of positive value and will generally hold 
true, while the two others are open to criticism. I believe it 
will he most generally found to be true that there is not in 
these cases total “ absence of any uterine enlargement ” ; on 
the contrary, the evolutional process, which begins in the tube 
the moment the fecundated ovum becomes implanted, ex- 
tends to and embraces the uterus. This can be not only logi- 
cally predicated upon the development of decidua from the 
endometrium, but has been actually demonstrated by mea- 
surements in my own cases, and further confirmed by post- 
mortem revelations at the hands of 'numerous investigators, 
the longitudinal diameter of the womb being in no instance 
less than three inches. To state that a retro-uterine tumor is 
tubal in origin presupposes the possession of a diagnostic acu- 
men on the part of the examiner with Avhich the average 
gynecologist on this side of the Atlantic is not blessed. It is, 

* Medical Press and Circular, vol. xlix,, 1890. 

= Ib. 
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however, true that a tumor “usually felt directly behind the 
uterus,” considered in connection with otlier facts, increases 
the presumption of ectopic gestation. The other facts which 
have commended themselves with particular force to me are : 

1. Previous history of sterility, either preceded or associ- 
ated with recurrent attacks of pelvic inflammation. 

2. “ Amenorrhea, followed after six or seven weeks by irre- 
gular hemorrhage.” 

3. The presence of slight uterine enlargement sufiicient to 
be detected, in favorable cases, b}' bimanual examination. 

4. Softening of the cervix, with slight purple coloration of 
both the cervix and vagina. 

5. Intrapelvic tumefaction, either unilateral or retro-ute- 
rine, which tumefaction is progressive both as to area and 
density. 

6. The existence of villi of decidua within the uterus. 

Of these various conditions, I feel that only tlie first and 
last need additional mention. With our present understand- 
ing of the pathological changes which are antecedent and 
sustain an etiological relationship to ectopic gestation, we can 
readilj’' understand why these eases usually have a history of 
preceding sterility. The desquamation of the cilia from the 
tubal endothelium occurs generally as the result of long-sus- 
tained inflammation of the tube. An inflammation at this 
particular portion of the tube must, during the activity of the 
circulatory disturbance, produce an edema which in turn in- 
duces, in a mechanical way if no other, an occlusion of the 
oviduct — a condition inimical to fecundity. With the sub- 
sidence of the active inflammation, however, and with the 
coincident destruction of the endothelium, the barriers are 
removed and the errant spermatozoa make their mischievous 
journeys into regions which were never designed for their play- 
groxmds. These changes require time, and the period thus 
embraced is a period of sterility. With regard to the diag- 
nostic importance of the endometrial decidua, I fancy that 
none will dispute its conclusions, but man}'^ will urge that its 
existence cannot be safely determined. On this j)oint I beg 
to urge that I believe that my method of examination is as 
free from danger as it is simple ; and it is a method to which 
I always resort, for I never accept the statements of patients on 
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this point. I permit an Emmet curette forceps to simply 
gravitate tlirougli tlie generally patulous cervix ; if obstnic- 
tion is encountered, no force is employed, but the instrument 
is at once withdrawn ; if no obstruction is encountered and 
the forceps drops into the uterine cavity, a very simple ma- 
neuvre only is required to secure the important shreds of 
decidua. I have fortified my presumption of a diagnosis 
in three cases, one of them before rupture, the specimen of 
which is herewith presented, In this case no fetus was found, 
but. as will be seen, the tube is thoroughly filled with decidua, 
in the midst of which was found a veiy considerable pocket of 
pus. This I construed to be the supjnirated remnants of the 
fetus. But, without any reference whatever to their patholo- 
gical peculiarities, the point that I wish to impress is that the 
intra-uterine decidua has a diagnostic importance, and tliat its 
existence can be determined by methods that are innocuous. 
I would not, however, be fair either to myself or my theme if 
I were not to add that, notwithstanding the possibility of a 
diagnosis before rupture, for which I contend, it is undeniably 
true that the majority, indeed the vast majority, of these cases 
are not detected until after this deplorable accident.' The reason 
is that in most instances there is nothing cxtraoitlinary about 
the cases to attract the attention of the patient, much less that 
of her physician, who is usually not called until after the fatal 
rupture. Then the diagnosis is simply the diagnosis of inter- 
nal hemorrhage. 1 here plant myself firmly upon the ground 
that, in the presence of this grave complication, time lost in 
an efiort to distinguish between an intraperitoneal and an 
extraperitoneal hemorrhage is but a culpable trifling with life. 
Has the patient hemorrhages? is the all-suflicient inquiry. 
This is determined by the sudden onset of pain in the pelvis 
and lower abdomen, accompanied with faintness and a pulse 
of increasing frequency and diminishing force. There may be, 
and doubtless is, vaso-motoy depression, which we call “shock,” 
but this vaso-motor depression is but the result of the invasion 
'of the peritoneal cavity by a foreign element, which element is 
nothing more or less than the escaping blood. A refined ana- 
lysis of “ shock” in such cases as these can be but an element of 
confusion ; it were better to say that “ shock” ^V“ hemorrhage,” 
and to treat it accordingly. At this point, however, several 
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questions have been obtruded upon operators in a vaj calcu- 
lated to affect tlieir resj)onsibilitj, and to their consideration 
I now invite jour attention. 

At the time of rupture, shall we wait for the subsidence of 
“ shock ” before operating ? This is a question that can be 
answered both in the light of pathology and in the light of 
experience. If we consider the jiathology of the ease, we are 
forced to recognize that if the hemorrhage be subperitoneal 
there is a chance — a bare chance — of its temporaij arrest and 
of the subsidence of “ shock” ; but if, on the contrary, it be 
intraperitoneal, there is no prospect of its teinpoi’ary arrest 
and no prospect of the subsidence of the shock.” It is not 
practicable to determine the facts in this regard, nor is it pru- 
dent to' make the effort, for any examination which will en- 
able a surgeon to arrive at the truth is liable to distui'b the 
tissues to an extent calculated to aggravate the pre-existing 
mischief. The fallacy of waiting for the subsidence of shock 
was shown in the published case by Manly in the Intema- 
tional Journal of Surgery for October of last year. Called 
to a case in which a presumptive diagnosis of ectopic gesta- 
tion had been made by both the attending physician and a 
previous consultant, he found a patient in whom “ the vital 
phenomena were at a low ebb. She was deathly pale. Her 
blanched skin was covered with a clammy perspiration. The 
pinched, sunken features were of the genuine Hippocratic 
type. She lay on her back moderately narcotized, making 
slow, sighing respirations. The tongue was coated with a 
moist fur in the centre, but was of normal color on its bor- 
ders. She was in a state of mental lethargy, and said she felt 
but little pain.” 

Finding a woman in this fix, he adds, “ I directed free 
. stimulation, ordered the carpets taken up, the walls scrubbed, 
and the parts thoroughly disinfected. In the meantime J 
■reguesied the patient to he in readiness for an operation at an 
early hour the folloxoing morningP (Italics mine.) 

By the next morning he had made up his mind that suc- 
cess depended upon “rapidity of operation, a small incision, 
ready control of hemorrhage, rigorous asejisis, and the avoid- 
ance of shock.” The operation was done, the mother was de- 
livered of a five months’ fetus, of a placenta, and of a belly- 
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ful of blood. That the mother recovered in spite of all this 
inconceivable procrastination — a delay undertahen to enable 
the neighbors to remove the carpets and wash the walls and dis- 
infect the place, and to overcome shock, and to let her belly fill ^ 
with blood — I say that tliis woman ever recovered is vastly 
more of a compliment to her own vitality than to her sur- 
geon’s skill. The better waj’^ to overcome shock in these 
cases is to first stimulate the patient with ether, next arrest 
tlie progressive depression h}' arresting the bleeding point, 
and finally put the whip and spur to the vaso-motor system 
by flushing the belly with hot water — and do it at once. 

The period of primaiy shock having been passed, shall we 
wait for further indications before operating? This question 
brings to mind two of my cases, both of which appear in the 
Transactions of the Ohio State Medical Society. The first 
was in the care of Dr. Twitchell, of Hamilton, Ohio, The 
patient had long since passed the period of primary shock 
when she sent for her physician, having construed the shock 
as a “ chill,” for which she took some quinine. Wlien I saw 
her she presented evidences of sepsis, and I operated when 
she had a temperature wliieli was vacillating between sub- 
normal and 104° F. On opening the sac I found it filled with 
blood clot, pus, and the easily identified remnants of an ec- 
topic gestation. In another case I felt sure that I had an ex- 
traperitoneal rupture, and, Avith confidence in the possibility 
of absorption, I Avaited for the disappearance of the clot by that 
method. The volume, however, did not diminish, but, on the 
contrary, at each menstrual period the tumefaction clearly 
increased, until, after the lapse of several months, I finally 
operated, Avhen I removed nine pints of black blood from be- 
neath the peritoneum. These patients both recoA’-ered. In a 
still later case, occurring in the practice of Dr. Geo. 0. Skin- 
ner, the extravasation increased during a Aveek to such an ex- 
tent that in burrowing doAvnward it separated the A'^aginal 
and rectal layers of the septum clear to the perineum. In 
these three cases, all of them primarily extraperitoneal, and 
the latter two remaining in that class up to the time of opera- 
tion, it was clearly shoAvn that, in spite of treatment calculated 
to promote the absorption of the extravasated element, the 
hemorrhage proved to be progressive. This experience, limited 
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as it lias been, has convinced me that an extraperitoneal ex- 
travasation ora subperitoneal hematocele may not absorb, and 
that a line of treatment based upon such an expectation is 
liable to lead not only to the disappointment of the physi- 
cian, but to the death of the patient. The logic of these 
eases would be that the rational way to arrest the hemorrhage 
is to tie the bleeding vessels, and that the most expeditions 
and safest way to remove the blood is to open the cavity and 
wash it out. It may be urged that the recovery of the first 
two of these cases argues against the adoption of any other 
plan than that which was emploj’-ed ; but the death of the third 
from sejisis, the autopsy showing a ruptured tube with a de- 
cidua, furnishes more than a suggestion having an opposite 
significance. It is true that the first two cases recovered, but 
they recovered only after having incurred danger from which 
they ought to have been spared. 

The question of the viability of the fetus has been magni- 
fied into undue importance. I am convinced that the lives 
of many mother&have been sacrificed to this mawkish senti- 
ment — a sentiment which is assumed in manj^ instances only 
as a cloak under which to hide surgical cowardice. No one, 
however, can ignore the fact that children, the product of ec- 
topic pregnancies, have been delivered by section and are now 
living. There are therefore instances in which the fact %oiLl 
be forced upon us and must exercise a determining infiuence 
upon our line of action. In this particular I agree with Dr. 
William Duncan ’ that, if the case has jiassed well beyond the 
fifth or sixth month, we should allow it to proceed to term, 
hut under the stn'ietest possible su,rveillance^ with preparations 
at hand to operate at any moment. 

In reviewing these cases from the date of conception up to 
delivery by section at term, we cannot but be convinced that 
there is not a moment when the}"^ are free from the danger of 
possible hemorrhage. Rupture presents the danger of death 
from shock, or rather hemorrhage ; arrested hemorrhage of 
the extraperitoneal variety — and I know of no other vai-iety 
that is ever arrested without operation — presents the danger 
of death from supjniration and sepsis ; comjjleted pregnancy 
of tlie ectojiic kind qfiers danger of death from either placental 
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lieraoiT’lia^e at tlie time oi£ operation or from sepsis following 
it. Tliese dangers are all so clearly of tlie demonstrated sort, 
and are at various stages so real and so imminent, ao to not 
only justify but to make imperative an exploratory operation 
upon a fairlj’- well grounded presumptive diagnosis. 

Dr. Wm. Duncan, of Middlesex Hospital, in tlie article al- 
ready quoted, sums up the question in terms that are so clear 
and in sucli consonance witli mj' own views that I offer no 
apology for quoting tliem as follows : 

“ If, then, from the symptoms and physical signs you diag- 
nose tubal pregnancy before rupture, I urge most strongly that 
the abdomen be opened without delay, for the woman’s life 
hangs upon a thread which may snaj) at any moment ; and 
even if it should prove, on examining the tube after femoval, 
that it is distended with either pus or serum or blood, still the 
right course will have been adopted, and the risk from such an 
operation carefully done is nowadays comparatively slight.” 

This view is in entire harmony with that entertained hy 
Mr. Tait, the careless reading and reckless misinterpretation 
of whose writings have given rise to so much confusion on 
this topic. That distinguished surgeon, on page 459 of the 
American edition of his work on “Diseases of Women and 
Abdominal Surgery,” says : 

“ If I ever should make a diagnosis of tubal pregnancy be- 
fore rupture, I should advise the immediate removal by abdo- 
minal section as being more certain and far more safe than the 
fancy methods of puncturing the cyst and injecting poisonous 
fluids or passing through it some kind of galvanic current.” 

I feel that I might close my paper with this impressive 
quotation, were it not that another matter is fast coming to the 
fore and that must in all probability be discussed under the 
head of indications for operation. 

Dr. G-. Ernest Herman' reports a case in which he operated 
for ectopic pregnancy in Januaiy, 1887, and operated a second 
time on the same patient, in May, 1890. Mr. Tait" reports a 
case in which he did abdominal section for ectopic pregnancy 
in 1885 ; the patient had a child at term eighteen months 
later ; fifteen months later she became, for the second time, 

' British Medical Journal, September 27th, 1890. 

' ^ British Medical Journal, vol. i., 1888, p. 1001. 
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the victim of an ectopic pregnancj, from the rupture of ■n’']iieh 
she succumbed, the diagnosis being confirmedj'hy autopsy. 
Dr. Leopold Meyer, of Copenhagen,’ gives a ease in'Vhich the 
first operation was done in 1887, and who had all the rational 
and physical signs of ectopic gestation in Septemhej’, 1888. 
He gives the abstract of nine other eases, including the one 
already quoted from Mr. Tait. Those on the list which were 
clearly confirmed by section occurred in the practice of 01s- 
hausen, Yeit, and Tait. This list of eleven cases of ectopic 
gestation occurring for the second time in women previously 
operated upon for this condition, clearly raises the question as 
to whether or not the appendages on the other side should he 
left at the time of the first section. The briefest ^lossible con- 
sideration of this question must bring into the foreground the 
jiathological condition underlying this aberrant form of gesta- 
tion. As has already been stated, tliis primary and causal 
condition is essentially one of desquamative endo-salpingi- 
tis. Professor Forraad, in some remarks on the subject at 
the recent meeting of the American Association of Obstetri 
cians and Gynecologists, stated that of twenty-eight cases of 
ectopic gestation which he had examined post mortem, all had 
shown evidences of inflammatory destruction of the endo-tubal 
cilia. This important fact, coming from so eminent a patho- 
logist, has a significance which is simply conclusive. For our 
present purpose, this fact teaches that the conditions upon 
which ectopic gestation depends are essentially bilateral, for 
it is a matter of every-day observation that this form of tubal 
disease is but rarely restricted to one side. The practical 
point to be deduced from these considerations is that, in extir- 
pating the involved appendages from only one side, we leave 
the unfortunate woman liable to a repetition of the tragic 
complication, and that it is our duty, whenever indicated by 
the least evidence of disease in the other side, to remove the 
appendages from both sides. 

In view of these various considerations, I beg leave to urge 
in conclusion : 

1. That the only proper treatment of ectojne^ gestation is 
that by abdominal section. 


' Annals of Gjn. and Ped., July, 1890. 
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2. That tlie operation should he done before rupture, as soon 
as the condition can be presumptively diagnosed. 

3. That the operation should be done in all cases as soon as 
evidences of internal heniori’hage become apparent, and vdtb- 
out 'svaiting for the subsidence of so-called “ shock ” or delay- 
ing to attempt a difierential diagnosis between extra- and 
intraperitoneal hemorrhage. 

4. Tliat in cases in which the sixth month has been reached 
without rupture, pregnancy should be allowed to advance to 
teiTa before operation, but only under constant supervision. 

5. That in all cases in vdiich the appendages of the other 
side present the least evidences of disease, they also should be 
removed, providing the condition of the patient at the time 
wiU justify such extension of the operation. 

311 Elm Street. 


THE RATIONAL TREATMENT OF UTERINE DISPLACEMENTS, 
BASED UPON A CONSIDERATION OF THE PATHO- 
LOGICAL CONDITIONS PRESENT.' 


BV 

AUGUSTIN H. GOELET, M.D., 

New York. 

A STUDY of the pathological changes which bring about 
these conditions, and of those which result as a consequence of 
the unnatural position of the organ, is particularly necessary 
for a proper appreciation of the treatment required to effect 
a cure. I will consider them, then, in connection with each 
individual condition which they produce, together with such 
•other changes as take place in the uterine structure itself, and 
endeavor to show the applicability of the method herein sug- 
gested. 

I of course have in view those malpositions which have 
existed for a time, and not those of recent origin (the result of 
some accident). Unfortunately, we are seldom consulted be- 
fore important changes take place rendering the displacement 
permanent. Hence little is necessary to be said about the 
treatment of these recent cases. When they do come under 

' Read before the New York Obstetrical Society, November 4tb. 1890. 
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observation, however, immediate replacement is indicated, and, 
when it can be borne, a iDroperlj fitted pessary should be used 
to maintain the normal jiosition until the impaired natural suj)- 
jDorts can be toned nj). While this may sometimes be effected 
by rest and general tonics, ►it is Aviser and more certain treat- 
ment to bring to onr aid certain agents at our command which 
will assist us in accomplishing this result, instead of depending 
too much upon nature and the pessaiy. The tonic effect of 
electricity is so well understood that it seems superfluous to 
dwell upon the method of its application in slich cases. Both 
currents (faradie and galvanic) may be emjfioyed and have 
their separate indications. The faradie will be more effective 
used by the bipolar method in the vagina for strengthening the 
uterine su23ports, while the galvanic, especially the positive 
pole, may be used to exert a tonic and curative effect upon the 
uterus and its lining membrane, which is so often found in an 
inflamed state. 

I come now to the consideration of displacements produced 
by inflammatory changes acting as a maintaining cause, and 
where j)athologieal changes are to be found in the walls of 
the organ itself. 

ANTEVERSION. 

In anteversion there is usually a chronic metritis and endo- 
metritis ; the uterus is infiltrated, thickened, and rigid ; the 
normal curve of the organ is obliterated, causing the external 
os to point to the hollow sacrum, and the fundus by its in- 
creased weight rests heavily on the bladder. In addition we 
may, according to Schultze, exjiect to find a posterior perime- 
tritis or parametritis in a chronic form. There may 'be pos- 
terior fixation and shortening of the recto-uterine ligaments as 
the result of this inflammatory process, and this must be taken 
into consideration in the treatment of the case. This condi- 
tion may exist and still there may be moderate mobility of 
the organ, unless there is anterior fixation also, which is in- 
frequent. 

It is evident from the condition present that the first steps 
in the treatment must be directed towards relieving the mor- 
bid process producing it, instead of vainly endeavoring to 
remedy the malposition before this is removed. I know of 
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no agent equal to galvanism for accomplisliing this end, if it 
is judiciously employed. The chronic metritis and endome- 
tritis can certainly be relieved by it, and probably also the de- 
posit removed, and the adhesions may, in many instances, be 
relaxed and loosened under its influence conjoined with gen- 
tle massage. If there is much tenderness to pressure and the 
parts are irritable, treatment should commence witli applica- 
tions of positive galvanism to the vagina of 50 to 80 milliam- 
pmes used for five minutes every second day, with the external 
electrode placed alternately on the abdomen and lower spine. 
‘When the irritation has subsided it is time to begin with ap- 
plications to the uterine canal. The platinum electrode, 
moderately curved, and flxed in a rigid handle, should be in- 
troduced along the index finger as a guide. To facilitate its 
introduction the fundus may be gently lifted by pressing up 
through the anterior vaginal Avail after the electrode has 
entered the cervical canal. The electrode should be arranged 
so as to come in contact Avith the Avhole uterine canal from 
external os to fundus ; but the fundus must not be touched 
roughly with the point of the electrode, nor rest too firmly on 
its point during the application. The electrode to be used 
must be made of platinum or the prepared steel, and no larger 
than the ordinaiy uterine sound, so as to allow the escape of 
gas around it. The positive is the pole ahvays to be used in 
the beginning, unless the cervical canal is small and insuffi- 
cient for drainage of the secretions from the uterine cavity, in 
which case the negative may be cautiously employed first. Be- 
ginning at 30 milliamperes, the dose Avith the positive pole 
maybe increased at each sitting as tolerance is established, 
until a strength of 50, 80, or 100 milliamperes is reached, and 
the external electrode may be applied alternately to the ab- 
domen or lower spine as the condition indicates. (The larger 
doses are by no means ahvays necessary.) "When the chronic 
inflammatory condition has been subdued the negative pole 
may be substituted, but the dose need rarely exceed 50 to 60 
milliamperes, used inside of the uterus with the bare elec- 
trode, and it should start at 20 milliamperes. If they are 
borne well, the applications may be made every second day 
and continue for five minutes. Massage or manipulation of 
the uterus with the electrode in position and while the current 
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is in action may be permissible after tlie negative pole be 
comes well tolerated. 

Tbe nse of glycerin tampons after tbe apj>lications, made 
of four thicknesses of plain gauze flattened out, with a string 
loosely attached, will prove an excellent auxiliajy in the treat- 
ment of these conditions. The gauze is preferred to the cot- 
ton or wool tampon, because it may he spread out in the 
vagina and will remain so, while the other becomes a flim 
lump or hall when it is soaked, and often irritates by exert- 
ing undue pressure where it is not wanted. Even when it 
becomes advisable to lift up the fundus with a properly ad- 
justed tampon, and the effect of the glycerin is still desired, 
it is preferable to use a gauze tampon next to the anterior 
vaginal wall and a vaselined cottoii or wool tampon under it, 
The vagina being flattened antero-posteriorly in its closed 
state, the cotton-glycerin tampon will act as a plug, and the 
escape of discharges from the uterus will often be retarded by 
it. The proper use of vaselined tampons in the latter part of ' 
the treatment will be veiy much more satisfactory than a- 
pessary. 

"Where there is relaxation of the vagina and uterine sup- 
ports, something may be expected from bij)olar faradization to 
the vagina. It will also prove useful (if the current from the 
long wire is used) in subduing a very sensitive condition 
which may exist primarily, prohibiting the use of the galvanic 
current, or which may occur in the course of the treatment. 

In outlining this course of ti-eatment for anteversion, it is 
not, of course, intended that it should apply strictly to all the 
different conditions m the same manner, for some cases will 
present themselves where the treatment may be commenced 
at once with the negative pole and the progress will be more 
rapid. Such cases are those where the exudation, if present, 
is in a quiescent state and not sensitive. But usuallj" the in- 
flammatory compbcations, or a menorrhagia which is so often 
attendant upon anteversion, demand the use of the iDositive 
pole until they have been overcome, before the negative can 
be emj)loyed. 

The negati.ve pole used in the utei-us is prompt in its action, 
because it takes effect directly upon the endometrium and 
uterine tissue ; and if the external electrode is placed so as to 
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include any deposit between the two poles, it comes as well 
under the influence of the interpolar action as when the elec- 
trode is placed against it in the vagina. "When an effective 
dose cannot be tolerated in the uterus, however, it becomes 
necessary to resort to the vaginal applications. 

A version may sometimes be completely cured Iiy using the 
positive pole only, but these are cases where the uterus is not 
unduly rigid and where there is no parametric exudation, or, if 
so, it is recent. 

ANTEFLEXION. 

In anteflexion there is rigidit}' at the point of flexion, a 
shrinking of the tissues of the anterior uterine Avail, and an in- 
crease in volume of the posterior wall. This is the result of 
an endometritis and metritis occurring after the flexion takes 
place, making it permanent. Some authors believe that there 
is often posterior flxation of the cervix from a posterior para- 
metritis and shortening of the utero-sacral ligaments. In 
Avomen who have not borne children, the parametritis may be 
subacute or chronic Avithout having been preceded by an 
acute attack, and it is well to bear this in mind. It is not 
necessary ahvays to trace such a condition to a badly managed 
labor, or abortion or gonorrhea, for it may result from ob- 
stinate constipation, or from pent-up catarrhal secretions in 
the uterine cavity because of the obstruction to drainage af- 
forded by the flexion. Anteflexion may be congenital or ac- 
quired. When congenital — or, as Schultze terms it, puerile — 
there is generally found an imperfectly developed uterus AAotli 
either amenorrhea or a very scanty menstrual floAV. Unless 
an active endometritis is present there is a decided obstruction 
to the passage of the sound at the point of flexion. When ac- 
quired, it is primarily due to a want of tone in the muscular 
structure of the uterus itself, or, as Graily HeAvitt claims, a 
“ softness of the uterus.” 

These statements are subject to some modification, for all 
flexed, undeveloped uteri are not necessarily congenital. 
Their development may be interfered with by a poorly nour- 
ished condition of the system at the time of puberty, or some 
accident occurring before puberty, displacing the organ then, 
may so interfere with its proper circulation and nutrition as 
to stop its development. This is frequently the case with 
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retj’oflexions. I once saw a girl 19 years old witli a retro- 
flexed uterus tlie size of a girl’s of about 8 j'ears, aud there 
was only an effort at menstruation. She had been thrown 
from a carriage at about that age, aud was supiiosed to have 
injured her back. The uterus was probably displaced at that 
time, and, remaining so, its development was arrested. . 

Though the claim of Grail^^ Hewitt, that there must have 
been a softening of the uterus before a flexion can occur, may 
be questioned, it is certainly true that the rigid uterus must 
be' softened before the flexion can be permanently overcome. 
Hence the appropriateness of the treatment by galvanism. 
Attention to the diflferent actions of the two poles will show 
which is indicated in commencing treatment. The negative, 
whicli produces a softening and relaxing effect, is the pole to 
be chosen. The indications for treatment are, first, to produce 
relaxation of the rigid uterine structure, as well as dilatation 
of the canal, to allow drainage from the cavity and promote 
absorption of any parametric deposit which may be present, 
and tlien to cure the metritis and endometritis and tone up 
the relaxed supports. 

There are two ways of accomplishing the first indication, 
viz., eitlier by moderate dilatation with the steel dilator and 
the intra-uterine stem followed by galvanism, or by galvanism 
alone. In certain cases, as where the flexion is congenital or 
where it is very acute and there is stenosis, the cure can be 
more speedily and effectually accomplished by beginning with 
forcible dilatation, if there is nothing to contra-indicate it. 
The usual method of forcible dilatation or divulsion, howevei’, 
is not to be thought of, as it is harsh and unnecessary. A 
moderate dilatation, carefully done under an anesthetic, and a 
straight hard-rubber stem, perforated through its centre so as 
to facilitate drainage, introduced immediately after and worn 
for a week while the patient is confined to bed, will accom- 
plish all that is desired, and is free from the objections to be 
urged against the other method. 

- The operation is carried out in this way, viz. : The patient, 
when thoroughly anesthetized, is placed in the Sims position 
and the vagina is rendered aseptic. Seizing the cervix Avith 
the angular tenaculum (which does not tear out) on its ex- 
ternal surface, it is steadied and straightened out while the 
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dilator is introduced. The dilatation should be accomplished 
with as little force as possible, and should only be carried to 
that decree which will allow the introduction of the smallest- 
sized stem, ISTo. 10. This is to be held in place by a loose iodor 
form or creolin gauze tampon. The stems arc of three sizes, 
10, 12, and 14 (English scale), and should be used successively 
as relaxation without further dilatation allows their introduc- 
tion. The tampon and stem must be removed every day, 
cleansed, and replaced. After these stems have been worn 
for a week, the patient meanwhile being kept prone in bed, 
complete dilatation of the canal will be effected, while drain- 
age from the cavity is perfect. Besides, the straight stem has 
acted as a splint, and the uterus has been made straight and 
the rigidity of its walls has been overcome. With care and 
the proper use of galvanism a cure may be speedily ef- 
fected. 

A few applications of negative galvanism to the canal at in- 
tervals of two days, in doses of not over 10 to 20 milHain- 
peres two or three minutes, may be used at first, after the 
stem has been finally removed, if a tendency to rigidity or too 
much recontraction occurs ; but this is seldom the ease. It is 
usually appropriate to begin, after a few days, with positive 
galvanic applications to the endometrium every second or 
third day in doses of not over 30 to 50 milliamperes for three 
or five minutes. These latter applications tend not only to 
relieve the catarrhal condition of the endometrium, but also 
to tone up and stimulate the uterine muscular tissue, thereby 
aiding in effecting a permanent cure. It is appropriate also 
to follow every positive galvanic application by a five-minutes 
bipolar faradization of the vagina with the current of tension, 
which still further aids in i-estoring tone to the uterus and its 
supports and stimulates an increased and more normal men- 
struation.* 

'In treating patients of very sensitive nervous organization I use the 
faradic current through the rheostat, and find that they stand the applica- 
tions much better, and that the current can be used stronger as the increase 
is more gradual. The secondary coil is advanced only half over the primary 
at first, and the rheostat is turned gradually half-way on. Then, leaving it 
at that point, the secondary coil is pushed all the way up, and the rheostat is 
again turned slowly until all the resistance is cut off and the patient receives 
the full strength of the current. This is important, as, to be effective, the 
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IVliere galvanism without forcible dilatation is elected to be 
iised, the treatment will be commenced with negative appli- 
cations to the uterine canal, unless extreme sensitiveness is 
present, when a few positive vaginal applications, 50 to 60 
milliamperes, should precede the internal or intra-uterine 
treatment. These negative galvanic applications should be 
commenced with an electi'ode no larger than the uterine 
sound, fixed so as not to touch the fundus when introduced 
to its fullest extent — in fact, it is only necessary to enter 
about two inches, or just bej'ond the jjoint of flexion.' The 
electrode may he passed preferably along the finger as a guide, 
or a speculum may he used if care is taken not to allow the 
metal portion of the electrode to come in contact with it. 
The current must be turned on as soon as the electrode en- 
ters the external os (10 or 15 milliamperes will be suffi- 
cient), and no force is to be used in its introduction, hut 
rather let it slip in by its own weight. As soon as it has 
passed the angle it should be slowly withdrawn immediately 
at the first sitting. The external or inactive electrode is 
placed on the abdomen. At the second or third sitting, if 
the application is well tolerated, it may remain in for two or 
three minutes and the strength of the current may he in- 
creased to 20 milliamperes. As soon as the canal will allow it, 
the size of the electrode is to be increased one size at each 
sitting until the desired degree of dilatation has been accom- 
plished ; and the dose may be increased to 30 milliampffi’es, 
and the duration of the application may he lengthened to five 
minutes, if desired. In no instance wiU it be necessary to ex- 
ceed 50 milliamperes, unless the tissues are unusually dense ; 
and, when possible, it is best not to use even this strength, as 

faradic current must be given as strong as possible ; and it should be con- 
tinued, where a sedative effect is desired, until it ceases to be felt by the 
patient. 

' The electrode which I use is an insulated shaft larger than any of the 
metallic tips which screw into it, thus making a shoulder 2 or 2^ inches 
from its extremity. The tips are made of copper, nickel-plated, so they 
may be curved as desired, and are of different sizes, 9, 11, 13, 15, and 17 of 
the French scale. No. 9 corresponds in size with the ordinary uterine 
sound. The last two sizes are used exceptionally where an unusual de- 
gree of dilatation is required or when the uterus and canal are unusually 
large. 
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it is ' generally unnecessary and undesirable to cauterize the 
canal. In very old and obstinate cases of chronic metritis it 
may become necessary to exceed these doses in the later stages 
of the treatment, but generally it will not be required. 

As soon as complete relaxation has been brought about by 
this treatment, the positive pole must be substituted for the 
negative for its tonic effect and for the cure of the endometritis. 

O 

The platinum sound or the prepared steel must be used, and at 
first the strength of the curi’ent should not exceed 30 milliam- 
peres, used for five minutes every second day, but may subse- 
quently be increased to 50 or 60 milliamperes. Bipolar fara- 
dization of the vagina may be employed advantageously, as 
described above. 

If more stimulation of the uterus is required, the faradic 
current may be applied to the cavity by means of the bipolar 
intra-ufcerine electrode. Used in this way it has a more direct 
effect upon the structure of the organ than when used in the 
vagina. But it is best not to do this until the galvanic appli- 
cations have been dispensed with, or, at any rate, not at the 
same sitting. 

keteovebsion. 

It will be necessary to separate the treatment of retrover- 
sion and retroflexion, although they are considered together 
by most authors, because they often exist separately and re- 
quire a different line of treatment. Fixed retrodisplace- 
ments will likewise be considered separately, because their 
treatment presents certain difficulties which necessitate care- 
ful manipulation. 

A retroverted uterus presents the same heavy, rigid condi- 
tion as was shown to exist in anteversion, and there is like- 
wise a metritis and endometritis, with Sometimes a chronic 
posterior perimetritis or parametritis, or an exudation, as evi- 
dence of its previous existence. According to Scliultze, there 
is relaxation of the utero-sacral ligaments, resulting from tliis 
posterior parametritis, in those cases which are permanent. 
The uterus can often be replaced when there is some exuda- 
tion present, unless adhesions have formed, though pain may 
be provoked by the attempt. 

The indications for treatment are the. same as in anteyer- 
sion. If the cervical canal is not fi’ee enough to allow proper 
13 
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drainage, the negative pole in the uterus must he used at first, 
and this form of galvanism should be continued (unless a sen- 
sitive condition calls for the positive pole) until the rigidity 
of the organ has been overcome. The lateral posture of the 
patient, with the external electrode over the sacrum, is pre- 
ferred, and the uterus, when reducible, should be thrown into 
proper position by the internal electrode and held there during 
the application. The applications may be repeated every second 
day, and the strength of the current may be from 30 to 60 mil- 
liamperes, used for five minutes. After each galvanic applica- 
tion a five- or ten-minutes bipolar faradization of the vagina is 
advisable (current of tension), and the uterus is braced in po- 
sition by vaselined tampons. (If there is a tendency to menor- 
rhagia, the faradic applications would tend to increase it, and 
they should be postponed until this has been overcome.) If the 
organ is found soft, yielding, and sensitive, with a dilated ca- 
nal, as sometimes happens, the positive pole may be used to 
the cavity of the uterus from the start. 

As soon as the rigidity of the organ has been overcome, the 
positive pole is indicated for its tonic effect and for the cure 
of the endometritis. A suitable pessary should be fitted, and 
the applications are made eveiy second or third day for five 
minutes each time. The strength of the current maj’’ vary 
from 40 to 100 milliamperes. The faradic vaginal ai^plica- 
tions are continued throughout the treatment, at first the fine 
wire being used, and then the short, coarse wire coil. ■ 

EETEOFLEXIOn. 

Yery much the same pathological condition is found exter- 
nal to the uterus with retroflexion as was shown to exist with 
retroversion, and the changes in the organ itseK are similar to 
-those found in anteflexion. There may be a posterior para- 
metritis, with exxidation and more or less relaxation of the 
utero-sacral ligaments, though this is more often the condition 
where version and fiexion are combined. There is loss of 
tone of the uterine wails, the posterior being shrunken and 
rigid while the anterior is unduly stretched. • The body of 
the uterus, is enlarged and heavy, and there is endometritis, 
with possibly a metritis also. - . ■ 

, The peri-uterine changes are not always constant or pro- 
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Tnouneed, especially in tlie so-called congenital variety of com- 
p)aratively recent date, for cases are frequently seen where the 
■changes in the uterine structure are the only abnormal con- 
ditions present. 

The indications for treatment are : (1) To secure drainage 
for the catarrhal secretions ; (2) to soften and relax the rigid 
posterior wall and render the organ mobile, so that it may be 
retained in a normal position ; (3) to remove.any existing para- 
metritis or deposit, and (4) to bring about resolution of the 
•diseased mucosa ; then (5) to tone up the relaxed uterus and 
its supports. 

The same condition of retroflexion calls for dilatation and 
Ihe stem as was described when speaking of anteflexion. 

The electrical treatment of this condition is the same as 
that of anteflexion, except that the external electrode must 
be placed over the sacrum, because the interpolar action is 
desii’ed upon the posterior wall. (The lateral posture of the 
patient will be found more convenient.) The negative j)ole 
is used at the commencement, and the electrode should be 
the size of the uterine sound and insulated to within two 
inches of its extremity. This is gently introduced to the fun- 
dus, while a current of 10 to 16 milliamperes is turned on, and 
is withdrawn almost immediately at the first application if there 
is any sensitiveness at the point of flexion. If pain is provoked 
and continues after the removal of the electrode, it may be 
quieted by a faradic vaginal application with the bipolar elec- 
trode (current of tension). 

It may be best hot to increase the size of the electrode for 
the first two or three applications, but at the second sitting 
the uterus may be thrown forward into normal position hj 
gently rotating the electrode as soon as it has entered its full 
length, unless the reposition causes too much pain, when it 
may be delayed. It is well always to replace the organ as 
soon as possible, however, and continue the application with 
the uterus in position for two or three minutes. There is no 
advantage to be gained in attempting to brace up the uterus 
with tampons until it has become softened and capable of free 
flexion forward as well as backward, though there is no ob- 
jection to a flat glycerin-gauze tampon when it' is indicated. 
After two, or perhaps three, sittings, the size of the electrode 



196 


60ELET : KATIONAL TEEAlTtlENT 


may be increased, the uterus being replaced every time wliile 
the current is turned on, and the strength may be increased to 
20 or 30 milliamperes and used for two or three minutes only. 
In some cases, especially in the virgin uterus, the size need not 
be increased beyond the third size (Ho. 13 French), the others 
being used when an extreme degree of dilatation is required. 
And in the virgin uterus it will hardly ^be neeessar}’^ to increase 
the current beyond 30 milliamperes used for five minutes. 
But in old chronic eases in the multiparous uterus it may be- 
come necessary to increase the strength of the current to 50 
or 60 milliamperes. 

When the uterus has become thoroughly softened and ca- 
pable of retaining the normal position without support when 
the 25a'tient is in the lateral posture, the positive pole is to 
be substituted for the negative, and a five- to ten-minutes bi- 
polar faradization of the vagina should be made immediately 
after. Also, the organ should receive sufficient support (at 
first from tampons' and later a suitable pessary) to maintain 
the corrected j^osition when the patient is on her feet. 

This treatment by the positive pole, which should be at first 
every second day, and later every third or fourth day, should 
be continued until the uterus and its supports have been so 
toned up as to retain their normal position without artificial 
support. The strength of the current to be used will not need 
to be more than 30 to 40 milliamperes, used for five minutes, 
or 60 to "60 milliamperes for three or four minutes. 

It may be added that there is much to be gained by lessen- 
ing the j)ressure on the uterus from above by avoiding the use 
of corsets and exertions which increase it, and by avoiding 
constipation.. The jDessai-y should be worn for some time 
after active treatment has been suspended. 

If a case is met which does not become toned up snfiiciently 
under this .plan of faradization, this current maybe applied to 
the inside of the uterus by means of the intra-uterine bipolar 
electrode. This latter method of application acts more direct- 
ly upon the muscular structure of the uterus and is more ef- 
fective. . The electrode must be introduced well up to the 
fundus, so that -both metallic surfaces are within the cavity, as 
the apj)lication is very painful if one pole should happen to 
be in the cervi.x; Within the cavity, the current, when very 
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gradually increased, , is quite as well borne as in tbe va- 
gina. 

This method of treatment has to recommend it the rational 
application of the different actions of the current in removing 
the cause and overcoming the effect of the malposition, and a 
fair degree of success may be reasonably expected if it is con- 
sistently carried out. Dilatation with the steel dilator pro- 
duces a rapid softeuing of the uterine structure. The tun- 
nelled stem allows free drainage from the cavity and produces 
further relaxation. ISTegative galvanism does the same thing 
in a more gradual manner. The uterine structure is softened, 
the canal is dilated, and the secretions, which are in the begin- 
ning thick and gelatinous, become liquefied and thin under its 
influence and drain away readily. Positive galvanism acts 
by toning up the muscular structure of the uterus ; and by 
its direct caustic effect upon the endometrium a cure of the 
cataiT-hal conditions is brought about. 

The effect produced b}"- the faradic current upon imjiaired 
muscle tissue is too well known to require explanation here. 
But the equallizing effect upon the circulation of the pelvis of 
the secondary current from the long, fine vdre, when used by 
the bipolar method, is not so generally understood, nor is its 
sedative effect half appreciated, or it would come into more 
general use. 

FIXED KETKODISPLAOEMENT. 

When the uterus is fixed in this position by inflammatory 
adhesions or exudation, it can sometimes be restored by appro- 
priate galvanic treatment, and if not always so as to retain the 
normal position without support, at least so that a pessary may 
be worn with comfort. Very careful manipulation is some- 
times necessary to avoid lighting up a fresh attack of inflam- 
mation. In old chronic cases where there is little or no sensi- 
tiveness to touch, active treatment may be commenced at once, 
but otherwise the treatment must begin with positive galvan- 
ism of from 40 to 60 milliamperes for five minutes, with the 
clay-covered carbon-ball electrode against the cervix or in the 
posterior cul-de-sac, and the exteimal electrode over the sa- 
■ crum. If this does not promptly relieve, bipolar faradization 
of the vagina every day for ten or fifteen minutes from the 
fine-wire coil should be used in addition. Oases which are 
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not relieved by this treatment, and wliere pain is a promi- 
nent symptom, must be given tlie combined cuiTents (galvano- 
faradic), with positive pole and covered-ball electrode in 
the vagina and negative over the abdomen or sacrum. The- 
switch-board of De "Watteville will be found very convenient,, 
but, in its absence, one pole of the galvanic battery is connect- 
ed with the opposite pole of the faradic, and the other two- 
poles used as if only one battery was in use. The galvanic is- 
increased by means of the rheostat or the switch, according to 
the arrangement of the battery, and the faradic b}’ advapcing, 
the secondary coil over the primary. 

The active treatment consists of negative galvanism to the 
uterine canal with the bare metallic electrode the whole- 
length of' the canal, with the patient in the lateral posture and. 
the external electrode over the sacrum. The strength of cur- 
rent to be employed is from 30 to 60 milliamperes, used for- 
five minutes every second day. At first no attempt should be- 
made to lift up the uterus, and the electrode must have a suit- 
able curve so as to enter freely without .provoldng irritation.. 
A fiat glycerin-gauze tampon may be introduced after each 
application, but no packing should be used until the tissues, 
have become softened and relaxed. 

After three, or at most six, applications of this kind,, 
stretching and loosening of the attachments maybe attempted 
with the electrode in position, and while the current is in 
action, by depressing the handle of the electrode toward the 
perineum. Following the applications now, vaselined tam- 
pons, packed well up behind the cervix and then filling the- 
vagina, will prove a valuable aid. Each time a little more is 
accomplished. The size of the electrode is increased and the 
curve is lessened. After a while it will be possible to rotate 
the electrode in the uterus and hold it in position during the- 
application. A systematic continuance of this method of 
treatment will in the majority of cases, after a variable length 
of time, cause an absorption of the deposit and allow the ad- 
hesions to be stretched and loosened, and the organ can be 
made to resume sorhewhat its normal position. It maybe 
maintained by tampons until- a suitable -pessary can he borne,, 
when it'will be necessary to use, in addition' to galvanism, the 
faradic cuiTeht, first from the long wire, and later from the- 
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sliort, coavse-wire coil ; and it may be applied either by the 
bipolar method to the vagina, or with one pole in, the A^agina 
and the other over the sacrum or abdomen, as appears best 
suited to the case in hand. 

Should there be a tendency to metrorrhagia or menorrhagia, 
the treatment must be commenced with positive galvanism to 
the uterine canal until this is overcome. Commencing with a 
cm-rent of 50 milliamperes,- it ma}' be progressively increased 
to 100 or 160 milliamperes, when necessary to accomplish the 
desired result. Then the negative pole may be used, as before 
described, with little fear of reproducing it, A bloody dis- 
charge from the uterus is sometimes kept up by the inter- 
ference with tlie circulation caused by a deposit or an irrita- 
tion of the endometrium b}’^ pent-up discharges in the cavit 3 % 
This would onlj’’ be aggravated by the positive pole, for the 
indication is to free the canal for drainage and soften and re- 
move the deposit. In this instance the negative is the pole to 
be used, but the dose may be so modified as not to produce 
undue irritation. 

It must be understood that if a distinct exudation tumor is 
present it should be attacked through the vagina by applica- 
tions of negative galvanism with the ball electrode covered 
■with cotton or clay, or by galvano-puncture into the mass. 
If sensitive and painful, the positive pole should be used first. • 
“When the ball electrode is used, full doses will be required, 
ranging from 60 to 150 milliamperes, used for five minutes 
only. I prefer the galvano-puncture for these exudations, be- 
cause it acts more promptly ; but it is contra-indicated Avhen 
there is any infiaramatory condition jiresent. . If flie tumor is 
sensitive to touch and much pain is. complained of, the positive, 
puncture with 30 to 50 milliamperes for. three or five minutes 
will afiord marked relief, and rapid diminution in the size of 
the mass will sometimes be obtained. l!legative puncture Avill 
be more effective in old chronic exudates which. are painless 
and insensitive. The needle should be no larger ihan, a small- 
sized exploring needle, and .the, penetration need not exceed 
one centimetre. The insulatmg sheath is passed along the 
finger as a guide, and is held firmly, against the, tumor as felt 
in the vagina, while the needle is passed, through ,the sheath 
and into it. The, puncture should not be repeated for a , week 
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or ten days, Tliorongli antiseptic precautions must be ob- 
served by using an antiseptic vaginal douche both before and 
after the operation, and placing in the vagina a loose tampon 
of creolin or iodoform gauze, which is to be renewed every 
twenty-four hours. 


YOSUTESTG OP PREGNANCY. 


BT 

ANGUS MacKinnon, m.d., 

Guelph, Canada. 


Foe many generations the obstinate vomiting of jiregnancy 
has engaged the most eai-nest consideration of the medical 
profession. Femedies innumerable have been suggested as 
sure to cure this intractable condition. It requires but a few 
years of practical experience to prove to any medical practi- 
tioner that in some obstinate cases no remedy has any effect 
whatever. 

Cerium and bismuth, so often useful to allay varying foiTOS 
of gastric irritability, sometimes do good in this affection, but 
more frequently they fail. So also benefit is occasionally de- 
rived from the use of hydrocyanic acid, nux vomica, calumba, 
pepsin, and alcohol. Some observers report good results 
from the use of iodine, carbolic acid, creosote, Fowler’s solu- 
tion, ingluvin, painting the os with solution of silver nitrate, 
etc. 

The administration of potassium bromide in 3 i. doses per 
rectum was suggested in 1S7S by Dr. Busey,' of Washington, 
who advised that it be given in warm milk or beef tea, and 
repeated every four hoiu-s till the vomiting ceased. 

The old practice of slightly dilating the os uteri, originally 
suggested by Dubois, has been revived, and many cases have 
been reported in which this simple proceeding seemed to ter 
minate the vomiting almost immediately. Even this measm-e, 
however, fails far more frequently than it succeeds. 


* Am. Journal of Med, Sciences. 
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The induction of abortion or premature labor is justly re- 
garded as a dernier ressw't. It is usually so late before it is 
resorted to that the poor patient, exhausted by weeks of inces- 
sant vomiting and consequent inanition, has almost no chance 
to pass safely through it. 

In the obstinate vomiting of eaidy pregnancy I think it will 
be found in most cases that the position of the uterus requires 
correction. Dr. Graily Hewitt has said that “ displacement of 
the uterus is the almost universal cause of the vomiting of 
pregnancy.” In debilitated women it is very easy to under- 
stand that the ordinary vomiting of early pregnancy may force 
•the uterus into a position of acute flexion in the pelvis. The 
persistence of the vomiting and straining increases the dis- 
placement; and no doubt this acute flexion greatly aggravates 
the nausea and vomiting, thus establishing a vicious circle. 
To relieve this condition a speculum should be introduced 
and the vagina packed with absorbent cotton, so that the 
uterus may be raised and the flexion corrected as far as practi- 
cable. 

In my own experience I have resorted to this method in 
two eases only, and in both the vomiting ceased almost im- 
mediately. 

Case I. — ^Mrs. E., 23 years of age, in her second pregnancy. 
She had been vomiting almost incessantly for three weeks 
before I was called. Notwithstanding the persevering use 
of all the ordinary remedies, the vomiting continued until 
the patient’s condition became truly critical. Dilatation of 
the external os had no effect whatever. Finding the ute- 
rus crowded down into the pelvis with acute anteflexion, I 
packed the vagina with absorbent cotton, vuth , the object 
of correcting the flexion and elevating the uterus. For a week 
the packing was renewed each day. Afterwards I intro- 
duced a pessary, which she Avore for six weeks.' The vomit- 
ing ceased the flrst day, and in a month the patient had gained 
twenty pounds. She went to full term without a relapse.. 

Case II. — A young, anemic married woman, 20 years of 
age. She missed one period ; a second about, due. She had 
been vomiting everything she took for two Aveeks. After the 
unsuccessful use of the many ordinary remedies, I found a 
small uterus, anteflexed and croAvded low down in the pelvis. 



202 


TRANSACTIONS OF THE 


The same treatment ■was adopted, with the most speedy re- 
lief. The patient vomited only once after the first packings 
The case is still under observation, but she is so well that she- 
is able to attend to her household duties. 

I am well aware that two cases afford no proper basis from- 
which to draw an inference as to practice. Yet these patients 
were in such a critical condition that the induction of abor- 
tion was in contemplation. The effect of the treatment was- 
so direct and immediate that I think I am justified in' asking- 
my professional brethren to use this method before resorting- 
to abortion in those cases of vomiting in eaidy pregnancy that 
resist all ordinarj’- means. 


TRANSACTIONS OP THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated Meeting^ November 4:th, 1890. 

The President^ Joseph E. Janvrin, M.I)., in the Chair. 

PROBABLE COEXISTENCE OF MYOMATA AND MALIGNANT DISEASE 

OF THE UTERUS. 

. Dr. Elorian Krug presented the specimen from the case 
to which he referred in a discussion at the last meeting. The 
patient was 57 years of age ; first came under his obsei’- 
vation in June last, having had severe hemorrhages for some 
time. The family physician had curetted the uterus and tried 
different means to control the hemorrliage, but without suc- 
cess. The uterus was large, admitted a sound to the depth of 
five inches ; the condition of the cavity suggested malignant 
disease. Some of the curettings were submitted to a micro- 
seopist, who made the positive diagnosis of carcinoma. The 
patient would not take his advice to undergo an operation at 
once, but went to the country, returning again in the fall, 
-when she was also seen by Dr. T. G. Thomas. The uterus was. 
curetted again, and another microscopist made the diagnosis 
■ of adenomatous hyperplasia. The woman had been bleeding 
right along, and Dr. Thomas also considered it Mvisable to- 
give her the benefit of the doubt and operate. Besides much 
enlargement of the uterus, a mass could be felt in the right 
side of the brgaii which was shown, after the operation, to be 
a siibserous myoma ; there was also a small-pedicled, siibserous- 
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fibroid in the left side of the uterus. The cavity having been 
thoroughly curetted some days before the operation, it showed 
little that was pathological. The case was interesting, although 
not conclusive, as showing the coexistence of myoma and ma- 
lignant disease. 

The operation required about fifty minutes, the large size 
of the uterus being the only hindrance to its removal in a 
shorter time. No clamps were used. As he had said on former 
occasions, he regarded the use of clamps as nnsurgical when- 
ever ligatures could be applied. One would not think of using 
clamps and leaving them on in general surgery when it "was 
possible to apply a ligature, aud he thought the same rule 
should hold in hysterectomy. The patient made an' excellent 
recovery, retaining practically^ a normal temperature through- 
out. 


UTERINE MYOJfA WITH CANCER OF THE CERVIX. 

Dr. Krug related the history of a second case, the speci-- 
men not being at hand. The patient was 4Y years of age ; 
had been married twenty-four years ; had had three children, 
the last one born eight years ago. Menstruation normal up 
to five months ago, since which time it had been very profuse, 
prolonged, and painful. For the last three months there had 
been pain, severe hemorrhages, and a fetid vaginal discharge. 
General emaciation. Utenis large, not adherent; cervix very 
large, infiltrated, ulcerations around the os. Appendages nor- 
mal. Vaginal hysterectomy was perfoi’med April 11th ; no 
clamps were used. Uninterrupted recovery, patient being dis- 
charged in three weeks. There had been no sign of return. 
The examination of the specimen showed myoma and epithe- 
lioma of the cervix. 

REMOVAL OF- THp UTERUS AND THE APPENDAGES FOE PROLAPSUS. 

Dr. Krug J presented the uterus and appendages from a 
third case, that of a woman aged 32, who had prolapsus of 
the uterus and both ovaries, w'ith very lax abdominal walls. 
She had been mari’ied twelve years; given birth to nine chil- 
dren, the last one born in June, 1889. Menstruation had been 
normal, but lately she had complained of dragging-down pains 
and trouble with defecation and urination. 

Her husband had recently died in an insane asylum, and 
she had no one to support her. She had accepted a situation 
as a servant, but was obliged to give it up on account, of severe 
pain and inability to walk. , . 

There was a cystocele, a rectocele, and prolapsus of the uterus 
to the entrance of the vagina; both ovaries' and, tubes were 
also prolapsed, and could be felt below the cervix. . .The ab- 
dominal walls were so relaxed that they could be stretched a 
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distance of a foot. She could not ■wear a pessary. Hysteror- 
rhaphy and Alexander’s operation were impracticable because 
of the very relaxed condition of all the tissues. He was un- 
able to comprehend how electricity could have been of any 
benefit to her. It did not seem right that a patient ageu 
only 32 should enter a charitable institution to be support- 
ed by the public the remainder of her life. After Consider- 
able thought and consultation lie decided that hysterectomy 
would be best, all things considered. It was his intention to 
do a plastic operation and close the vagina at the same sitting, 
but in removing the uterus he failed to catch up one of the 
arteries properly by the ligature, which caused some delay and 
loss of blood, consequently the operation on the vagina was 
postponed. Without it an enteroeele would doubtless form. 
The patient was rapidly convalescing from the hysterectomy. 

Dr. Grandin said he had had the pleasure of witnessing 
the operation for hysterectomy in the last case. It was the 
only possible procedure under the circumstances. The wo- 
man’s tissues were in so relaxed and flabby a condition that 
bysterorrhaphy or Alexander’s operation, associated with a 
plastic operation on the anterior and posterior walls of the 
vagina, would surely have failed. He therefore thought 
Dr. Krug was fully justified in subjecting the patient to 
the risk attending the major operation, for unquestionably 
it was attended by risk. But in this instance, owing to the 
relaxed condition of the tissues, he thought the risk of hys- 
terectomy per vaginam was no greater than it would have 
been had he opened the belly to do bysterorrhaphy. While 
on general principles he was opposed to hysterectomy through 
the vagina, except in certain selected cases, .yet he thought 
it was in this case a justifiable operation. If the operator 
should follow it up by closing the vagina, be thought the 
patient would be cured. Of course, if he failed to do this, 
her last condition would be worse than the first. 

Dr. H. 0. Coe stated that he had reported, about eighteen' 
months ago, a case of hysterectomy for procidentia, with a 
plastic operation against rectocele, cystocele, and prolapsus of 
the vagina. It seemed to him the operation was a favorable 
one in certain eases, although in this instance he was unable 
to state what would have been the final result, as the patient 
died some months later in an asylum for the insane. 

Dr. a. H. Goelet thought electricity should be tried in 
cases like the first one related by Dr. Krug, in which there 
was a doubt as to the exact pathological condition present. 
It certainly would have controlled the hemorrhage, which, 
according to his understanding of the case, was the principal 
reason for the ojieration, aside from a possible jnalignant dis- 
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ease of tlie uterus. Tlie symptoms being, relieved, tlie opera- 
tor could wait until the diagnosis was cleared iip. 

The President inquired of Dr. Krug wlietber be bad any 
special reasons for preferring ligatures to clamps. 

Dr. Krug replied that be had performed vaginal hysterec- 
tomy twelve times, and bad lost but one patient, it being tbe 
only ease in wbicbbe had employed forceps instead of ligatures. 
Tbe clamps were removed tbirty-six hours after tbe operation, 
at which time tbe patient was doing well. Tbe next day she 
was not so well, and died seven or eight days after tbe opera- 
tion of septic peritonitis, arising, as the autopsy showed, from 
broken-down blood clots. There bad been no hemorrhage 
during tbe operation. It seemed, therefore, that the clamps 
bad not obtained complete control over hemorrhage, or had 
caused a fresh one when they were removed. Although other 
operators had removed them as early as twenty-four or even 
eighteen hours after the operation, he did, not consider them 
as safe as ligatures. All his other cases had made an uninter- 
rupted recovery, except one in which there was an ileoTvaginal 
fistula; this patient also finally recovered. As already stated, 
he thought it better surgery to use ligatures where this was 
possible. It might be claimed that flie operation could be 
performed quicker when clamps were used. This, however, 
was hardly worth consideration, for he had consumed only fif- 
teen minutes from the time he took up the scalpel until the pa- 
tient was jjut back to bed, it being in a case in which he wished 
anesthesia to be as short as possible on account of the urine 
containing five per cent of sugar. When ligatures were used, he 
felt safe on returning to his home ; not so when clamps were 
left on. He added that it was his custom to let the ends .of 
the silk ligatures remain long, in order that there might be 
perfect drainage directly from the spot at which it was needed 
most. 

The President read the following pathological report on 
the specimen of 

UTERINE CARCINOMA 

presented by him at the last meeting, Dr. William H. Porter 
being the examiner : 

I have examined a number of sections from the uterus 
removed by you from Mrs. B., and find about the same ap- 
pearances in all. The cavity of the body of the, uterus had 
the appearance of having been considerably dilated during life. 
It was lined by a shaggy, soft layer, no evidence whatever of 
a mucous lining being present. This lining layer down to the 
muscular tissue was found, when examined microscopically, 
to be composed .chiefly of carcinomatous tissue. Scattered 
through this, but at rather wide intervals, were patches 
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of an adenoid lijpertropliy of the ntricniar follicular lining 
of the uterus. In fact, the whole epithelial lining of the 
uterus had been changed into an adenoid hypertroi^hj of the 
same and into carcinomatous tissue. The character of the 
oarcinomatons growth was of the soft or medullary type. 
This at first gave the impression that the 7ieoplastie tissue was 
of the sarcomatous class of growths. But the microscope 
showed well-defined but delicate alveolar walls, the cavities 
of which were filled with irregularly placed epithelial cells. 
Another interesting point in connection with this specimen 
was the fact that the new growth had but little tendency to 
invade the muscular wall of the uterus, it resting upon the 
muscular coat and growing outward into the uterine cavityl” 

The President added that fx’om this examination the case 
was shown to be one of carcinoma, while at the same time 
there did exist a small fibroma in the uterus. In other words, 
it afiPorded absolute proof that the two diseases might coexist 
in the same uterus. 

As bearing on the use of clamps, the President said further 
that this patient died late Saturday night, the operation hav- 
ing been performed Wednesday afternoon ; that he removed 
the clamps, two on either side, forty hours after the operation. 
He believed that, owing to the surroundings of the place in 
which the operation was performed, infection took place when 
the forceps and dressings were changed. IJp to that time 
everything had been perfectly well, and continued so until 
twelve hours later, when peritonitis set in. At- the autopsy 
Sunday morning nothing was found except some plastic exu- 
dation and about a drachm of an extremely offensive brownish 
^erum. There had been no hemorrhage whatever after re- 
moral of the clamps, nor had he any reason to believe that in 
any of his cases there had been any hemorrhage subsequent to 
their removal. 

The paper of the evening was then read by Dr. A. H. 
GrOELET, entitled 

THE RATIONAL TREATMENT OP UTERINE DISPLACEMENTS, BASED 
UPON A CONSIDERATION OF THE PATHOLOGICAL CON- 
DITIONS PRESENT. I 

Dr. G. Betton Massey, of Philadelphia (present by invi- 
tation), said his thoughts had run very much in the same line 
as the author’s. He would, however, hesitate somewhat to 
treat of these conditions under the heading displacements. _ In 
looking over his clinical notes he had found that many similar 
•cases in his practice had been noted under the head of me- 


‘ See original article, page 185.j 
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iritis or endometritis, or of inflammatory conditions, with dis- 
placements complicating or attending njion them. Yet he 
must say that the author had belittled the importance of mal- 
position as such. 

He thought we should get rid of the ultra-mechanical view 
when discussing the subject of displacements. He regarded 
ihe displacements as secondary, and thought the cases might 
be divided into two classes : first, displacements with movable 
nteri ; second, displacements with fixed uteri. 

As to treatment, he coincided almost in, toto with the author. 
He would, however, go further in the abandonment of pes- 
;saries, and, as they were yet largely used by the profession, he 
thought the unnatural theory on which they were based should 
loe even more strongly brought out than had been done in the 
paper. It was certaiiily in contradiction of nature to place a 
skeleton in a woman’s vagina. Hature never iilaced a skeleton 
1;here, and he could not conceive of our improving upon na- 
ture in that one point. Hor had he ever yet been able to 
trace any distinct advantage to the use of the tampon as a 
support. He had found that a woman at all sensitive objected 
to the irritation of the tampon. Practically he had been able 
to reduce his use of pessaries to bad and chronic cases of 
movable retroflexions and very bad cases of prolapsus which 
were hopeless from any other method of treatment. 

The electrical treatment in these conditions would so fre- 
quently effect a cure that we bad no need to resort to a pessary. 
He difered from the author in the use of tampons in the after- 
treatment ; they were dirty things, even if rendered aseptic 
before introduction, and almost always caused irritation. He 
jireferred to let the vagina act as nature had provided, as a 
drainage tube. Put the tampon on the outside. 

He made his dosage, amount, and frequency in electri- 
cal treatment very similar to Dr. Goelet in cases of mis- 
placed movable uteri. He thought we should recognize that 
that which was at the bottom of nearly all such conditions 
was metritis. What we should cure was the metritis ; that 
cured, the misplacement would take care of itself, whether 
it was anteflexion, retroflexion, version, or prolapsus. He 
knew of numerous instances in which the uterus had ascended 
and taken its proper place simply because the oversize had 
been reduced by galvanic or faradic treatment. In one case 
the lady had had prolapsus in the first degree for fourteen 
years, in spite of very skilful treatment of a non-electrical 
kind. After two months’ electrical treatment she was enabled 
to spend a whole summer in perfect comfort, and this fall had 
■shown no return of the symptoms. 

Cases of anteflexion of modeiate degree had been very nu- 
merous in his practice ; he had yet to find one, however, in, 
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which there was strictl}’’ a stenosis. He had never found any- 
thing retained in the uterus from anteflexion, and he must 
still look upon cases of anteflexion with painful menstruation 
as eases of spasmodic contraction of the simincter of the cervix.. 
He was able to treat them without dilatation, and must also say 
that the author’s intra-uterine galvanic applications came rather 
close together. While he ha^ seen no disadvantage from fre- 
quent treatments, yet he had found it consonant with his own 
ideas to respect the uterine cavity as much as possible, to go 
into it as little as.possible, and he had adopted the plan of al- 
ternating the intra-uterine treatment with a good many vaginal 
ones. He gave, for instance, one intra-uterine treatment, 
followed by two vaginal ones before repeating the intra- 
uterine. He believed cases treated in that way had gotten 
well as fast. He would also suggest caution in the movement 
of the electrode while the current was on — a heavy current. 
Of course in the author’s hands this was entirely safe, but he 
doubted whether it would be in the hands of the tyro. While 
he thought, as stated, that uterine engorgement and inflamma- 
tion was the principal pathological cond^ition in the majority 
of these cases, he recognized the necessity of support in many, 
which should he rather by toning up the muscles than by dis- 
tending them. Both currents were efficient in this particular, 
and his more recent experience had convinced him that, unless 
the vaginal muscular tissue had totally disappeared, the results- 
obtained by electricity were practical as well as plausible. 

Dr. E. L. H. McGinnis said that Dr. Goelet had expressed 
his own views so well in many respects that there was little 
left for him to speak upon. He might remark, however, 
that in misplacements of the uterus he did not regard tampons 
and pessanes as useless as did some. He believed they had 
their place, as had everything else. He thought electricity 
also had its place. Certain cases were treated better by one 
means, others better by other means. 

His experience in the treatment of misplacements of the 
utei'us h,y electricity had been favorable. He thought its 
principal place was in cases in which the uterus was retro- 
placed and bound down by firm adhesions. There was such a. 
condition that if the uterus were replaced by the sound a 
fresh inflammation would surely be set up. To reduce the 
inflammation by the old means of painting the posterior cul- 
de-sac with Oliurchill’s iodine and the use of tampons, was 
well, but the method was slow. There was no doubt in his 
mind that by the proper use of electricity, especially by the 
use of the bipolar intravaginal faradic current, the result was 
much quicker and quite as satisfactory. He recalled one case 
in Dr. Cleveland’s service at the Woman’s Hospital. The 
patient had been under the care of physicians in the city sev- 
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feral months last season, and the old princijile in treatment had, 
•hsen carried out, hut slie had got no better. She returned 
home during the summer, and in the fail came to the hospital, 
where she came under liis care, and liad received electrical 
treatment since the first of October. The inflammation had 
been reduced already during the one month far more than it 
had during the six or seven months under former treatment. 
The uterus had been replaced several times without causing 
any pain. In cases similar to this one there could be no qnes- 
.tion of the utility of the faradic or galvanic current, although 
he had little to say about the galvanic current, having been so 
well satisfied with the faradic. 

Instead of placing one pole on the sacrum, as the author 
had recommended, in retroversion, Dr. McGrinnis would jilace 
it on the abdomen (the other being in the uterus), so that when 
muscular contraction should take place the organ would be 
lifted upward and forward instead of being pulled back. 

Dr. E. H. Gtrandin had had considerable exiierieuce with 
■electi’ieal treatment in displacements, and altogether his results 
had been rather better than before he had used electricity as 
an adjuvant to the routine methods. But his position with re- 
gard to displacements of the uterus would differ somewhat 
from Dr. Groelet’s. It did not matter to him particularly 
whether the uterus were tilted more or less forward or back- 
ward, but he was concerned when the uterus sank down to- 
ward the floor of the pelvis. His aim was not so much to 
cause the uterus to cease falling backward or forward as, if 
possible, to cure the cause of the sagging ; this, in his experi- 
•ence, had uniformly been the cause of the symptoms. He was 
then speaking of cases uncomplicated by peri-uterine adhesions. 
In other words, he aimed at the relief of the endometritis, 
which was the prime factor in causing the uterus to sag, 
thereby giving rise to pain in the back and distention of the 
abdomen. By the use of positive intra-uterine galvanism he 
was certainly able to cure the endometritis quicker than for- 
merly ; and in curing the endometritis he was enabled to dis- 
pense with the pessary, for he relieved thereby the dragging 
pain in the back and the distention of the abdomen which 
necessitated the use of a pessary. 

Anteversion, in his experience, might generally be neg- 
lected unless it was accompanied by sagging and traction on 
the bladder. When it came to flexions, however, it became a 
matter of choosing between an operation and no operation. 
Given a case of flexion associated with dysmenorrhea, par- 
ticularly in an unmarried woman, the dysmenorrhea being due, 
not to ovarian, tubal, or peri-uterine trouble, but to the endo- ■ 
metritis^ which accompanied the flexion, he could cure the 
patient in one of two ways, either by divulsion and such mea- 
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sures as were applicable to an endometritis, or by the use of 
negative galvanism, ten milliamperes, thus dilating, after which 
positive galvanism was employed. 

When it came to the last class of cases considered in the 
paper — versions and flexions accompanied by peri-uterine in- 
flammatory exudations — he was on the fence ; he did not know 
wdiether he could or could not do these patients good by elec- 
tricity. He had tried positive vagi no-abdominal galvanism 
' and had failed to cure them. He palliated them uniformly, 
but failed to cure. He had also tried the bipolar method, and, 
while relieving the s^nnptoms, failed to cure. The patient 
came back after a while, complaining as much as ever. 

The only exception which he would take to the paper was 
with regard to intra-uterine applications where the uterus was 
bound down by adhesions, however chronic they might be. 
He was afraid to introduce the electrode to the fundus, just as 
he was afraid in such cases to introduce the uterine sound, for 
the reason that he could never be assured that hidden in the 
adhesions there was not a pyo-salpinx or an ovary with an 
abscess in its centre. If there were acute peri-uterine exudates 
he certainly would oppose the treatment. He would not go 
further than to make use of vagino-abdominal galvanism or 
bipolar vaginal faradism. 

Dr. J. H. Gdnnino said, mth regard to the use of pessaries 
and tampons in the treatment of displacements, that he had 
overcome the necessity for their use by substituting position. 
This was employed, not alone during the electrical stance, but 
also between. So far as concerned the action of the current 
upon uteri bound down by adhesions, he had never seen the 
slightest amount of good. The uterus remained in just the 
same position, no matter how the electricity might be given. 
He had found the bipolar treatment, after the manner de- 
scribed, give relief to pain and sensitiveness. But in severe 
cases he had seen little curative effect. 

Dr. B. a. Murrat inquired whether, during the intervals 
between the sittings, the author employed other means of 
treatment, such as hot douches, astringents, position, exercise, 
etc. While he had used electricity a good deal in these cases, 
he had yet to And it of service except in enabling him to di- 
late the cervix without the use of the dilator, and to relieve 
pain, and, by relieving pain, even enabling him to replace the 
uterus by the finger — this being, he believed, the only proper 
way to replace the uterus. One should very, very seldom in- 
troduce the sound in order to replace the womb. Only a few 
evenings since a physician told him of a case in which the in- 
troduction of the uterine sound had been the cause of peri- 
tonitis and death. This result had taken place in some 
instances where the sound was not dirty. He believed that if 
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the electrode were introduced into the nlernsniuch in general 
practice, it would be the cause in a good many cases of excit- 
ing perimetritis. He believed in the treatment of jilacing the 
patient in the knee-chest position, lifting the uterus if possible, 
inserting a tampon into tlie vagina, or, if a jiessarj' could be 
used, employing that. If tlie autlior employed the other means 
mentioned during the intervals, his electrical treatment may 
have been only a sliglit adjuvant. 

Dr. a. P. Dudeey said he had not inferred from the title 
of the paper, “Tlie Eational Treatment of Uterine Displace- 
ments, based upon a Consideration of the Pathological Con- 
ditions Present,” that the author simply intended to discuss 
the electrical treatmeut. "While, therefore, he was not fullj* 
prepared to speak upon the subject, yet he would venture to 
ask a few questions on some points which had not been made 
perfeetl}’ plain to his mind. For instance, the author had 
said that anteversion and anteflexion were usually caused by 
endometritis and metritis. For his own part, he had seldom 
seen a chronic metritis and endometritis in anteversions of 
the uterus, especially in young people; He had seen chronic 
endometritis in anteflexions. lie would like to know what the 
author meant by chronic metritis. It seemed to him rather an 
.iudeflnite term. (Chronic metritis literally would mean a 
chronic destruction of tissue of the womb ?) 

Then the author had spoken of applying the electricity in 
a certain manner, namely, the negative pole within the uterus 
in order to soften it, in cases of displacement; and after lifting 
it, he applied the opposite pole in order to harden the organ, 
to tone it up. It impressed the speaker as rather inconsistent 
to speak of softening the uterus in order to lift it, and then 
harden it, or tone it up, so that it Avould supjiort itself. 

Again, it would seem from the paper that electricity would 
cure all these differeut forms of displacement, lie had 
noticed, however, that the author had not said much about 
peri-uterine exudations, and in that he thought he was wise. 
One seldom found a retrodisplacement of long standing which 
had not become complicated in some way. and while he would 
admit that electricity was a good thing in simple cases, j'et in 
the complicated ones he did not think it was altogether safe. 
The author, he believed, had said that galvanism was contra- 
indicated when inflammatory conditions were present, yet he 
elsewhere claimed that these inflammatory conditions could be 
cured by electricity. These apparently conflicting statements, 
confused him a little. 

He contended that the endometritis was secondary, not 
primary, in the majority of cases, and he felt that one was tak- 
ing great risk in treating them all with electricity. If electri- 
city was really as effectual as had been claimed for it, he 
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thought it would have been emiueutty the inode of treatment 
in the case related by Dr. Bjrug, in which all the abdominal 
and pelvic tissues were in such a relaxed state; and if this was 
the rational treatment, as the title of the jiaper indicated, then 
the thousands of cases of laparatomy that had been made must 
certainly have been irrational. 

It seemed to him improbable that electricity would cause 
absorption of exudates binding down the uterus, then soften it 
by means of one current so that it could be lifted, and then 
tone and harden the organ when the xioles were reversed. 

De. Goelet, replying to Dr. Massey’s remarks, said he 
had laid stress upon the influence of metritis and endometri- 
tis. Pessaries could be dispensed with in anterior displace- 
ments, and he supposed also in posterior disjilacements ; he 
probably had continued their use to some extent because he 
had found them the most reliable means before he commenced 
using electricity. 

Peplying to questions by other speakers, he would say that 
he had never seen a case of anteflexion in wliich there was not 
more or less endometritis. He had dilated in probably four 
or five hundred cases, mostly in patients who had never been 
pregnant. If the applications were of short duration, the ef- 
fect was better, and they could be made oftener with benefit. 

De. Dudley, iuterruptiug, inquired what the speaker re- 
garded as eudometritis. 

De, Goelet said he referred to a catarrhal condition, a 
■catarrhal endometritis, provoked by retained secretions which 
became vitiated. 

. De. Dudley. — It is simply an increase of the natural secre- 
tion, is it not ? 

De. Goelet replied that there was not only an increase 
over the usual amount of secretion, but that it set up an irri- 
table condition of the uterus and its lining membrane. It was 
that which produced dysmenorrhea in the majority of eases. 
That was to say, he thought dysmenorrhea was more fre- 
quently produced by a catarrhal condition of the endometrium 
than by anything else. The relief coming from dilatation of 
the canal was not due so much to overcoming an obstruction 
to menstruation as to curing the endometritis by favoring 
free drainage from the cavity. 

The electrical applications in this class of cases had a better 
eflect when of short duration and frequently made ; he pre- 
ferred three minutes to five minutes. An analogous action was 
seen in a papular eruption of the skin, where, if the jiositive 
pole, eight or ten milliamperes, were applied two or three min- 
utes, the blood would be driven out and the surface would be- 
come pale, whereas if the current were continued longer the 
parts would become reddened. The first effect was sedative. 
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He could see no objection to moving the electrode in tbe 
nterns witli the cnrrent turned on. if done in the manner he 
had indicated. 

According to Dr. Dudley, he had not said much about peri- 
uterine changes. The speaker, on the contrary, thouglit he had 
said a good deal about them. He had spoken of puncture, and 
of having more confidence in electrical treatment here than in 
anything else. In fact, he kneiv of nothing else which would 
remove the dejiosits so rapidly and completely. He had 
had more success in the treatment of displacements with elec- 
tricity than in the treatment of any other condition by the 
same agent. He had said the puncture was contra-indicated 
when active inflammatory action was present, but there was 
no objection to it when the exudation was chronic. If he 
(Dr. Dudley) would study the actions of the current and their 
effects closely, he would not feel so muddled about it; and if 
he would read the paper carefully he would see that it had 
been made perfectly clear. The speaker did not think that he 
had claimed mucli more for electricity than had been claimed 
for the treatment by iodine, the hot-water douches, and the 
tampon by Dr. Harrison in his paper in the “ American Sys- 
tem of G^mecology.” 

In re])ly to Dr. Murray' he said he no longer used iodine 
or douches. The only aid or auxiliary to the electric treat- 
ment employed by him was the vaseline or glycerin tampon. 
These he adhered to, although they might be dispensed with, 
and had been by some. 

It seemed to hiin.that Dr. Murray’s statement, that he used 
galvanism to relieve pain, so tliat he could replace the uterus 
with his finger, offered a very good argument in favor of the 
treatment of displacements by electricity. The speaker ob- 
jected to the ordinary method of replacing the uterus by the 
sound. But when tiie current was turned on, an anesthetic 
effect was produced, the sound could be rotated, and the 
uterus replaced with much greater ease and much less discom- 
fort. The negative pole was used, wl)ich softened the tissues 
and loosened the adhesions. This softening and relaxing 
effect of the negative pole was demonstrated by the fact that 
the electrode would sli]) out if not held in place. With the 
positive pole, if allowed to remain a few moments, the elec- 
trode would be retained by the coagulation of tbe secretions. 

He was glad to hear that Dr. Grandin had had some suc- 
cess in this line of treatment. If he were to follow it out a 
little more boldly and use the intra-uterine applications as 
advised in the paper, he would no longer be on the fence. 
The object of his paper had been to show what could be ac- 
complished, and how others might apply the same treatment 
with like success. The electrical treatment could not, of 
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•course, cure abscesses of the ovaries, nor be of benefit in cer- 
tain conditions where it was well recognized that laparatomy 
for the removal of diseased structures was the only safe plan. 
■But in those cases where there is a doubt about the advisa- 
bility of that operation, very much could often be accomplished 
by its use. 

De. Dddlet wished to know in what way electricity re- 
lieved the adhesions which bound down the uterus in certain 
■cases of displacement. 

De. Goelet said the principle was the same as in the treat- 
ment of fibroids of the uterus by electricity. There the uterus 
was large, heavy, and low in the pelvis, and often confined by 
adhesions. On giving negative galvanism the first efi'ect was 
a rising of the tumor and uterus in the pels'is, produced by 
loosening of the adhesions. That was an accepted fact among 
those who employed electricity in these cases. He employed 
massage as an aid in overcoming the adhesions in some cases. 
The result was brought about more easily and in a much 
shorter time than under the older methods of iodine applica- 
tions, the hot douche, etc. He had recommended this plan of 
treatment of uterine displacements because it had been suc- 
cessful in his hands and more satisfactory than any other 
method known to him, and he had been actively engaged in 
the practice of gynecology for fifteen years. 

DO THE GENEEAL SYMPTOMS JUSTIFY PEIMAEY LAPAEATOMY 
EAELY IK EXTEA-UTEEINE PEEGHANCY ? (a EEFEEEHCE 
TO THE society’s EECOEDS.) 

De. E. H. Geahdin having stated, at the last meeting of the 
Society, what he believed were the views of certain members 
with regard to the indications for primary laparatomy early 
in supposed extra-uterine pregnancy, was requested to confirm 
them by reference to the Transactions. 

In rising to make his statement he exjiressed regret that 
some of thb members who took exception to his remarks on 
that evening were not present at this meeting. He had found, 
by reference to the Transactions of the Society, that the state- 
ments which he had had in mind were not made on the even- 
ing to which Dr. Cleveland referred. Thus Dr. Cleveland 
was right and he was wrong. But they had been made on 
another occasion. 

In the JouENAL of Obsteteics for June, 1888, page 613, 
Transactions of the Obstetrical Society of Hew York, Dr. 
■Janvrin, spealdng of tubal pregnancy, said : “In all these 
■cases, from the sixth to the twelfth week of gestation, the 
pretty severe attacks of colicky pain, with the other general 
symptoms, should lead us all to diagnosticate the condition, 
and when we were fully convinced that there is tubal jireg- 
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nancy, even if there has been no decided hemorrhage and the 
patient’s life is in no immediate danger, it is best to perform 
laparatomy.” 

That was to say, Dr. Grandin added, the general symptoms — 
colicky pain, amenorrhea, irregular discharges, and passage 
of a decidua — being present should lead us to a diagnosis and 
thence to primary laparatomy. Adding the words “general 
symptoms” to his own remarks at the last meeting, he con- 
tended -that he was justified in the statements which he then 
made. . He believed that if Dr. Polk were now. present he 
would gladly retract his assertion that the man making such 
a statement as he had quoted was either dishonest or incom- 
petent. 

Dr. Grandin also referred to a remark which the stenogra- 
pher had understood Dr. Wylie to make, as follows : “ fie 
did not think it was fair for the reader of the paper [Dr. 
Grandin] to allude to unpublished private eases in which a 
mistake had been made in diagnosis.” 

The eases to which he had referred, he said, appeared in the 
Transactions of the Society, and assuredly there could be 
nothing unfair in quoting what had become matter of public 
record. If so, then every member of the Society had been 
guilty of being unfair repeatedly. The following were the 
cases which he had had in mind: American Journal of 
Obstetrics, January, 1890, page 76, Dr. Janvrin reported a 
case of supposed extra-uterine" pregnancy, operated upon by 
another gentleman, uterine pregnancy found; same journal, 
January, 1890, page 91, Dr. Coe had the courage to report a 
case of laparatomy for supnosed extra-uterine pregnancy, 
showing an error in diagnosis; Dr. Munde, at the meeting 
when Dr. Tuttle reported four cases of extra-uterine preg- 
nancy, reported a case of supposed extra-uterine pregnancy, 
laparatomy, pregnancy in a bicornate uterus was found. He 
was perfectly willing to leave the question as to whether he 
had been unfair in referring to recorded cases to the judg- 
ment of the individual members of the Society. He did not 
doubt the verdict. Personally he repudiated the charge. 

Dr. Cleveland wished to say that the only point which he 
vfished to protest against at the last meeting, and he thought 
it was true of others who spoke also, was “ that there were gen- 
tlemen in this Society who, given a case like that which 
Dr. Grandin had narrated, would proceed to do laparatomy.” 

Dr. Grandin added that it was not alone the impression 
which the members of this Society would obtain on reading 
such statements as he had read from the Transactions, which 
concerned us ; it was also the impression which Dr. Smith 
might get wlio lived in Kalamazoo or anywhere else. In the 
case winch he had reported at the last meeting, it should be 
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remembered tliat fully six months before he saw the patient 
the symptoms were amenorrhea, followed by colicky pains,, 
irregular iiemorrliages, the passage of a decidua. Here were 
the general symptoms of extra-uterine pregnancy. He could, 
of course, make no statement in regard to tlie local findings at 
this time. He did not see the patient then. He had simiily 
protested against the view that the general symptoms would 
justify primary laparatomy, and he protested still. 

Dr. Coe called attention to the fact that in reporting his 
case of error in diagnosis he had mentioned distinctly that 
there was an enlargement, a tumor, which was an extremely 
importaut point. Besides, there were some symptoms of 
rupture. 

I)r. Jacobus, on reading certain portions of the records, 
thought they showed tlie statement on the part of l)r. G-randin 
to imply that “ judging by the statements of the gentlemen as 
they were recorded in the Transactions, tliey would, in a case 
like his, have performed laparatomy.” 

So far as the question of the existence of a tumor was con- 
cerned, cases had been cited by members of the Society and 
others in which, among other signs of extra-uterine pregnancy, 
an extra-uterine tumor was supposed to have been present, 
yet laparatomy showed an error in diagnosis and no such 
tumor, but instead, in some cases, uterine pregnancy. 

Dr. Coe remarked that in his case there was a small ovarian 
cyst. 

The President said that, given the symptoms of tubal 
l^regnancy, he had placed himself on record as favoring pri- 
mary laparatomy. It therefore became simply a question of 
what one regarded as the sj-^raptoms. He had, during, the past 
three or four years, read several papers in which he had tabu- 
lated these symptoms, and among them he had mentioned a 
mass or tumor on one side of the uterus. If he had neglected 
to do so at the time of the discussion referred to by Dr. 
Gran din, it was because he supposed that his views had al- 
ready become so well known that it was unnecessary to repeat 
them. Under the circumstances, moreover, the term ‘‘gen- 
eral symptoms ” might justly have been supjiosed to include 
a tumor. 

"With regard to the case which he had related, in which 
laparatomy was performed hy another physician and preg- 
nancy found in the left horn of the uterus, he had distinctfy 
stated that all the symptoms of tubal pregnancy were not 
present, yet the patient was in a pretty critical condition, and 
he coincided with the gentleman that it would be well to do 
laparatomy, and he would give him what assistance he could. 
He was not very much astonished at the result of the explora- 
tion. 
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De. Geandin expressed his willingness to insert the words 
“ general” symptoms in. his remarks. The point at issue was 
whether the word “ general ” could by any possibility he 
taken as including “local” symptoms. He had been chal- 
lenged to find a certain statement in the Transactions. He 
had found such a statement. We could not now explain 
statements made in the past. He, of course, knew Dr. 
Janvrin’s views. Others, at a distance, might not. What 
was the inference which could rationally he drawn from the 
statement he had read by these others ? Only one : Given the 
general symptoms, we ought to make a diagnosis, and then 
it was best to perform laparatomy. 


Stated Meeting^ Novemher l%tli, 1890. 

The President, Joseph E. Janvein, .M.D., in the Chair. 

De. Paul F. Hunde presented a 

EIBEOID TUMOE OF THE ANTEEIOE ABDOMINAL WALL, THE SIZE 

OF A dock’s egg, 

removed from a woman who sought an operation because 
of pain. The tumor had been growing for two years, was not 
movable, and seemed to him not to he intraperitoneal ; it ex- 
tended from the level of the umbilicus nearly to the diaphragm 
on the left side. It was not his intention to open the perito- 
neum, but this was torn accidentally while lifting the tumor 
with a sharp hook. The opening into the peritoneum having 
thus been made, the operator inserted his fingers, lifted the- 
tumor, and dissected it out, but met with some difficulty 
owing to adhesions. A very large wound was made, the 
whole of the rectus muscle above the umbilicus being re- 
moved. The peritoneal rent was first closed with catgut. A 
drainage tube was employed. Considerable sloughing took 
place in the very fat tissues. The patient made an unevent- 
ful recovery. Dr. Thatcher kindly made a microscopical 
examination of the specimen, and pronounced it to be a 
fibroma. He thought it had probably formed after some in- 
jury.. A number of such cases had been reported, y^et they 
are not very common. Out of four hundred and :6fty-nine 
cases of tumors of the abdomen which were operated upon at 
Olshausen’s clinic during the last three years, in only seven 
was the tumor a fibroid of the anterior abdominal walls. 

Dr, Munde remembered that in several similar cases re- 
ported at this Society it had not been decided before ope- 
rating whether the tumor was intra- or extraperitoneal. 
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A MALFORMED OVARY, SO-CALLED THIRD OVARY. 

Dr. Munde presented a second specimen, a peculiar malfor 
mation of the ovarj' which is seldom seen. A few weeks 
before, he had operated upon a woman for a dermoid c^’^st. 
After removing the dermoid tumor, he examined the other 
•ovary, and, finding it decidedly enlarged and cystic, removed 
it. But the point of interest was that the end of the ovary near 
the fimbriated extremity of the tube was almost separated 
from the rest of the organ b}" a constriction, thus almost 
forming a third ovary. Winckel ]niblishes a photograph of a 
very similar case. Several eases are on record in which both 
ovaries were said to have been removed, yet the patients 
-afterwai'd became pregnant, and it was supposed a part of the 
ovary must have been left behind. The speaker could imagine 
that might occur in a ease of this kind. Out of nearly two 
hundred laparatomies, he had never before seen what simu- 
lated a third ovary. 

Dr. H. T. H axes said he had had two cases of fibroid tumor 
of the abdominal wall. In one case the patient had had the 
tumor removed by the late Dr. J. B. Hunter, and the patho- 
logist pronounced it a fibro-sarcoma. Another tumor de- 
vmoped, which Dr. Hanks removed with Dr. Lee’s assist- 
ance. Eight months afterward another tumor developed, also 
in the abdominal wall a little further down, which he removed 
at the patient’s house. He saw her three years later, and she 
was then perfectly well. 

The other case was that of a woman who entered the 
"Woman’s Hospital, having a tumor corresponding closely to 
the description given bj^ Dr. Munde of his cas3. It was some- 
times difficult to say whether the tumors were inti’aperito- 
neal or extraperitoneal. His second patient also did well 
after the operaticn. 

Dr. Eloriax Krug said that two j’ears ago he oj)erated 
upon a woman, who had passed the menopause, for a large, 
•subserous fibroid of the uterus. At the same operation he 
.removed a fibroid tumor of the abdominal wall the size of a 
goose egg. He was unable to say before operating whether 
the tumor Avas within or without the jieritoneum. The 
woman recovered. 

TUBAL PREGNANCY WITH RUPTURED TUBE. 

Dr. Mattheav D. JHanx, of Buffalo, IST. Y., presented three 
•specimens of ruptured tubes from cases of supposed tubal 
pregnancy. The first was obtained from a case with the fol- 
lowing history; A married woman, aged 2T, had alwaj'S 
Tmenstruated normally. Six weeks before Dr. Mann saw her 
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•slie was taken with severe pain and a chill while out shop- 
ping, She walked home. The next day she had pain in the 
ovarian region on the right side. She had been menstruating 
five days at this time. The pain in the right ovarian region 
and the flow continued up to her admittance to the hospital. 
Dr. Mann saw her a few days before she entered the hospital. 
There was then a mass in the right ovarian region, noticeable 
above the surface of the abdomen as she lay upon the back. 
Examination per vaginam showed the mass to be behind the 
■uterus, apparently pretty evenly distributed on both sides ; 
but on bimanual palpation it seemed to lie chiefly on the right 
.side. It seemed to be increasing pretty rapidly, and, although 
he knew not what it was, he told the patient it ought to be re- 
moved. When she entered the hospital she was in pretty 
good condition, pulse and temperature normal. On opening 
the abdomen he found a large encysted peritonitis, the sac be- 
ing composed of omentum and false membrane, containing 
about half a pint of straw-colored fluid. On breaking into 
this sac he came upon another, made up of false membrane 
■and portions of the intestine which were agglutinated together. 
Breaking through the second sac, he found it filled with blood 
of tarry consistence. After washing this out, and lifting the 
tube and ovary on the right side where most trouble had been, 
he found a distinct sac within the tube, which had burst and 
apparently had been the source of hemorrhage. The other 
tube and ovary were normal. Eo drainage tube was used. 
The patient made a prompt recovery, 

EXTEA-UTEEINE PEEGNANCY ; EUPTUEE ; LAPAE ATOMY ; EECOVEEY. 

De, Mann presented a second specimen, consisting of the 
fetus and placenta removed by laparatomy in a case of rup- 
tured extra-uterine pregnancy. The woman was aged 28; 
had been married eight years; had had no children, no 
miscarriages. Her husband had gonorrhea shortly before 
marriage, and there existed occasionally a gleety discharge 
afterward. Four weeks before admission to the hospital the 
patient had very severe cramps in the abdomen, was confined 
to bed a few days, got u p, and was seized With another attack 
of pain. _ This time the collapse was so great she was thought 
to be dying. There was a rapid pulse and increasing tempe- 
rature. Dr. Mann saw her at this time, but unfortunately did 
not get the history of the ease, and the doctor who called him 
could not give much information. Finding a mass behind and 
at one side of the uterus, and knowing then nothing of the 
sudden attacks of pain, he made a diagnosis of probable jiyo- 
salpinx and advised an operation. He heard nothing more of 
the case for several weeks, until she changed her family phy- 
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sician, wlien lie was called in again and was told by ber- 
physician that her condition was very bad indeed ; she had 
vomited everything for days ; her pulse was very weak, the- 
temperature was high, and something must be done quicldy..- 
Dr. Mann operated at the hospital next day, and, having stUl 
an imperfect history of the case, adhered to his old diagnosis.. 
The temperature was 102° to 103° F., the pulse 160 — a not very 
promising case for operation. On opening the abdomen he- 
found blood on the omentum, the omentum adherent to the 
brim of the pelvis all around, and, when broken loose, the en- 
tire pelvic cavity was found hlled with blood, and a large cyst 
came into view. The blood was taken out by the haudful, 
and in it he found a fetus and placenta, and then was made- 
aware that he had to do with an extra-uterine pregnancy. He 
tied the sac ofi, washed out thoroughly, put in a drainage- 
tube, removed it Avithin twenty-four hours, and the patient' 
went on, after a long and tedious convalescence, to recovery.. 
On one day it had seemed as if her condition was hopeless. 

SUPPOSED EXTRA-UTERINE PREGNANCY, WITH ABSENCE OF FETUS,. 

The third ease reported by Dr. Mann was that of a Russian 
woman, aged 24; married live years; no children, no abor- 
tions. Phthisis had existed a year, the lungs being in bad con- 
dition. Menstruation had been regular until seven months 
before admission, when it became rather irregular, and ceased 
altogether two months before. The patient had also had several! 
attacks of pain, some of them severe; they came on every day 
for a week before admission. Some pieces of membrane had 
passed, and the family physician supposed a miscarriage had 
taken place. She was taken into the medical service in the 
hospital, and the house physician telephoned his sujiei’ior that 
he had a case of abortion, and received a reply to go ahead and 
clear out the uterus. He forcibly dilated the cer-vix, curetted 
the uterus, removed some shreds, and thought he had left the; 
ca-dty clean. The patient, however, did not do well, and Dr: 
Mann was called. He found a large mass on one side of the- 
uterus, which was so tender that he could not examine properly 
without ether. Under ether he aspirated the mass, but with- 
drew only a little bloody serum. He made up his mind that' 
he had probably to do with a ruptured tubal pregnanc3\ The- 
next morning, on opening the abdomen, he found a condition 
exactly as in the case just related, except that there was no- 
fetus and no placenta. He asked the members whether such- 
cases as this and the first one reported should be regarded as- 
cases of real tubal pregnancy. All had seen cases of hemato- 
salpinx in which the tubes were filled with blood, but he had 
never seen a case in which but one tube alone was affected 
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;and the other healthy. In this instance, however, the other 
-tube was perfectly normal. Then in hemato-salpinx he could 
not understand how the tube could be distended in a single 
j)ortion of its diameter, and rupture there, and not be evenly 
•distended throughout. At the same time, if this were a case 
of ruptured tubal pregnancy, it was very puzzling to know 
what had become of the fetus, memhranes, villi, and chorion. 

Apropos of this case he said he had recently received a letter 
from a friend, then in Yienna, who stated that lately he had 
•seen Carl Braun operate on two eases of tubal pregnancy, in 
neither of which he found a fetus or any evidence of pla- 
centa or villi. In making tlie diagnosis Braun accepted what 
he called Schroeder’s view, that all cases of what he spoke of 
as hemato-salpinx were due to extra-uterine pregnancy, the 
diagnosis resting, if Dr. Mann mistook not, on the normal 
•condition of the other tube. 

Dr. G. M. Tottle expressed great interest in the cases. 
Two or three questions had arisen in his mind which had not 
been discussed by the speaker. ' The first was whether hewas 
justified in operating in one or two of the cases. From his own 
experience, which could be considered large only by compari- 
,son, he had come to accept certain of Mr. Tait’s views on pa- 
thology, and, as a consequence, would doubt the propriety of 
operating in the conditions found in one or two of these cases. 
In the presence of an indefinitely outlined tumor, with a his- 
tory which pointed to tubal or ectopic gestation, and uncer- 
tainty that blood had escaped into the peritoneal cavity, he 
thought it was our duty to let the patient alone. Eecovery 
would in almost all eases take place if there were no secondary 
rupture. There was very rarely, if ever, a well-defined tumor 
under these latter circumstances. The blood had presumably 
escaped from a ruptured tube in between the layers of the 
broad ligament. It seemed to him, from the description given 
of the second case, that the escaped contents of the tubal sac 
were under the peritoneum, and according to the exi^erieiice 
of Mr. Tait, which was greater than that of any other man, 
cases of this kind got well if let alone, while they did not al- 
ways get well when operated upon. The operation was cer- 
tainly fraught with more danger than when the hemoiThage 
was intraperitoneal. Thus we had to discriminate between 
cases in which to operate and those in which the patient should 
be let alone. 

He had recently seen a woman who gave a history of sud- 
den pain, and sudden development of a large tumor which he 
found filled the right side of the pelvis, producing the char- 
acteristic feel in the rectum described by Mr. Tait, pushing 
the uterus up under the abdominal wall. It was a clear his- 
i:ory of ectopic pregnancy, yet, following his theory, he did 
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not operate ; in two weeks the patient had recovered and the' 
tnmor rapidly disappeared. 

Du. Bache McE. Eachet said the point on which Dr.. 
Mann had asked the views of the members called to mind a 
case which he had related at the May meeting as one of tubal 
pregnancy with escape of the ovum through the uterus, which 
diagnosis had been called in question by a gentleman from 
Maryland, and more recently 133' Mr. Tait, both by letters ad- 
dressed to the Americaa' Journal of Obstetrics. Eecalling 
the case briefl3’-, he said it was, in his opinion, positivel}^ one of’ 
tubal pregnancy, and after applying galvanism the mass had 
been forced from the tube down toward the uterine cavit3'’ 
and had been expelled entire in that direction. Following it 
the decidua passed, and he had presented the two specimens to 
the Society. The view that it was a ease of tubal pregnancy 
seemed to be fully concurred in 1)3' nearly all of the members 
of the Society when he i)resented the specimen. There had 
simpl3' been some oozing of blood since the passage of the 
ovum and decidua, and this continued for five or six days, when 
a hemorrhage took place. The S2)eaker being out of town 
that night, Dr. Lusk was sent for. After hearing the story 
from the famil)', he made a careful examination, and found 
toward the fim'briated extremity of the tube on the left side a. 
tumefaction about the size of a goose egg. He introduced a 
vaginal tampon, and next day Dr. Emmet saw the patient. 
Tlie tumor was then much smaller, about the size of a pigeon’s 
egg. It graduall3' disappeared altogether. He felt convinced 
that it was a hemorrhage into the tube at the site of the origi- 
nal fetal implantation. There had been nothing more than a 
slight thickening after the passage of the ovum. "When he 
narrated the case. Dr. Dudle)' asked what was the condition 
of the tube after the passage of the ovum, and he replied that, 
he had made no examination. By the end of the week, how- 
ever, he did, and found no thickening, or only ver3’- little. But 
when Dr. Lusk saw the patient after the hemorrhage there 
was a tumor the size of a goose egg. So he thought in Dr,, 
Mann’s case there may have been escaj)e of the fetus down 
the tube, out through the utei-us, and a hematoma formed from 
bleeding at the site of original implantation. 

Dr. H. C. Coe said, ivith regard to the pathological j)oint in 
hemato-salpinx raised by Dr. Mann, that several specimens 
had been submitted to him as being tubal pregnancy, yet they 
belonged purety to cases of hemato-saliiinx. In hemato-salpinx 
there must previously ha ve been, he thought, dilatation of the 
tube from pyo-salpinx or hydro-saljiinx, most frequently the 
latter. There was an important anatomical difference between 
a tube dilated in consequence of ectopic gestation and one di- 
lated in consequence of a hemato-salpinx. In the latter there 
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was likely to be general dilatation, while in the former only a. 
portion of the tube was dilated. That point, he thought, would 
give an important clue to the nature of the case. 

De. Munde said he had understood that Dr. Tuttle referred 
to, and accepted, the view of Mr. Tait that, whenever effusion, 
of blood took place between the layers of the broad ligament, 
it was due to tubal pregnancy. 

De. Tuttle said he had not made such a statement himself, 
and it seemed to him absurd. 

De. Munde added that Mr. Tait had made such a state- 
ment, and went on to say how the blood might dissect up the 
peritoneum, make a large abdominal tinnor, and still be ex- 
trap eritoneal. Dr. Munde did not accept this view. He 
thought such cases could just as well be treated by opening 
the tumor through the vagina, eleaidng the sac out thoroughly,, 
draining, if necessary packing with iodoform gauze. He had 
operated upon a dozen eases in which no signs of a fetus were- 
found. 

As to diagnosis, it was very eas,y to make an erroneous one.. 
Only last week he had seen a case of pyo-salpinx which had 
been mistaken for ruptured tubal pregnancy. Thepatient lived 
in Pennsylvania, and he was called to see her by her physician, 
about thi'ee months ago. Her doctor- had read Mr. Tait’s. 
book, and another more recently published, and had a very- 
definite idea of the condition in this case. His theory was. 
that there was a tubal pregnancy which had taken place about 
four months before, and that rupture had occurred six weeks 
bef oi’e, a tumor forming extraperitoneally . Dr. Mun de agreed 
with him. The tumor was behind and to the right of the 
uterus, extended up into the right iliac fossa; was doughy to 
the feel, not movable, increasing in size. The uterus was 
pushed forward and upwai’d. Accepting the physician’s 
views. Dr. Munde did not think it necessary to pass a sound. 
He did not operate. Three months afterward the doctor 
came to him again, said the woman was undoubtedly preg- 
nant, for he could feel the movements of the child and the 
fetal parts. He thought it was undoubtedly a tubal pregnancy, 
the fetus having developed beneath the layers of the broad' 
ligament and worked its way up, and that, as Mr. Tait had 
said, there was nothing to do but to operate. Dr. Munde went, 
out again. The next morning after his arrival, having made all 
preparations for a laparatomy, he examined the woman under 
ether, and was unable to assure himself that the fetus was out- 
side of the uterus. Undoubtedly, however, there was a fetus. 
The doctor and the patient’s husband would not believe but 
what the fetus was outside the uterus, so that it was necessary 
to introduce the sound. It entered up to the umbilicus, a 
distance of seven inches, showing that tlie fetus in all proba- 
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was witliin the uterus. Tet tliere was the mass behind. 
It had become firmer, less boggy, less movable ; it was appa- 
rently a hematoma. The woman aborted a few days afterward. 
Dr. Mann’s case, he thought, was similar, except that there 
was spontaneous abortion which took place earlier. 

De. H. T. Hanks remarked tliat it was exceedingly impor- 
fant that physicians should make a very careful examination 
before operating, for if hemorrhage took place into the peri- 
toneal cavity the patient would die without an ojjeratiou, 
while if it was beneath the broad ligament he was confident 
from experience that she might recover without an operation. 

He had seen, within three months past, one case recover 
without an operation, while a similar one recovered in the 
M^omau’s Hospital about a 3’ear ago. There was every symp- 
tom of rupture of a tubal pregnancy', but the hemorrhage was 
into the broad ligament, and the woman went out in a few 
months and has remained comparatively well since. He had 
also seen one of Dr. Cleveland’s cases, in which he had not 
operated because convinced that the hemorrhage was not into 
the peritoneal cavity. Another case occurred in a patient of 
Dr. Mason’s, a gynecologist suggesting an operation for tubal 
pregnancy, yet she got well without. The question of o^je- 
rating depended upon whether the hemorrhage was danger- 
ous, the patient in collapse, likely' to die, or whether the 
hemorrhage was bein^ controlled by' the tissues surroundingit. 

De. Mann said, in reply to the question raised by Dr. . 
Tuttle, whether in the first case he ought to have operated, 
-that when the patient came to him he did not exjiect on open- 
ing the abdomen to meet with a tubal pregnancy. He did not 
make the diagnosis, but operated because there was a rapidly 
gi’owing pelvic tumor. Although it ])roved to be an ency'sted 
peritonitis, he did not believe the patient would have gotten 
well if the operation had not been performed. The wall of 
the intestine constituted a part of the wall of the sac which 
contained the eflbised blood, and when lifted was blood-stained, 
showing that the tumor was not subperitoneal. In the other 
two cases there could be no question with regard to the 2)ro- 
priety of an operation, for they would both have very soon 
ended fatally without it. 

A NEW PLASTIC OPEEATION DESIGNED TO STEAIGHTEN THE ANTE- 

FLEXED UTEEUS.” 

De. E. C. Dudley, of Chicago, lU., read the jiaper. 

De. William M. Polk said he had y^erformed the opera- 
tion once, about a month ago, and the mechanical results had 


> See original article, page 142. - 
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been those claimed for it by the reader of the jiaper. Of course 
it was too soon to speak of symptomatic results. It was a 
very easy operation to perform. Before it was done there 
was the usual difficulty met with in such cases in passing the 
uterine sound ; afterward the sound with the ordinary curve 
entered readily. In this instance he thought he would test 
the operation on its own merits, and did not dilate nor 
curette. 

Dr. H. C. Coe said he had been struck with some of the 
points of resemblance between Dr. Dudley’s operation for 
anteflexion and that performed by Dr. Skene for what he 
called ‘‘imperfect invagination,” met with in cases in which the 
cervix is very short. Dr. Skene makes a transverse incision 
in the vaginal fornix just in front of the cervix, and converts 
it into a longitudinal wound by the manner of passing his 
sutures, the object being to elongate the cervix somewhat, 
and also to throw it a little back. He thought it was an in- 
teresting fact as showing how two minds might work inde- 
pendency in the same channels. Dr. Dudley’s, being en- 
tirely on the cervix, was, of course, original. 

Dr. W . Gill Wylie had listened to the reading of the paper 
with a great deal of interest- He thought the operation a very 
ingenious one, and that mechanically it might have some in- 
fluence. It certainly shortened the canal, and might somewhat 
change its direction. Still he held to the views which he had 
expressed six or seven years ago in a paper entitled “Ante- 
flexion and its Associated Pathological Conditions.” He then 
stated the belief that the mere fact of flexion had not much to 
do with the symptoms; that anteflexion could not be con- 
sidered a pathological condition which of itself we should aim 
to cure. He still held that view. He then advocated divul- 
sion, curetting, and drainage, and he yet believed that by 
such means we obtained about as good results as by any other. 
He also then expressed the view that the majority of such 
cases were cases of imperfect development. During growth 
the patient’s vital forces had been used up in other directions 
, in such degree that the uterus was left wanting and after- 
wards became the prey of disease. The actual pathological 
condition might be described as a chronic endometritis result- 
ing from imperfect development. The aim should he to bring 
about a change in the condition of the mucous membrane. 
He thought this operation might do something to shorten the 
canal and change its direction. The author, however, had 
stated that he also divulsed freely and used the curette ; if 
he did that thoroughly, and did not cure dysmenorrhea in 
four out of flve cases, he did not obtain as good results as the 
speaker had obtained by that means alone during the past four 
or five years. If there was failure, it was due to the fact that 
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the patient’s health became reduced again and the local con- 
dition returned. The uterus might at the same time be stim- 
ulated to development by the use of electricity or other 
means, and the general health improved or kept up as far as 
possible. 

Dn. H. J. Boldt inquired of the author -whether in any of 
his fourteen cases there was atrophy at tlie anterior angle of 
flexion. He asked the question because he thought it was 
generally admitted that anteflexion of itself did not produce 
symptoms. Owing to flexion, however, pathological condi- 
tions arose, and were likely- to disajipear, he thought, when 
such flexion was cured. 

So far as divulsion and curetting were concerned, the pro- 
cedure, in his experience, gave relief for some months, or per- 
haps a year ; hut if the dysmenorrhea were due to flexion and 
stenosis, it would invariably return. This was true no matter 
how thorough had been the divulsion. The benefit would re- 
main as long as the drainage was kept up, sometimes longer. 
A permanent result could not be hoped for without restoring 
the uterus to a physiologieall}' normal position. 

De. H. T. Haxks remarked that those who had, the past 
ten years, watched the treatment of cases by methods adopted 
by Dr. Thomas at the "Woman’s Hosjjital, could not have failed 
to notice that many symptoms, often attributed solely to an- 
teflexion, were due' really to perimetritis. and general metritis. 
But in those cases in which formerly Di’. Sims’ operation had 
been demanded the method employed by Dr. Dudley would, 
he thought, be of decided advantage, and it could be 2)er- 
formed to-day by hxiudj-eds of men as easily as that pi’oposed 
by Dr. Sims could have been performed ten years ago by a 
few. It might be easier for the beginner to do Dr. Sims’, but 
there were more able operators to-day than some years ago. 
By the operation described to-night there was no danger of 
alarming hemorrhage. But, as he had already suggested, in 
many cases of anteflexion the symptoms were due to the gene- 
ral condition which had given rise to the malformed uterus. 
He had temporarily obtained very good results from divulsion 
and drainage by stem pessary, but they were temporary. His 
experience had been similar to that of a gentleman who had 
lately told him that out of fifty letters sent to his patients thus 
treated, thirty were answered, and in only a very small per 
cent of this number was there much improvement after wear- 
ing the stem pessary for months or a year. If, then, there 
was any operation which offered better results, he would heart- 
ily welcome it. 

De. kluxDE said he had taken a great deal of interest in the 
treatment of anteflexion for many years. He agreed with 
the other speakers that the symjjtoms of anteflexion in them- 
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selves were not very inarlved. He thonglit that other conditions, 
such as chronic endometritis, chronic hyperemia or hyper- 
plasia of the uterus, etc., but chiefly chronic endometritis with 
the accompanying congestion of the uterus and adnexa, pro- 
duced the symptoms. The results of his treatment had been 
better than those mentioned by Dr. Hanks. He had found 
that forcible and thorough dilatation under an anesthetic, re- 
peated, if necessary, without an anesthetic, in a large propor- 
tion of cases cured the dysmenorrhea. Perhaps the cure had 
been only tern j)orary, but the patients had for months reported 
that they were well. In the majority of cases be had not 
found it necessary to repeat the dilatation forcibly under an 
anesthetic. He thought the result was due, not so much to 
straightening the anteflexion, as to facilitating drainage and 
also in overcoming the existing chronic endometritis. He 
thought also that dysmenorrhea might result from spasmodic 
contraction of the uterine cervix, just as retention of urine 
might take place in the male from spasmodic contraction of 
the urethra, and be overcome by passing a sound. 

As far as sterility was concerned — which was the other rea- 
son why we oj)erated, — he could not say that his success had 
been so great. He could not speak with so much positiveness 
on this point, for the patients were less likely to return and 
tell the result, being usually attended in any subsequent con- 
finement by their farhily physician. He thought, however, 
that conception was rather the exception. He tliought that it 
was for the relief of sterility that Dr. Dudley’s operation was 
likely to be most practised. He still did not understand ex- 
actly how the uterine canal was straightened by the operation. 

Dr. a. H. Bucksiaster, in, referring to an illustration made 
use of in the paper, said he failed to conceive how conti action 
of the utero-sacral ligament or fold of peritoneum could cause 
anteflexion, nor could he understand how, when this ligament 
was congenitally shortened, an operation designed to straighten 
the. lower portion of the cervix could prove of any avail. 
"With regard to the operation described, he could not see that 
it had any advantages over some of the older ones, excepting 
that it covered the woimd with mucous membrane and pre- 
vented septic absorption. He agreed with the other gentle- 
men in the view expressed some years ago by Dr. Emmet, 
that anteflexion in itself was not a pathological condition. 
The plate used by Dr. Dudley for illustration was clearly a 
case of anteflexion from shortened utero-sacral ligaments, from 
inflammation ; this was evident from the drawing backward 
and upward of a large uterus. 

Dr. C. C. Lee said he would be loath to let the evening 
pass without expressing his gratitude to the author for bring- 
ing forward this new operation. He had heard a great deal 
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about the admirable results of divnlsioii and drainage, a method 
whicli he had practised for years, and, having had the confi- 
dence of his patients, he had been able to keep them under 
observation, and had found it necessary to divulse and curette 
repeatedly, yet the benefit had always proven only temporary. 
The cure was never permanent. There could be no question 
but what he had divulsed and curetted thoroughly. Any ope- 
ration which could straighten the canal — a thing wdiich divul- 
sion certainly could not do — was a gi-eat advance over present 
methods, especially where it was desired to overcome sterility. 

It seemed to him a mere splitting of hairs to talk about the 
importance of endometritis in these eases as against that of 
flexure. The fact remained that we could not get rid of the 
endometritis or other pathological condition until we cured 
the flexure. Consequently an operation which cured the 
anteflexion permanent!}' was a great advance. 

• Dr. a. H. Goelet said tliat inasmuch as electricity had 
been mentioned, he felt it his duty to say something.. A few 
years ago he might have thought cutting operations on the 
cervix were necessary, but he had since had experience with 
a method of treatment which had convinced him that they 
were not. As had already been said, a pathological condition 
must exist before flexion could take place. The mechanical 
rearrangement of the uterus could not alone cure the condi- 
tion which had brought about the flexion. The author had 
said that electi'icity might cure some of the associated condi- 
tions. The speaker asserted that it would positively cure the 
endometritis. He believed, with some others Avho had spoken, 
that a great deal of the benefit following the operation of Dr. 
Dudley came from divulsion and drainage, which partially 
cured the endometritis. Therefore, Dr. rolk had taken the 
proper course in allowing the operation to stand on its own 
merits. But he considered it unnecessary, for the condition 
attending the flexion could be cured by electricity. He had 
found it v'cry difiicult to completely cure endometritis until 
he took up the use of electricity, but since that date he had 
seldom found it necessary to resort to divulsion or support of 
the uterus. 

Dr. Malcolm McLean thought, Avith Dr. Lee, that it was 
useless to adA'ance the argument that the woman’s sufierings 
came, not from the anteflexion, but from endometritis and 
associated conditions ; the truth remained that these associated 
conditions Avere present in anteflexion while they Avere not 
commonly present in the normally flexed and located uterus. 
Further, Avhen the flexion AA'as relieved by some means Avhieh 
also gave drainage, the large majority of the patients, in his 
experience, Avere cured of the associated conditions. He had 
operated upon cases fourteen years ago, and they had remained 
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cured. He had also on his records a number of cases of ste- 
rility cured hj operation. Although one of our illustrious 
men had said the stem was the invention of the devil, yet it 
had done him good service. Any symptoms which it had 
produced, causing him anxiety, had lasted only a few hours. 
It seemed to him Dr. Dudley’s operation was going to prove 
a very valuable addition to our means of treating anteflexion 
with stenosis. He would first try divulsion and the use of the 
stem, and, this not succeeding, would operate. 

Dr. Elizabeth Cushier (present by invitation) said that for 
a number of years she had treated cases of anteflexion Avith 
dysmenorrhea by slight divulsion and intra-uterine applications,- 
and had thereby entirely relieved the vast majority of the 
cases. In a certain proportion of the cases the dysmenorrhea 
was relieved by a single application, and it was seldom neces- 
sary to make more than three. The application should be 
made within the first ten days after the menstrual period, and 
the patient kept in bed from twenty-four hours to three days. 

Dr. H. B. Talbot had always used thorough divulsion, 
curetting, and, if necessary, drainage, and b}’^ this means, as 
stated in a paper read last spring, had had good success in the 
treatment of sterility and dysmenorrhea due to anteflexion. 
The patient was placed under ether and dilatation made for- 
cibly. In this connection he exhibited a set of spiral, cylin- 
drical spring stem pessaries having a flange which permitted 
of their easy removal. 

Ur. E. C. Dudley, in closing the discussion, said there was 
great danger that this operation would be performed indis- 
criminately in cases, not of pathological, but of strictly phy- 
siological anteflexion. It was possible that those who did not 
consider anteflexion as having an}’’ pathological significance- 
per se did not always make tlie distinction between physio- 
logical and pathological anteflexion. Certainly a woman 
might have anteflexion and have a large variety of lesions 
wholly independent of the anteflexion ; and to say this might, 
after all, be only saying that a Avoman might haAm a variety 
of pathological developments in the pelvis, and at the same 
time have the uterus in its normal position. Normal ante- 
flexion could, of course, have no pathological significance. 

But since the inA’’estigations of Schultze and others Ave may 
distinguish downright pathological anteflexion, in one variety 
of Avhich the uterus is bent to the point of producing two 
kinds of obstruction at the angle of flexui'e ; 1, obstruction 

of the canal from collapse of the canal ; 2, obstruction of the 
blood vessels from collapse of the blood vessels. Under such 
conditions uterine catarrh must follow, as pointed out in the 
paper, and the normal physiological changes cannot take place 
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either in the decidua of menstruation or in the decidua of 
pregnancy ; hence menstrual disorders and sterility. 

The mechanical indication is clear : Straighten the uterus 
aiid thereby relieve the obstruction both in the uterine canal 
and in the vessels. 

He had practised extreme divulsion with curettement in 
more than one hundred cases, hut the results had not been 
very satisfactory. They had, however, been more gratifying 
when the plastic operation already described had been added 
to the dilatation and curettement. 

He desired to emphasize the fact that his operation was 
not a substitute for dilatation and curettement, but rather sup- 
plementary to these two procedures, and dcAused especially 
to render the straightening of the uterus adequate and peiTna- 
nent. He must, however, admit that he had never performed 
extreme divulsion without some fear that serious injury might 
result. With the supplemental plastic operation he now "finds 
it necessary to practise only moderate divulsion. It is wise to 
practise exploratory curettement in every case, because very 
often something is thereby removed from the uterus which 
had not been suspected. 

Before the distinction had been made between physiologi- 
cal and pathological anteflexion, it was the fashion to treat all 
anteflexions as pathological. The reaction came, and with it 
a universal proposition that anteflexion had no pathological 
significance ^6?’ se, that it was wholly a question of the associ- 
ated lesions. But, like universal propositions in general, this 
one was too sweeping ; it did not take into account pathologi- 
cal anteflexion. 

It is important to remember that some of the associated le- 
sions of anteflexion stand in the relation of a mechanical result ; 
the indication is then mechanical. It is hoj^ed that tliis opera- 
tion may fulfil that indication. 

■ If anteflexion should not be treated mechanically because 
it is a result of certain associated lesions, then retroflexion 
and all other displacements should not be treated mechani- 
cally, because they also are equally the result of associated 
lesions. This almost amounts to the reductio ad cihmrd^im. 
Wh}’" make anteflexion the scapegoat along this line of argu- 
ment ? 

As a student and an interne he had been saturated with the 
idea of inflammation of the utero-sacral ligaments as the great 
associated lesion in pathological anteflexion, but had often 
been disappointed in his search for evidence of such inflam- 
mation. Inflammation often exists there, but in a large pro- 
portion of cases in which such inflammation has existed it has 
all passed away, leaving pathological anteflexion as a perma- 
nent result. 
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In reply to the question of Dr. Boldtias to atrophy of the 
anterior wall at the angle of flexure : On general principles 
the pressure produced hy flexion ought to cause atrophy, hut 
it had not been demonstrable in any of tlie eases reported. 

He liad found electricity useful, but not a universal pana- 
cea. One should take possession of electro-therapeutics, hut 
should not permit electro-therapeutics to take possession of 
him. 


Stated Meeting^ December 2fZ, 1890. 

The President, Joseph E. Janvrin, M.D., in the Chair. 

JIALIGNANT ADENOMA OF THE CORPOREAL ENDOMETRIUM ; VAGI- 
NAL hysterectomy; recovery. 

Dr. H. C. Coe showed a typical specimen of adenomatous 
uterus which he had removed per vaginam from a woman, 
age 53, three years past the menopause, who*was in excellent 
general health. Symptoms of three years’ duration, being an 
irregular watery, sometimes bloody, discharge, without maiiced. 
odor. Occasional hemorrhages, hut never profuse. Pains in 
the lower part of the abdomen only during the past few weeks. 
She was curetted at the Woman’s Hospital by Dr. Hanks, who 
removed a quantity of friable tissue which was thought to be 
sarcomatous. She improved considerably, but her symptoms 
returned this fall, and she was referred by Dr. Hanks to Dr. 
Coe’s service at the Cancer Hospital. Dr. Coe removed a 
specimen from the interior of the uterus, and, after micro- 
scopical examination, made a diagnosis of adenoma. Yaginal 
hysterectomy was performed three weeks ago, the operation 
being rendered difficult by the small size of the vagina, which 
hardly admitted a speculum, while the patient was extremely 
stout. Ovarian arteries tied, lower portions of broad ligaments 
clamped en masse. Convalescence uninterrupted. Patient 
now sitting up. 

The specimen was of more than usual interest pathologically, 
as only three or four similar ones had been presented to the 
Society, and but few cases of malignant adenoma were on 
record. 

The case was almost a parallel of the one which the speaker 
had reported last spring. He believed that the prognosis after 
removal of the uterus was more favorable in this class of cases 
than in those of cancer and sarcoma, whethei’ of the cervix or 
coi’pus uteri. 
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MEDTJELAEY CAECINOMA OF COEPUS UTEEI ; LAPAEO-VAGINAL 
HYSTEEEdTOJir; DEATH FEOIsr SHOCK, 

De. H, C. Coe sliowed tlic above specimen. The jjatient, 
age 53, had never borne children. She reached tlie meno- 
pause at 52, and soon after began to have an irregular bloody 
discharge, but no pain until within the past few months, Avhen 
there Avas also present a watery discharge from the uterus 
having some odor. General health good. When examined 
on her entrance into the Cancer Hos 2 )ital, she presented the 
ajjpearance of being in robust health. Tlie uterus was as large 
as the organ at the fourth month of ])regnaney, and was fai]% 
movable-. The cervix Avas small, and the os barely admitted 
a sound. Tents Avere introduced, and the interior of the ute- 
rus was thoroughly explored under ether. The finger aa^ts 
introduced, and a diffuse caulifloAver mass was felt iiiAmlviug 
the corporeal endometrium, but not extending beloAv the os 
internum. A fragment Avas removed Avith the curette and AA'as 
examined microscopically; sections showed groups of epithe- 
lial cells having a Avell-marked areolar arrangement. There 
was induration in both broad ligaments, but the uterus could 
be depressed to a considerable extent. FolloAving the exami- 
nation the patient had for two or three days consideralfie pain 
across the loAver part of the abdomen, Avith a rise of tem^jera- 
ture, evidently due to a slight localized peritonitis. Exami- 
nation at the end of a Aveek showed that the mobility of the 
uterus was diminished. Laparo-vaginal hysterectomy had been 
proposed, but the question arose Avhether it was advisable in 
view of the recent peinmetritis. Dr. Tuttle, avIio kindly saw 
the patient, first advised an explorative laparatomy in order 
to decide as to the exact condition of the jielvic organs, and 
then to be guided by the intra-abdominal examination as to 
Avhether to attempt the remoA’’al of the uterus. Unfortunately 
this suggestion was not adopted, as a subsequent examina- 
tion under ether by Drs. Tuttle, Cleveland, and himself led 
them to believe that the uterus Avas fairly movable and could 
be removed Avithout unusual difficulty. On the contrary, 
the operation Avas the most formidable that he had ever 
attempted. The cervix Avas first detached j^er vaginam 
and the uterine arteries were clamjjed. The abdomen was 
then opened, and the uterus AA^as found to be universally ad- 
herent, the intestines being matted to its j)osterior surface. 
A double pyo-salpinx Avas first tied off, after Avhich the broad 
ligaments Avere clamped and diAuded. It was almost impossi- 
ble to raise the uterus out of the pelvis, so that it was neces- 
sary to gain more room by extending the incision above the 
umbilicus and dividing the recti muscles. With the efficient 
aid of Dr. Tuttle he succeeded in making an opening through 
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Douglas’ pouch, aud separating the attachments of tlie uterus 
•entirely hy feeling. The hemorrhage was profuse, but was 
quickly controlled with clamps. The vessels were tied, a 
•small wound in the bladder was closed, and the pelvic cavity 
was irrigated and packed with iodoform gauze, a drainage 
tube being carried down into the vagina and allowed to pro- 
trude from the lower angle of the abdominal wound. The 
patient had profound shock, from which she did not rally, 
succumbing -three hours later. 

The points to be emphasized in the case were : 

1. The advisability, in doubtful cases in which it is pro- 
posed to perform laparo-vaginal hysterectomy, of first making 
an explorative incision, since, if the abdomen is opened after 
■separating the cervix and securing the uterine arteries, it is 
then too late to abandon the operation. 

2. The occurrence of recent peritonitis as a contra-indica- 
tion to total extirpation. 

3. The coexistence of double pyo-salpinx with malignant 

disease of the uterus, constituting a formidable and unsuspected 
complication. , 

4. The pathological condition. While a sharp differentiation 
is often impossible, medullary carcinoma of the body of the 
uterus is less frequent than pure epithelioma, and seems to be 
more rapid in its course, with a decided tendency to extensive 
infiltration of the uterine wall and early tdeeration, as in this 
case. 

De. Geoege M. Tuttle was glad to avail himself of the 
opportunity to make a few remarks upon, and emphasize one 
point in connection with. Dr. Coe’s cases. It related to the 
question of whether, in a given case, it was desirable to per- 
form vaginal hysterectomy, and whether, when the combined 
operation seemed to commend itself, we were justified, in 
order to determine the point just raised, in first opening 
the abdomen and then, if no contra-indications were found, 
proceeding with the vaginal steps of the operation. This 
question arose in connection with the case related by Dr. 
Coe, and, he thought, would continue to arise in all doubt- 
ful cases. He thought it would be well, therefore, in doubt- 
ful cases to make the opening above first, for we must now 
and then encounter a case in -udiich it would be impracticable 
to complete extirpation ; it might, pei'haps, be done, but 
would not be justified on account of the great danger of im- 
mediate loss of the patient. 

The Peesident inquired of Dr. Coe how far he had pro- 
ceeded with the operation per vaginam before making ab- 
dominal section. 

De. Coe replied that he first detached the cervix as high 
as the anterior aud posterior peritoneal folds, without enter- 
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ing the cavity, and clamped and divided about half of the 
broad ligaments ; bnthe found it impossible to draw the large 
uterus down, and on opening the abdomen it appeared that 
he had liberated the organ to scarcely an appreciable extent. 

The President said he had been led to ask the question 
from experience which he had had with a ease at the Skin 
and Cancer Hospital a year ago. The woman was 62 years 
of age ; the disease proved to be sarcoma of the uterus, which 
latter seemed to be about the size of one’s fist. The patient 
had never been married, and the vagina was extremely small. 
He did not believe it possible to remove the uterus by way of 
the vagina, at any rate not easily, and that fact was taken into 
consideration when he decided to pursue the course which 
Dr. Tuttle had suggested this evening. He therefore ojiened 
the abdomen, cut down upon the broad ligaments, clamped 
them from above, then made dissection from below through 
the vagina, and finally removed the uterus through the ab- 
dominal wound, experiencing little diifienlty. He pursued 
this course because of the size of the uterus, not because there 
were any extensive adhesions, for there were not. The re- 
marks of Dr. Tuttle, of course, were based on the existence 
of strong adhesions and immobility of the uterus. He 
thought his remarks were veiy appropriate in snch cases. It 
seemed to him that the uterus presented by Dr. Coe was a 
very large one to take out by way of the vagina, even if there 
had been no serious adhesions and the uterus had been quite 
movable. 


SUBWUCOUS FIBROID SIMULATING PREGNANCY. 

Dr. G. M. Tuttle presented a number of specimens with 
brief histories. The first was a large submucous fibroid, the 
case being: the only one in which he had himself found it dif- 
ficult to distinguish between pregnancy and a fibroid tumor. 
He thought he had proliably been more sceptical than he 
justly should have been regarding the difiieulties ordinarily 
encountered in diagnosis in such cases. 

The patient was a colored woman, between 30 and 4:0 years 
of age, a widow for twelve yeai’s, who did not admit having 
had intercourse the past few years. She had noticed a lump 
in the groin about four years ago. During the past four 
years the lump had steadity increased in size, its growth hay- 
ing been accompanied by repeated attacks of acute pelvic 
pain, with high fever, ty^rapanites, and tlie expressions of at- 
tacks of peritonitis. She had had very little bleeding to with- 
in fourteen days of admission. She said she then began to 
flow heavily. She had been treated by electricity for several 
months, but this agent had caused no subsidence in the tumor. 
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as far as could be learned. Sbe bad also bad subcutaneous in- 
jections of ergot, but bad received no substantial relief. Fol- 
lowing tbe use of electricity on two occasions sbe bad attacks 
of peritonitis. 

Dr. Tuttle found tbe uterus quite symmetrical, reaching 
to witbin about two inches of the umbilicus. It was soft, 
giving the impression of fluctuation. The tumor could not 
be examined from below. Tbe cervix was elongated, slightly 
softened, but did not convey to bis finger evidences of preg- 
nancy. Tbe absolute symmetry of tbe uterus and tbe sense 
of fluctuation led several physicians who saw tbe patient to 
lean strongly to tbe diagnosis of pregnancy. On very careful 
bimanual examination Dr. Tuttle found evidences of decided 
disease of tbe appendages on both sides. They were bound 
down in large masses at tbe sides and behind tbe uterus. For 
these reasons be pronounced positively against a diagnosis of 
pregnancy, and proceeded to do laparatomy. But on oxien- 
ing the abdomen bis courage almost failed him, for tbe tumor 
presented tbe appearance of tbe pregnant uterus ; tbe color 
was good, it was soft, and it seemed be could get an obscure 
sense of ballottement. Howevei’, on pulling the uterus for- 
ward and examining its attachments, be found tbe append- 
ages at tbe sides profoundly diseased, adhesions very general. 
With double pyo-salpinx there was also enlargement of .the 
ovaries, and be made up bis mind that it was a-.case of fibroid, 
possibly accompanied by pregnancy. Knowing tbe vitality of 
tbe embryo must have been sacrificed, if there were one, and 
that the condition of tbe appendages also justified their re- 
moval, he decided to take out tbe entire tumor. In this case 
he bad bis first experience in tbe use of a rubber tube thrown 
around tbe pedicle. Tbe patient made a good recovery. 

OPilKATION FOR RUPTURED TUBAL PREGNANCY. 

The second specimen was obtained from a case operated 
upon for ruptured tubal pregnancy, it being the ninth in bis 
experience, and tbe only fatal one. He bad operated, boAV- 
ever, under almost hopeless conditions. Tbe woman was -in 
. her fortieth year ; bad bad a number of intentional miscar- 
riages; bad recently been married a second time; bad men- 
struated regularly up to a certain day in September last. 
One month from that day she bad a slight show which lasted 
fifteen minutes. Soon after that there Avas an attack of acute 
pelvic pain, Avitb pallor and faintness. Sbe was seen by a 
physician, and subsequently three consultations were held, but 
ectopic pregnancy was not recognized. A short time after- 
Avard sbe had a second attack, and after another interval a 
third one, when Dr. Tuttle saAV her for tbe first time. The 
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third attack was marked hy complete loss of consciousness, 
great pallor, pain, the pain continuing, together with tym- 
panites. "When he was called, the pulse could not be felt at 
the wrist ; the belly was enormously distended ; the patientwas 
apathetic, could not be aroused, and seemed to be dying. In 
spite of these facts, however, he thought it justifiable to at- 
tempt to save her life, and, with the entire approval of her 
friends, she was conveyed by ambulance to the hospital and 
the abdomen was opened. A large quantity of dark blood 
clots escaped, and the woman died. The fetus and placenta 
were found in the abdominal cavity. 

PAPILL03SIATA OF THE OVAEY. 

Dr. Tuttle remarked, on presenting his third specimen, that 
it was one which was fraught with a great deal of interest. 
It was obtained in the case of a woman who was the wife of 
a physician. She was 25 years of age ; had been married 
about a year ; had been in excellent physical condition until 
within the last three years, when she began to suffer from 
painful menstruation. About a year ago, and shortly before 
her marriage, menstruation became very painful, constituting 
an extreme type of dysmenorrhea. This lasted two or. three 
periods, then menstruation took place without so much pain. 
Following marriage, however, it again became very painful, 
and a peculiarity in the case was that about the tenth day after 
cessation of the flow there was a recurrence of terrible pelvic 
pain ; it was so great that when he first went to see her he 
was able to liear lier screams at a distance from the dwelling. 
Her husband kept her almost constantly under chloroform 
and other narcotics for many hours. On making examina- 
tion Dr. , Tuttle found the left ovary prolapsed, much en- 
larged, very hard and nodulai-. The infei’ence seemed to be 
clear that the ovary was in a fibrous condition, and that the 
pains during the menstrual period coincided with the at- 
tempted dehiscence of the ovum with hemorrhages into the 
Graafian follicle ; that these subsided with the relief of 
menstrual congestion, and were renewed with intermenstrual 
maturation and attempted dehiscence of ovules, the escape of 
the latter being prevented by the dense new fibrous tissue in 
the ovary. 

The operation disclosed an exquisite example of papillary 
ovary. The ovarian tissue had been almost entirely replaced 
by connective tissue. Thei-e were a number of cysts and 
some large clots. The right ovary was the most beautiful ex- 
ample which he had ever seen of beginning papillomatous 
change. It was studded Avitli what looked like grains of sand. 
He therefore removed both organs. There was slight ascites. 
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blit 110 other evidence of inflammation extending to the peri- 
toneum. 

HIGH AMPUTATION CONVERTED INTO HYSTERECTOMY. 

The last specimen presented by Dr. Tuttle consisted of tbe 
uterus and appendages which he removed after accidentally 
penetrating tlie peritoneum when trying to amputate the in- 
filtrated cervix by Baker’s metliod. After penetrating the 
pieritoneum through tlie very rotten tissues, he thought it best 
to go on and do hystereetomj’^ and obtain thorough dr-ainage.. 
He also removed as many of the nodular masses from the 
vicinity of the bladder as it was possible to do. The patient 
had not yet had recurrence, although it was likely to take 
place early. 

Dr. Ooe remarked, in connection with tlie first specimen 
presented by Dr. Tuttle, that cysts lying anterior to the uterus 
also gave the impression sometimes of a pregnant uterus. He 
recalled a case of fibro-cyst of the uterus which so strongly 
resembled pregnancy that the diagnosis could not be made 
until the tumor had been lifted out of the cavity and tapped.. 
Last week he assisted a friend in removing an ovarian cyst 
which lay in the anterior fornix in such a way as to simulate 
the fundus of a gravid uterus. 

The specimen of ovarian papilloma was interesting, for few 
specimens had been presented to the SocietjL He had seen 
only two or three at the Woman’s Hospital. A very interest- 
ing point, aside from the comparative rarity of the disease, was- 
the fact that ascites was an almost constant accompaniment, 
and pointed clearly to a malignant element. The cause of 
the ascites was not clear. It seemed to be due to some irrita- 
tion of the peritoneum by the presence of the tumor, even 
• when there were no secondary deposits on the former, and 
bore no relation to the size of the growth. 

He had had an experience similar to Dr. Tuttle’s, in being 
led to perforin hysterectomy Avhen he had not intended to do 
a radical operation. On one occasion, when attempting high 
amputation before he was familiar Avith the procedure, -such 
profuse hemorrhage occurred that he Avas led to perform 
hysterectomy. In another case he accidentally opened into 
the peritoneal caAnty, and, as a loop of intestine came down, he 
felt safer to go on and remove the entire uterus. In a third, 
case of high amputation, performed about six Aveeks ago, he- 
eutered the peritoneal cavity, but did not remove the entire 
organ, and the patient had no trouble whatever. He there- 
fore thought, in view of this experience, that in another case, 
unless the opening into the peritoneal cavity was a very large 
one, he Avould not hesitate to leave the remainder of the uterus 
after doing high amputation. 
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NEPHROTOMY FOR CALCULUS. 

The President presented a calculus removed from the 
kidnej by nephrotomy. The patient was a woman of 43 
jearSj wlio came under his care last May, when he recognized 
jiretty extensive disease of the left tube and some of the 
Tight. She was also suffering from cystitis to a marked de- 
gree ; and as it was late in the season he directed his attention 
to this affection chiefly. He made a vesieo-vaginal fistula 
and gave general treatment. There was also considerable pain 
across the back, but which he was disposed to think at that 
time was due to the tubal disease. After a time she went to the 
country, and on returning, about the middle of October, was 
seen again by the speaker. After watching her a few days he 
became convinced tliere was also some serious trouble withthe 
kidney. During the snmmer the pain had become intensified 
in the region of the left kidney. There was at the same time 
considerable pain in the region of the other kidney, which .is 
not at all uncommon when but one organ is affected. The 
following further facts led him to the conclusion that there 
was probably a stone in the pelvis of the left kidney : An 
attack of renal colic in January last ; extreme acidity of the 
urine, which was pretty well loaded with phosphates ; a large 
amount of muco-purulent discharge, notwithstanding there 
had been marked relief of the cystitis during the summer. 

He gave the patient ether one day, and passed a catheter 
through the fistulous opening in the bladder up into the left 
ureter, and withdrew about two drachms of urine directly 
from the kidney before it could reach the bladder and become 
mingled with the urine from the other kidney. The patholo- 
gist who examined the urine for him assured him that prob- 
nbly most of the muco-pus and other abnormal constituents 
had come from the left kidney. Being convinced that there 
was an impacted renal calculus, he admitted the patient to his 
private hospital and performed nephrotomy, making a lumbar 
incision, ojiening into the pelvis of the kidney, and removing 
without much difficulty the calculus then being passed around. 
It was composed almost eutirely of phosphates, and had 
broken down somewhat during extraction with the forceps. 
There was very little hemorrhage. A small glass tube and a 
small double rubber tube were left in for drainage, the inci- 
sion being closed with silk sutures. The glass tube had been 
removed last Thursday, the operation having been performed 
one week ago. The patient had done perfectly well. A 
very small amount of pus came with the urine through the 
rubber tube. As soon as the patient fully recovered from 
this operation he would close the vesieo-vaginal fistula. The 
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•cystitis had been secondary to the kidney trouble, and at 
present date seemed to be perfectly cured. 

Dr. Coe remarked that the introduction of a catheter or 
sound into the ureter in such eases was a valuable aid in 
making a diagnosis. Had it been resorted to in one instance 
of nephrectomy for suspected renal calculus, j)erformed by a 
prominent specialist in this city, in which the kidne}’ was 
found normal, the calculus would have been discovered im- 
pacted in the ureter an inch from the bladder, and an 
autopsy might liave been spared. 

The President said that, if he remembered correctly, 
Thompson had reported a case in which he found the stone 
in the ureter about an inch from the bladder, after having 
•opened the abdomen. 

Dr. H. C. Coe then read the paper of the evening : 

A RATAL CASE OF CONCEALED ACCIDENTAL HEMORRHAGE 
DURING LABOR.’ 

The author expressed the desire that the discussion be 
directed particularly to diagnosis and to treatment. 

Dr. W. ]\r. Polk, speaking first of diagnosis, said it would 
appear that in all the cases yet reported in which the cause 
was not known to be traumatism or some existing disease, the 
conditions attending their development were similar to those 
existing in Dr. Coe’s case. Of course the hemorrhage might 
be due to a fall or a blow, but in that case the history of the 
accident would be given. In renal disease, exanthematous 
affections, and continued fevers, patients were more prone to 
the development of accidental hemorrhage. All these con- 
ditions were excluded in Dr. Coe’s case, which placed it in 
the list of those in which there was no recognizable predis- 
posing cause. 

He must confess that, in common with most observers, he 
was at a loss to say just ivhat were the symptoms which 
should arouse our suspicion of concealed hemorrhage, be- 
yond those mentioned by Dr. Coe, namely, the want of 
symmetry in a uterus which previously had been symmetri- 
cal. It was taken for granted that physicians always exam- 
ined the uterus when they first saw their patients, and, there- 
fore, were able to appreciate any irregularity in outline which 
might afterward take place. This irregularity of shape was 
unquestionably most important evidence of the condition 
after the hemorrhage had assumed some proportions. 

He did not know that it was possible for us, with our pre- 


' See original article, page 152. 
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sent knowledge, to detect tlie commencement of bemorrliage 
with a normal]}' situated placenta, or one implanted above the 
central line of the uterus. If there was any symptom of the 
condition, it would seem to consist in irregular, cramp-like 
uterine pains. In this regard there was a certain analogy be- 
tween the condition of concealed hemorrhage and rupture of 
the uterus. In both conditions there was undue distention or 
undue pressirre upon the organ at some one point. When 
that occurred there was always some interference with regu- 
larity in the pains. 

Having, therefore, a case in which at our first examination 
the uterus was symmetrical, in which the pains occurred with 
reasonable regularity, characteristic of a slow labor; then 
finding in such a case that the pains had become irregular, 
sharp, unusually painful, especially if referred to the upper 
and. anterior portions of the uterus rather than to the hack ; 
the uterus assuming an irregular outline ; the pulse showing 
unusual disturbance — under these circumstances he thought 
we had about as strong evidence of concealed hemorrhage as 
our present knowledge would enable us to make out. But he 
was careful not to say that even such symptoms were unmis- 
takable evidence of hemorrhage. They would at least show 
that an unusual state of things existed, and would place the 
obstetrician upon his guard. Careful observation would en- 
able him to detect the enlargement when it came later, and 
better prepare him to take such steps as might be necessary 
to save the patient. 

But in manj cases the hemorrhage was concealed until the 
child was actuall}^ delivered. It might be encapsulated in the 
margin of a large placenta. Therefore one could not rely 
upon the late appearance of blood as confirmatory of his diag- 
nosis ; but if it occurred, it removed all doubt. 

It was to be understood that he had in mind only those 
eases in which all predisposing causes had been ruled out. 
Still, he had not understood Dr. Coe to say positively that 
there was no evidence of syphilis in his case. 

Dr. Coe said his statement that the history was perfect 
meant also that there was no history of syphilis. 

Dr. Polk added that calcareous degeneration of the pla- 
centa in this class of cases was not uncommon, and when it 
w’as present there was no more reason why hemorrhage 
should not arise than when there was placental degeneration 
from other diseases, as nephritis. 

In discussing treatment, he took it that it was best to con- 
fine remarks to the class of cases which Dr. Coe’s fell in. 
There were undoubtedly cases of accidental concealed hemor- 
rhage in which some waiting seemed to be indicated. He 
had in mind a case in which a patient had such hemorrhage, 
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Tcsultiug from a kick upon the abdomen. There was sudden, 
great hemorrhage, and the patient when seen was in col- 
lapse. There was, of course, no dilatation of the cervix, la- 
bor having hardly commenced. In fact, the shock had been 
so great that the uterus was almost paralyzed. Kapid deliv- 
ery under those circnmstauces ivould liave meant the further 
shock incident to forcible dilatation of the cervix and forced 
extraction of the child by version, and could not have bnt 
rendered the chances less favorable. 

In Dr. Coe’s case it was stated that when hemorrhage was 
suspected the cervix was abont half-dilated. It was large 
enough tlien to fully justify the procedure which had been 
undertaken. If in such cases there was not sufficient dilata- 
tion, and it could be accomplished without materially adding 
to the shock, Dr. Polk thought it was the first step which 
should be taken after having stimulated the patient properly 
and taken the usual hemostatic precautions. Having dilated 
the cervix, one should rupture the bag of waters and perform 
version. Usually one could perforin version by the . external 
method without an}' great amount of disturbance to the pa- 
tient ; but if it could not be effected in that way, then resort to 
the internal method. In other words, the indication was to 
empty the uterus as quickly as possible, in order to secure that 
contraction which was essential to stopping the hemorrhage. 
He believed the weight of opinion favored that procedure 
rather than delay in the class of cases now under consider- 
ation. 

He would venture to make some remarks on the after-treat- 
ment, which, however, would not apply to Dr. Coe’s case, be- 
cause he had no tamiions. 

The view which he was about to express was rather con- 
trary, he said, to those generally held. Remembering, how- 
ever, tliat the uterus, after being emptied, still failed to 
contract and control, the hemorrhage, he did not know why 
one should not, in violation of the ordinary rule, put in iodo- 
form gauze and tampon the uterine cavity. 

Dr, I. H. Ha.nce inquired of Dr. Coe whether the cord 
was found absolutely short, or relatively short owing to being 
twisted around the neck. 

Dr. Coe replied that the cord was not wound around the 
child’s neck, and he believed it was of about normal length. 

Dr. Hance said that, in listening to the history of the case, 
which seemed to be one of sudden shock and signs of concealed 
hemorrhage, the question had arisen in his mind whether the 
condition might not have been one of two things : first, a 
slight hemorrhage behind the placenta; secondly, an absoliite- 
ly short or relatively short cord which had interfered with 
expulsion of the child. 
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The symptoms were very similar to those present in a case 
in whicli he was able to show, after the child’s birth, that 
tliey were due to an absolutely short cord. Besides in itself 
being able to give rise to the symptoms present in Dr. Coe’s 
case, such shortness of the cord might also lead to concealed 
bemorrhage. In his own ease the history, up to the time 
when Dr. Coe was sent for to see it as a case of hemorrhage, 
was precisely the same as in the case narrated in the paper. 
In addition to tlie symptoms therein mentioned, it was to be 
noted that the head would recede with each relaxation of the 
uterus, leaving only a small segment projecting into the pel- 
vis. Even after he had applied the forceps and made trac- 
tion, the head would recede each time he relaxed his efforts. 
"With extraction of the head there was profuse hemorrhage, 
which was renewed with the passage of the body. The pla- 
centa was then extracted at once. The cord measured onlj’’ 
nine inches in length, and to this he attributed the irregular 
contractions of the uterus and the prolonged first stage. In 
the absence of any other apparent cause for the symptoms of 
hemorrhage, he would expect to find a short cord which had 
been making traction upon the uterine muscular tissue Avith 
each labor pain. 

De. B. a. IMueeay said he had not been present in time to 
hear the reading of the paper, but, having known of the case 
Avhich the author reported, he expressed the opinion that, in 
the absence of any other apparent cause, the symptoms were 
due to detachment of the placenta before delivery. He had' 
seen the placenta detached before delivery of the child, the 
pains commencing at the cervix and extending to the fundus, 
so that later, Avhen the child was expelled, the placenta fol- 
lowed immediately. 

He had once seen a case of accidental hemorrhage of alarm- 
ing proportions in which the symptomatology was different 
from that in Dr. Coe’s case. FolloAAdug a very severe pain 
there were sudden collapse and' immense distention of the 
uterus, leaving the patient in almost a moribund condition. 
This condition having followed a severe pain, he thought at 
fii'st of rupture of the uterus ; but since no part of the child 
could be felt to extrude, this opinion could not be verified. 
On emptying the uterus there was found to be a large 
effusion of ^lood behind the placenta. He had, however, 
seen few cases of accidental hemorrhage which were hot due 
to some injury. 

He related a case of hemorrhage due to traumatism in 
which there was also placenta previa. When walking in a 
dark room the patient struck her abdomen on the sharp corner 
of a sewing machine, which resulted in killing the child, caus- 
ing concealed hemorrhage, and bringing on labor. Hot liaA"- 
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ing seen the patient before, and finding placenta previa, Dr. 
Murray inferred that hemorrhage had been due to this con- 
dition.' He turned the child and extracted, and then removed 
a large basinful of clots. The child was found to have a mark 
on the temple, duo to the blow, and death was supposed to 
have been due partly to the trauma and partly to the hemor- 
rhage. There had been no hemorrhage previous to the acci- 
dent. 

As to the symptoms, he thought that in a number of cases 
the pains were irregular and gave us an impression that some- 
thing unusual was going to happen. Occasionally, however, 
the hemorrhage came on with alarming rapidity, the collapse 
was extreme, and raised the question most impressively of 
what to do. If one were to empty tlie uterus he would cer- 
tainly add to the shock. He would have to be guided, he 
thought, by the condition of the cervix. If this were found 
dilated sufficiently to permit of version, he thought this should 
be performed. If the cervix were not found dilated, labor 
should be instituted and 'Barnes’ dilator employed. At any 
rate, he thought it was safest to rupture the membranes, which 
would relieve tension and allow the uterus to contract. In 
the distended state the uterus could not contract without some- 
thing giving way — that was to say, v'ithout rupture. He 
thought the greatest danger came from shock, whether caused 
by the physician in instituting artificial labor oi’ by nature’s 
efforts. Each case must be a law unto itself in treatment. 

As incidentally bearing on the discussion, Dr. Murray said he 
had been impressed with the frequency of post-partum hemor- 
rhage following operative interference, and he thought it was 
due to the fact that the uterus was emptied too rapidly. 

Dr. Buckjiaster said the question of tamponing the uterus 
for the arrest of hemorrhage in cases of this class had attracted 
a good deal of attention recently. He thought it not neces- 
sary to forego this practice, if desirable, for want of iodoform 
gauze ; one could use a clean pocket-handkerchief torn into 
strips, etc. Inasmuch as the uterus had been emptied after sud- 
den over-distention, it seemed to him only rational to tampon, 
provided other means for inducing contraction had failed. If 
necessary, the handkerchief or other clean linen could be fur- 
ther sterilized in a few minutes by placing in boiling water. 
He did not think anybody could be blamed in such cases for 
not making a diagnosis until after things had reached a pretty 
serious condition. He thought dilatation of the cervix one of 
the most important steps, when the condition is diagnosed 
early. If the head had engaged he would rather deliver by 
forceps than try version, as Dr. Coe suggested. 

Dr. G-. M. Tuttle had, when a student in Prague, seen 
two cases of concealed hemorrhage in the hospital under 
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Breiskj, and liad been strongly impressed with tlie latter’s 
diagnostic ability based on palpation. Breisky diagnosticated 
the condition in both of those cases before delivery of the 
woman. One was a traumatic case ; in the other he did not 
recall the origin. The cervix was dilated in each instance, 
the bag of waters was ruptured, and Breisky performed ver- 
sion and extracted the child, in both cases saving the life of 
the mother. Before delivery, Breisky jminteS. out, in his 
usual inasterly way, the disappearatice of the outlines of the 
child, and other facts pointing to j^robable internal hemor- 
rhage. It seemed to Dr. Tuttle that weight should be laid on 
the disappearance of the outlines of the child, and, with this 
evidence added to that mentioned in tlie pa])er, he would feel 
impelled to take very energetic action. He could conceive 
of signs of such severe internal hemorrhage going on that one 
would be justified in removing the entire uterus — a course 
which had been recognized as t])e safest in certain cases of 
rupture of that organ. He wished to say, however, that this 
must be a rare indication. It woul'd apply only where there 
was no cervical dilatation, no engagement of tlie head, with, 
perhaps, a history of traumatism and severe accidental hem- 
orrhage, Avith imminent danger to life. 

Dr. C. T. Adams said that in cases of the kind under dis- 
cussion, in Avhich it was desirable to deliver quickly, he 
thought one might properly resort to the method recently 
recommended by Dr. Diihrssen, of Berlin. It consisted in 
making several incisions into the cervix and proceeding to de- 
liver at once. If the uterus were atonic, he did not think 
Barnes’ dilators would act efficiently. 

Dr. W. E. Bullard thought that where there were a normal 
head and normal pelvis, and especially if the head had already 
become engaged in the peBds, as was true in Dr. Coe’s case, 
it would be better to deliver Avith the forceps than to perform 
version. He had had some experience iu placenta previa — 
cases in Avhich it AA'^as usual to tm*n and deliver in order to stop 
' hemorrhage — yet he had found it possible to apply the for- 
ceps and deliver so quickly that he pursued that course. 

Dr. Polk remarked that Avhen he spoke of Amrsiou he had 
' in mind the question of treatment in general, and not a par- 
ticular case, like Dr. Coe’s. He believed it Avas Avell recog- 
nized that Avhere the cervix was dilated sufficiently to enable 
one to apply the forceps, that means of delivery should be re- 
sorted to. It was where the cervix was not sufficiently di- 
lated to admit of the introduction of forceps that version was 
resorted to. 

Dr. "W. Gill Wylie said he had never had a case of con- 
cealed hemorrhage coming under the category under dis- 
cussion, but he thought it would be unwise to wait for the 
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patient to get in better condition before operating. He bad 
seen some pretty desperate eases of hemorrhage from splitting 
of the cervix during forceps delivery, and from other causes 
not just of the nature discussed in the paper, aud, judging 
from that experience, he would infer that the uterus had bet- 
ter be emptied at once in eases such as those discussed by Dr. 
Coe. One should not adopt the old method of waiting, inas- 
much as this, he thought, had been the cause of death in 
many cases of internal hemorrhage, as in extra-uterine preg- 
nancy, etc. Do not wait in order to improve the patient’s 
condition, by stimulants, but give stimulants while operating. 

De. Mueeay thought Dr. Wylie’s criticisms could not be 
considered applicable to his own remarhs, for he had limited 
them to certain conditions which were different from those 
had in view by Dr. Wylie. He had in mind cases of con- 
cealed hemorrhage in which the cervix was not dilated, and 
in which there was a great deal of shoch. In such a case he 
still thought it expedient to first tiy to restore the patient. 
In extra-uterine pregnancy the circumstances were different, 
for there hemorrhage was taldng place into a cavity which 
was capable of extreme dilatation, and miglit lead to death 
from loss of blood. In the pregnant uterus, dilatation and 
consequently hemorrhage could take place only to a certain 
point. By pressure one might still further limit the dilata- 
tion. He accepted Dr. Wylie’s recommendation as applied 
to extra-uterine pregnancy and rupture of the uterus, but did 
not think it always applicable in cases of concealed hemor- 
rhage within the uterus. 

De. Coe, in closing the discussion, said that he had hoped 
that the members might throw some light on the cause of 
death in these cases, tt did not seem to be always from loss 
of lilood ; in fact, some patients who had died had lost very 
little blood — his own, perhaps twenty or thirty ounces, 
wJiich certainly was exceeded in some abdominal operations 
without a fatal result. As Dr. Goodell had said, there seemed 
to be sometliing in the sudden and excessive distention of the ' 
uterus which produced a profound nervous shock. 

Heither Dr. Grandin nor himself had thought, after ex- 
tracting the child, that there was imminent danger of losing 
the patient. Her pulse was not excessively weak after deliv- 
ery, the uterus contracted well at first; in fact, her condition 
was so favorable that Dr. Coe proceeded to sew up the peri- 
neum. The uterus, however, relaxed again, and moderate 
post-partum hemorrhage took place. He regretted afterward 
that he had not had some iodoform gauze with him, for, with 
Dr. Polk, lie firmly believed that it was advisable to tampon 
in these cases. He never went to a case now without it. But, 
aside from hemorrhage, there was this element of shock, and 
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that was what made these cases so uniformly hopeless. On 
looking over the histories collected by Dr. Goodell, it was to 
be seen that even in the hospital cases, in which the indica- 
tions were met early, in which version was performed and 
the child was promptly extrar-ted, and when there had not 
been much blood lost, the patient died. Out of 106 
cases nearly 50 per cent of the mothers died, while all the 
children perished excejDting 6 ; and yet many of these were 
more favorable than the one narrated by the speaker. In pri- 
vate practice the conditions were much less favorable for an 
early diagnosis and for the prompt adoption of the best 
methods of treatment. But, having made the diagnosis, 
should we go ahead and perform accouchement force and run 
the risk of ruptm-iiig the uterus, or delay and let the patient 
die undelivered while waiting for the os to dilate, even when 
Barnes’ bags are used? Should we deliver by version or by 
the forceps? Those questions had to lie solved, often on 
the spur of the moment. In his own case he did not feel 
justified in proceeding without counsel, and the event 
proved that it was fortunate that he did not do so ; for, al- 
though he lost about half an hour in waiting for assistance, 
yet he probably would have lost his patient duilng. or im- 
mediately after, delivery if he had not had skilled assist- 
ance. It was his hrst case of the kind, and he hojied that 
he might never see another. 


TRAiSTSAOTIONS OP THE OBSTETRICAL 
SOCIETY OP LONDON. 


Wednesday, November oth, 1890. 

A. L. Galabis, M.D., F.B.C.P., President, in theJJhair. 

Specimens.— Bland Sutton : Fleshy Mole in the Fallo- 
pian Tube. 

Dr. W. Duncan ; (1) Suppurating Dermoid Cyst ; (2) Ovary ' 
and Tube with Papilloma. Dr. A. Routh : Aeciihalous, 
Acardiac Fetus. 

Dr. Heriiian read a paper on 

FOUR cases of PREONANCY WITH BKIGHT’s DISEASE. 

The author points out that to understand the relation be- 
tween renal disease in pregnant women and eclampsia of 
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pregnancy, it is necessary to compare cases of renal disease 
with eclampsia with cases of renal disease without eclampsia. 
Fonr cases of the latter kind are detailed in this paper, of 
which the chief features are as follows : 

Case 1. — Second pregnancy. Morning sickness ceasing 
about middle of third month; vomiting returning in seventh 
month, together with edema, giddiness, amblyo]ha, and dis- 
turbed sleep ; slight anemia ; no marked cardiac hypertro])hy; 
urine solid with albumin ; quantity of urine increased ; excre- 
tion of urea slightly below the average ; induction of labor 
near end of seventh month ; child living ; rapid diminution 
of albuminuria and increase of urea excretion following de- 
livery ; recovery; subsequent pregnancy without similar renal 
changes. 

Case II. — Sixth pregnancy. Twins ; hydraninios ; edema 
in last four months of pregnancy; no other symptoms ; urine 
solid with albumin, about half paraglobulin ; slightly dimin- 
ished quantity of urine and urea ; labor accelerated by separa- 
tion of membranes around os uteri; children living; delivery 
immediately followed by great diminution in albuminuria, 
great diuresis, and augmented urea elimination ; temporary 
return of albuminuria during latter part of lying-in period ; 
apparently complete recovery. 

Case III. — Sixteenth pregnancy. Tits after confinement 
six years previously ; symptoms coming on at beginning of 
eighth month of present pregnancy ; intra-uterine death of 
fetus ; premature labor induced at end of eighth month, after 
one Aveek’s treatment by rest and milk diet ; no diminution 
in quantity of urine, but diminished urea elimination ; albu- 
minuria : diminution of albuminuria and partial restoration 
of urea excretion before delivery, continuing after delivery ; 
recovery, but persistence of renal disease. 

Case IY. — Albuminuria; uremic twitchings ; cerebral 
hemorrhage ; induction of labor at beginning of eighth 
month ; child living ; diminished percentage of urea before 
delivery ; after delivery rapid increase in percentage of urea, 
and temporary diminution of albuminuria ; renewed cerebral 
hemorrhage ; coma ; death ; no autopsy. 

The author comments on the special features of each case : 
the diminished albuminuria and increased urea excretion which 
followed delivery in all ; these effects of delivery being great- 
est in Case II., in which the abdominal distention Avas greatest, 
and least in Case III., in which the abdominal enlargement was 
least; Case III. being also contrasted Avith others as to the 
amount of albumin and the duration and persistence of the 
disease. 

Dr. Leith Hapier said that during gestation there Avas a 
specially unstable condition of the epithelial tissue in all the 
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large glauds, and, as might be expected, tl)e kidney’s frequently 
suffered. Twenty-five years ago Seypert, of Prague, showed 
that of To patients suffering from Idd'ney disease during gesta- 
tion, only 2 developed eclampsia. A more recent series of 
152 cases in which autopsies were made on puerperal and 
pregnant women who were found to have Bright’s disease, 
showed thatonl}' 6.6 per cent had eclampsia symptoms. Bam- 
berger in this series included chronic and atrophic renal dis- 
ease. Braun Estimated that 60 per cent of women suffering 
from acnte and chronic Bright’s disease develojjed convulsions. 
He (Dr. Hapier) alluded to a case of scarlatinal nephritis in 
which pregnancy went on normally He asked what was the 
normal amount of urea excreted during pregnancy. He be- 
lieved it was less than usual, and that it was increased after 
parturition. He believed that all cases of albuminuria, 
whatever the cause, were relieved after parturition. 

The existence of acetomiria in relation to eclampsia was 
important. 

Dk. Routh took exception to these cases being called 
Bright’s disease, because they were cases of albuminuria. He 
did not think that the term Bright’s disease should be used 
unless there were casts in the urine, and unless, by the use of 
the ophthalmoscope, evidences of neuritis and local conges- 
tion were found. 

Dr. Hayus thought premature labor should be brought on. 

Dr. Horrocks a^ced whether Dr. Herman had found suffi- 
cient differences in the quantities of urea and albumin between 
the present series of cases and his former series of eclampsia 
to point to a'causal relationship. He thought that the nervous 
system played an important role in puerperal eclampsia, and 
pointed out that in only one of the four cases was the patient 
single, and she was a secundipara. 

jI3lR. Aleax Doran observed that there appeared to be three 
diseases clinicall^^ distinct : (1) Albuminuria associated with 
ovarian and other abdominal tumors ; (2) The albuminuria of 
pregnancy ; (3) True Bright’s disease comjjlicating abdominal 
tumor or pregnancy. In the first the albuminuria always dis- 
appeared after successful removal of the tumor, and fits never 
occurred. The second class of eases was often associated with 
eclampsia. In the third form the patient was all the better 
for removal of the tumor or for delivery. 

Dr. Herxian, in reply, said lie had used the term Bright's 
disease in its comprehensive sense. Many looked upon puer- 
qjeral eclampsia as nothing else than uremic convulsions oc- 
curring as the result of kidney disease in pregnancy and child- 
bed. There was very little evidence either for or against this 
view, which was mainly based on inferences drawn from our 
knowledge of renal disease ajjart from pregnancy. He did 
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not tliink that in these four eases the albuminuria was a simple 
result of pressure. He had made no investigations into ace- 
tonuria in pregnancy. In vol. xxix. of the Obstetrical Trans- 
actions he had published all the observations that he could 
find recorded on the normal urea excretion during pregnancy 
and the lying-in ; and the results were so conti'adietoiy tliat it 
could not be said that we had any definite knowledge about it. 

ON PLUGGING THE UTERUS IN SEVERE CASES OF POST-PARTUjM 
HEMORRHAGE, WITH NOTES OF A SUCCESSFUL CASE. 

Dr. Lewers read a paper on this subject. He referred to 
Dr. Auvard’s monograpli on Tampounement Intra-Uterine,’’ 
and reviewed the history of this treatment. Out of 17 cases, 
3 died, from eclampsia, tuberculosis, and sejiticemia respec- 
tively. 

Ca^e. — Mrs. M., 25 years of age, miscarried at the fourth 
month of gestation. It was supposed that a piece of placenta 
was left behind, but she was so nervous that a proper exami- 
nation could not be made. The next day she had a ri^or and 
there was an offensive discharge. Thirty-six hours after the 
miscarriage an anesthetic was given and a putrid mass re- 
moved from the uterus, to the upper part of which it was 
attached. The curette was then used, when sudden and alarm- 
ing hemorrhage took place. Hot-water irrigation was em- 
ployed with some iodine in it. This failed, and the uterine 
cavity was plugged with dry carbolic gauze, carried up to the 
fundus with the ovum forceps, and packed by the curette. 
Doth uterus and vagina were tightly jiacked, and a T -bandage 
was firmly applied. The bleeding was thus arrested. The 
gauze was left in for twenty-one hours, and on its remov^al the 
uterine cavity was washed out with iodine water, and antisep- 
tic vaginal douches were used for some days longer. The 
liemoi-rhage did not recur, and the patient made a good re- 
eovei'y. 

In addition to a vulsella to hold the uterus during plugging, 
and the forceps and curette already mentioned, a Smith’s 
modification of Sims’ speculum was useful. If about to plug 
the uterus and vagina in post-partum hemorrhage at the full 
term of gestation, an ample supply, say forty-six yards, of dry 
carbolic gauze should be provided. It was stouter than iodo- 
form gauze, and so less was required. He (Dr. Lewers) 
thought that plugging tiie uterus and vagina was an effectual 
treatment for many cases that would otherwise prove fatal. 

Dr. Priestley thought the older obstetricians Avould look 
with horror upon the method of treating post-jiartum hemor- 
rhage by plugging. He thought there were radical objections 
to it as a general method of treatment. The case given was 



250 TEANS. OF THE OBSTETKIOAL SOCIETY OF LONDON. 

not a case in point, as the patient was only four months preg- 
nant, the uterus hut little developed, and plugging even of the 
vagina might have been quite a legitimate method, because 
there was no large and expansible uterine cavitv above it for 
the accumulation of blood. To plug the uterine cavity at full 
term would be no easy matter, and would require a large 
amount of material. Moreover, it thwarted the ph^'siological 
process of preventing hemorrhage after delivery, namely, by 
the muscular fibres of the uterus which constricted the open 
mouths of the vessels at the placental site. Any tampon, large 
or small, would prevent this mechanism coming into play; and 
even if it stopped hemorrhage for a time, its removal might 
be followed by further loss. He hoped the method of treat- 
ment would not receive the sanction of the Obstetrical Society. 

De. Playfaie said he had no practical experience of this 
method of dealing with post-partum hemorrhage. It was an 
old-established axiom in midwifeiy practice that the pluewas 
never applicable so long as there was any possibility o? the 
uterus dilating behind it. A newly emptied uterus might very 
well contain a fatal amount of hemorrhage if only its lower 
segments were filled with the plug, and much care would be 
required to prevent the possibility of this occurrence. In Dr. 
Lewers’ case, and also in cases of secondary post-partum liem- 
orrhage, plugging might be useful. He should consider it 
no easy matter to pack a large, flaccid uterus immediately after 
delivery. He thought it would be intolerable for accoucheurs 
to carry forty-six yards of gauze about, the equivalent of two 
and a half ball dresses. Hemorrhage due to lacerations of the 
cervix and vagina, desci'ibed bj’’ Gooch as “hemorrhages with a 
contracted uterus,” might be properly treated by plugging. 

, De. Champneys referred to Dr. Diihrssen’s paper in VoUc- 
mamv's Samvihing JLlinisclier Yoi'trdge. This gave a report 
of sixty cases so treated, and he thought a careful perusal 
would show that plugging Avas better treatment, as a last 
resort, than injection of perchloride of iron. If plugged 
properly from the fundus downward, the uterus did not ex- 
2 )and above the jfiug, Avhich, on the contrary, acted as an irri- 
tant and caused good contraction and retraction. The vagina 
was also tightly plugged. Of sixty-five cases of severe post- 
partum hemorrhage thus treated, six died, one only of sepsis. 
Any clean linen could be sterilized by boiling for five min- 
utes in a saucepan with the lid on, to jiroduce a uniform tem- 
jierature of 212° F., or 100° C. The quantity of material 
required is less than would be supposed. Dr. Diihrssen 
stated, in 1889, that the injection of perchloride of iron was 
regarded in England as a practice as im^iortant as vaccination. 
It was at least twenty years out of date, if it ever was true. 
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Dr. Leith Napier asked as to the rationale oi plugging tlie 
post-partiim uterus. The practice was justifiable in the 
post-abortum uterus, wliich was a very different matter. He 
asked if normal retraction occurred with a plug and artificial 
clot inside the uterus. Except in those rare cases in which 
there was absolutely no attempt at contraction, described as 
uterine paralysis at the placental site, he failed to see the 
neces.sity for, or advisability of, the procedure. The idea 
was not new, but had never met with more than very lim- 
ited adoption. 

Dr. Lewers, who was not present when the paper was 
read and discussed, wished to explain that it is only in those 
desperate cases of post-partum hemorrhage for which the 
intra-uterine injection of perchloride of iron has hitherto 
been recommended, that he would advise plugging of the 
uterine cavity. He regards it only as a last resource when 
all the usual means fail to stop the bleeding. German and 
French statistics seem to show that plugging in such cases is 
much less dangerous than the intra-uterine injection of per- 
chloride of iron, and at least equally eflicacious. 


REVIEW. 


Traite de Gynecologie, Clihique et Operatoire. — A 
Treatise on Clinical and Operative Gynecology. By 
S. Pozzi, M.D., Professeur Agrege a la Faculte de Medi- 
cine ; Chirurgien de I’Hopital Lourcin e-Pascal. With 491 
Illustrations. Paris: G. Masson. 1890. Pp. xxiv.-1156. 
This is by far the most valuable French work on diseases of 
women which has appeared in the past decade, in that its 
keynote is contained in the Avords of Voltaire which are 
quoted in the jireface : -11 oi'y a ])our quiconque jpense ni 
Franqais ni Anglais ^ celui qni tions instruit est noire com- 
qpatriote. The common criticism which has been made on all 
the gynecological Avritings of our French confreres has been 
that they have not been pervaded with that broad cosmopoli- 
tan spirit Avhich modern medicine demands. Even the most 
suiierficial reader must admit that the present book is a pleas- 
ing exception in this respect, since every page shows evidence 
of exhaustive research and judicious selection from the work 
of eA’-ery nation. It is essentially practical, and, as such, is to 
be regarded as an important addition to the literature of the 
subject. 
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Some idea of the scope of the hook may he obtained hj a 
brief review of the table of contents. Book I., including three 
chapters, is devoted to antisepsis, anesthesia, hemostasis, and 
drainage ; Book II. to gynecological examination ; Book III. 
contains three chapters on metritis ; Book lY., six on fibi’oid 
tumors of the uterus ; Book Y., three on cancer of the ute- 
rus; Book YI.. seven on displacements; Book YII. deals with 
deformities of the cervix. Book Yl II. with disturbances of 
menstruation ('four chapters). Diseases of the adnexa are dis- 
cussed in Book IX., winch includes three chapters, and neo- 
plasms of the tubes and ovaries in the following section. 
Separate chapters are devoted res))ectively to tuberculosis of 
the genital tract, hematocele, and ectopic gestation. In Books 
XIY. and XY. are described diseases of the vagina and vulva, 
while the concluding chapters treat of malformations of the 
genital organs. The introductory cliapters are rendered espe- 
cially valuable by the numerous excellent cuts, among which 
we commend those illustrating the different varieties of su- 
tures. The same cannot be said of Fig. 6S (page 65\ where 
a patient is represented as occupying ‘‘ Corns’ position ” on the 
right (!) side, with the under leg stretched out straight. This 
is an unpardonable error. The number of specula are multi- 
plied unnecessarily. 

Book III. bears the confusing title, “ Des Metrites,” which 
we had hoped to see banished from modern treatises on gyne- 
cology. The confusion is deepened by the introduction under 
this heading of “ Pseud o-metrite ” (which is explained as an 
inflammatory condition of the endometrium accompanying 
disease of the adnexa and perimetric tissues), “ Metrite pro- 
prement dite,” including acute and chronic metritis and endo- 
metritis, the latter being subdivided into the interstitial, 
glandular, polypoid, and post-abortum varieties. Lacerations 
and erosions of the cervix are treated under the same chap- 
ter — an unfortunate arrangement which will not commend 
itself to the American reader. 

The chapter on fibroid tumors of the uterus receives the 
•attention which its importance demands, being especially rich 
in illustrations as well as in references to the literature. The 
author’s pathology here, as elsewhere, is marked by a clear- 
ness and omission of useless details. The same applies to the 
chapter on treatment. Chapter lY. (pages 294-362) contains 
a thorough demonstration of the surgery of fibroid tumors, 
which is not surpassed in any other work on general or opera- 
tive gynecology. A separate chapter is devoted to an exhaus- 
tive review of the question of removal of the adnexa in eases 
of fibro-myoma, and another to the sub'jeet of pregnancy com- 
plicated by fibroids, which rightly belongs in a treatise on 
gynecology rather than in those on obstetrics, its usual place. 
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Tlie important subject of malignant disease of tlie uterus 
is well discussed, more from a clinical than from a pathologi- 
cal standpoint ; the symptomatology of incipient cancer is 
described briefly and graphically. The chapter on the ope- 
rative treatment of carcinoma of the cervix is exceedingly 
good, the paragraphs on high amputation and total extirpa- 
tion Ijeing as clear and incisive as we remember to have read. 
A lucid description of the method of forcipressure is given for 
the flrst time, Figs. 210 and 211 illustrating v^ell the steps of 
the operation. An exhaustive comparison of the statistics of 
different operators, with reference to the relative frequency 
of recurrence after the two operations, leads the author to- 
the conclusion that it is impossible to formulate an 02 )inion 
from the various contradictory reports. “ Logic,” be con- 
cludes, “ seems to me to oppose the paradoxical conclusion 
that 2 »artial removal of the tissue around the disease should 
be more eifleacious than as thorough ablation as possible.” 

JMore attention is paid than usual to the treatment of in- 
operable cancer — a subject of vital interest to the general 
jjrofession, and one that has been crowded into the bachground 
by the more brilliant achievements of surgery. The intro- 
duction of a considerable chapter on malignant disease of the 
corpus uteri is in itself a proof of the author’s careful, thor- 
ough work. Adenoma uteri is jjroperly recognized as a dis- 
tinct condition, which has not received the attention that its. 
importance merits. 

In the chajflers on dis 2 )laceraentS 2 )rominence is given to the 
surgical treatment, the technique of the Alexander-Adams 
operation. Schiicking’s method, and veutro-fixation being 
described at length. Under tJie section on prolapse of _ the; 
genital organs are included the various operations on the- 
vaginal walls, operations on the perineum being jn’ojDerly de- 
scribed elsewhere. 

The three chapters devoted to intlammatory diseases of the 
ovaries and tubes are especially valuable and will repay care- 
ful study, as well as the hundred j)ages that include a thorough 
discussion of the subject of ovarian tumors. Heoplasms of 
the tubes, broad and round ligaments are regarded as sufli- 
ciently important to deserve a sej)arate chajjter, the foot-notes, 
accompanying which show how exhaustive has been the au- 
thor’s study of a subject which rarely receives attention in 
works on gynecology. A careful resume of the subject of 
tuberculosis of the genital organs (with copious references) 
forms a chapter of twenty pages — a more thorough treatment 
than it has received in any other recent work. 

Book XII.. on hematocele, is followed by a monograph on 
ectopic gestation, in which an immense amount of informa- 
tion is condensed into a few pages, though withoui sacrificing: 
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either perspicuity or practical details. Eighty pages are al- 
lotted to aitections of the vagina, specihc vaginitis being dis- 
cussed tumors are reserved for a separate chapter. 

Yesico-vaginal hstulse are treated elaborately, attention being 
directed to the more unusual varieties as well as to the ordi- 
nary operations ; the illustrations are clear and helpful. 

A valuaiile chapter on laceration of the perineum is ren- 
dered somewhat confusing to the general reader by the num- 
ber of diflierent operations which are described and hgured. 
The flap-splitting method is evidently a favorite with the 
author, since he dwells upon it at considerable length and 
introduces several modifications, altbougli he admits that in 
many cases it is inferior to othei-s. We can hardly agree with 
him that secondary perineorrhaphy can be properly performed 
under cocaine-anesthesia. Three chapters are assigned to 
affections of the vulva. The concluding section (three chap- 
ters, of seventy pages) deals with malformations. A carefully 
prepared index of subjects and another of authors form a 
pleasant innovation on French medical works, which are usu- 
ally lamentably deficient in this respect. 

In this hasty review we have done scant justice to the merits 
of a most excellent treatise on diseases of women, which may 
well hear comparison with any that has appeared during the 
past five years in either French, German, or English. Al- 
though essentiall}- clinical in character, with a strong surgi- 
cal tendency, pathology is by no means neglected. Unlike 
most of his countrymen, the author has a clear, concise style, 
avoids their usual prolixity, and goes straight to the mark. 
The sections on syinjitomatology are short but gi’aphic ; the 
descriptions of operations show that he is not a mere theorist, 
hut a practical surgeon. That the author is a ripe student is 
evidenced by the amount of research which he has bestowed 
in the preparation of his work, and the discrimination with 
whicli he balances various opinions and culls from the rich 
store of material which he has collected such facts as are most 
useful to the reader. Hor is he a mere compiler, lie has his 
own opinion on every disputed subject, fortified by ample 
personal experience, and does not hesitate to state it, though 
never dogmatically. It is a pleasure to see so large a number 
of new, well-executed illustrations, which add greatly to the 
value of the book. When so many ephemeral foreign mono 
graphs have been translated into English, it would surely be 
of advantage to those who are not familiar with French to 
have an early opportunity of reading in their own language 
a treatise which is so thoroughlj' abreast of the times as that 
of Professor Pozzi. h. c. coe. 
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J. WiEDOw: Pelvic Abscess (AroA: y. Gyn., xxxv., 3). — 
The author makes several suggestions of diagnostic value re- 
garding intra- and extraperitoneal inflammatory exudates, 
and considers their origin and treatment. The presence of 
pus is more readily determined in extraperitoneal than in 
intraperitoneal abscesses. In the latter, fluctuation at the be- 
ginning of inflammation suggests a possibility of pus being 
present ; an exploratory puncture will be of more positive 
value, but is dangerous ; the clinical aspect of the case is im- 
portant — fever with remissions and intermissions, the increas- 
ing emaciation of the patient, indicating supimration. The 
treatment cannot always be positively formulated. Many ab- 
scesses point externally of themselves and heal ; others rupture 
internally and cause peritonitis ; in many fistulse result, with 
protracted suppuration. When certain that pus exists, the ab- 
scess should be incised, emptied of its contents, and drained. 
According to the situation of the pus, three varieties of ab- 
scess may be distinguished : the pus is either close under the 
skin, or deep in the pelvis, or we have to do with flstulous 
abscesses. In either ease incision and drainage are indicated. 
For those deeply seated the author has recommended resec- 
tion of the sacrum, as by this method the pus cavity is reached 
with rapidity and certainty. Another plan is that by which 
the ischio-rectal fossa is incised through the levator ani, and 
the abscess reached by splitting the recto-vaginal septum. 
Finally, the abscess may be reached through an incision above 
Poupart’s ligament ; this is only possible, however, when the 
peritoneum is not involved. L. e. 

[While we believe with Wiedow that all collections of pus 
in the pelvic cavity should be treated by evacuation and drain- 
age, we do not see the necessity of such severe jirocedures as 
sacral resection. In cases where the pus is beneath the peri- 
toneum, it can ordinarily be reached by either a vaginal inci- 
sion or by an extraperitoneal dissection above Poupart’s liga- 
ment. Where there is a probability that the, pus is intra- 
peritoneal (tubal), an explorative laparatomy will allow either 
removal of the distended tube, or will supply such knowledge 
of its character as will allow the abscess to be emptied by a 
second extraperitoneal incision. — b. n. w.] 

2. Yeit, J. : The Healing of Peeitoneal Wounds {Arch. 
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f, Crtjn,., XXXV., 3). — V. has made experiments nj>on dogs, from 
which he concludes that fairly approximated peritoneal wounds 
will heal in five days without suturing. He recently performed 
Cesarean section upon a pregnant monkey, and closed the ute- 
rine wound by muscular sutures ; snbperitoncal sutures were 
inserted only in one place, and it was liere that adhesion of 
the wound to the intestines was firm, the rest of the Avound 
being non-adherent ; the union of the uterine tissues was thor- 
ough. Under the microscope it was demonstrated that the 
superficial union between the peritoneal sutures Avas not so 
linear as between the muscular. He regards the peritoneal 
suture as superfluous. The peritoneum^ over a wound will 
heal without sutures if the Avounded edges be accurately ap- 
posed. L. E. 

3. Bayek : Hypertrophy of , the Cervical Muscular 
Fibres in the Pregnant Uterus {Arch. f. Gyn.. xxxv., 3). — 
The author shows that during pregnancy a marked increase 
in the uterine cervix must take place to form theloAver uterine 
segment. His observations have taught him that the mus- 
cular fibres of the corAux, and even of the vagina, hypertro- 
phy to as great an extent as those of the corpus uteri. He 
contends that the margin of the cervical mucous mem- 
brane and the decidua do not form the margin of the loAver 
segment ; the cervix participates in the hj^'pertrophy of the 
uterine body during pregnancy. Measurements made during 
the pregnant and non-pregnant state of the oi-gan showed 
that even in the second month the fibres are lengthened. 
Prom the third to the fifth and seventh months they also be- 
come thicker, especially those at the anterior and posterior 
Avail. The external fibres may be distinguished from the 
middle and inner ones by their greater devehpment. The cer- 
vix, therefore, grows during pregnancy ; but as it does not 
become longer, it must unfold itself. l. r. 


NOTE. 


Dr. Maury’s paper on the treatment of Pelvic Inflamma- 
tion, in the January number of this Journal, AVas read before 
the Southern Surgical and Gynecological Association, at At- 
lanta, on November IJth, 1890. 
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,At the September meeting, 1888, I presented to this So- 
ciety a new method of shortening the round ligaments for 
uterine displacements, and I’eported seven consecutive cases, 
five of which were operated upon according to this method. 
In the first two cases 1 adhered carefullv to the original tech- 
nique of Alexander, in which the primary incision is made 
directly over the spine of the pubes, an inch and a half or more 
in length, upward and outward along the course of tlie ingui- 
nal canal. By subsequent dissections through the subcutane- 
ous adipose tissue and fascia, the Avound is deepened until the 
aponeurosis of the external oblique muscle is exposed. As 
simple as this would seem, Alexander says of this first step ; 

' Read before the Gynecological Society of Chicago, November 21st, 1890. 

17 
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“ In its performance many failures have occurred. Half-way 
througli the fatty tissue, especially in stout subjects, a thick 
aponeurosis is met with which simulates in appearance the 
aponeurosis of the external oblique. Here many operators 
stop aud search for the ligament in some round apertm’e that 
looks like a ring. Some find out their mistake when, in 
scratching about, the true aponeurosis accidentally comes into 
view.” 

After further admitting that the end of the ligament ruay 
be thus teased away unrecognized and the wound unwarrant- 
ably deepened, he goes on to give explicit directions for avoid- 
ing such unfortunate accidents. That these are inadequate 
and unsatisfactoi'y may be inferred from the published reports 
of some prominent operators, who, in following his instruc- 
tions, bave at times wholly failed to find the round ligaments. 

Granted this initial step to have been successfully performed, 
the fascia covering the external ring is next cut through, and 
the round ligament, if seen, seized and raised out of, the in- 
guinal canal with a pair of dissecting foreei^s. Often, how- 
ever, this portion of the ligament is so lost and obscured in 
the surrounding fat, muscular and connective tissue, that the 
entire contents of the canal must be pulled OMtenmasse^ spread 
over the finger, and its isolation accomplished b}' tedious dis- 
section. 

It is at this point, in the old operation, that the greatest dis- 
advantages arise, for it is here that the fibres of the ligament 
diverge in various directions, some to become embedded in 
the surrounding tissues of the inguinal canal, others to be at- 
tached to the pubic spine, and a few to find their way down 
to the vulva and terminate in the labium majus. Hence the 
difficulty, in its frayed and attenuated condition, of picking up 
a satisfactory and strong ligament. Add to this the proba- 
bility of rupturing the weakened ligament by the undue force 
necessary to drag it through the ring at an acute angle with 
its abdominal course (an accident which Munde confesses to 
have happened to him three times), and you have in substance 
the factors which have militated against the general accept- 
ance and usefulness of a valuable operation. 

That the fault does not lie in the theory of Alexander, 
but in the technique of its application, is apparent from the 
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experience of other operators. Dr. J. A.' Adams, of Glasgoiv, 
whose name is associated with that of Alexander in first sug- 
gesting the operation, says of the experience of pioneer opera- 
tors abroad : “ The operation is one that all and sundry cannot 
perform,” and adds : “ It is amusing to bear otherwise well- 
qualified obstetric and general surgeons condemning the ope- 
ration because they consider the round ligaments to he myth- 
ical structures, or because thej' liave pulled out something 
and passed a few sutures through it.” 

Among our own surgeons there are those sufficiently candid 
to acknowledge that their early failures were not due to the 
absence of round ligaments in their patients. Dr. Munde, in 
the November number of the American Journal of Obstet- 
rics, 1888, says, in referring to previous publications of his : 
“ In these articles I felt justified, in commending the principle 
of the operation, hut doubted whether it would always he 
practicable, owing to the difficulty at times of finding the 
ligaments. Since then ray increased experience with the 
operation leads me to modify the last part of this statement, 
for I now believe that my failure to find the ligaments at all 
in my third, and on one side in my second case, was my fault, 
and was due to my not recognizing the exact anatomical land- 
marks indispensable to the easy seizure of the diffuse terminal 
portion of the ligaments.” Other and similar testimony 
might be quoted to the point, but in this brief paper we will 
be content with these two eminent authorities. 

I wish to call attention again to the method of operating 
which I brought before the profession in my paper upward 
of two years ago. 

I do this for two reasons : First, I can now S 2 Deak with the 
utmost confidence of its practical utility and the permanence 
of its successful results ; and, second, many of its distinguish- 
ing features have been apjiropriated by other operators, no- 
tably Dr. G. M. Edebohls, of New York, who presented at the 
Tenth International Congress at Berlin a very creditable re- 
sume of the operation. 'While I congratulate the doctor on the 
very able manner in which he brought it to the notice of the 
foreign medical profession, I would remind him that a prio- 
rity of about a year and a half of practical demonstration be- 
longs to Chicago. 
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As I stated in my previous paper, tlie operation was iirst 
suggested by Dr. J. Frank, of this city, and, after its utility 
bad been demonstrated on tbe cadavei-, first perfoimaed on the 
living subject in I^o. 3 of my reported cases. 

I propose to call this tbe direct metbod from the following 
distinctive advantages ; 

1. The single sweep or two with which we cut down upon 
tbe inguinal canal or the glistening aponeurosis of tbe trans- 
versalis ransele, directly over the internal ring, or canal of 
]!Tuck. 

2. Through a single nick in the course of tbe separated 
fibres of this aponeurosis the blunt book may often be passed 
into the canal and tbe round ligament pnlled out in less time 
than it takes to tell it ; or, by lengthening tbe incision, it may 
be exposed along tbe canal in its entirety. 

3. There can be no doubt here of the identity of the liga- 
ment, as a duplication of tbe peritoneum is seen surronndiug it 
at its abdominal extremity. 

4 The force used in pulling out the ligament is both 
brought to bear upon it at its strongest portion and is in a di- 
rect line with its intra-abdominal course. This is in strong 
contrast to tbe old mode of pulling upon its frayed-ont termi- 
nal fibres at an acute angle with its inner and stronger portion 
und over the sharp, resisting surface of tbe ring. 

5. Aided by tbe sense of sight, and seizing the ligament 
above tbe inguinal canal, we can feel assured that we are 
drawing upon tbe abdominal portion of tbe ligament, and not 
merel}’- stretching its inguinal section. 

6. As there are few or no adhesions at^ tlxis portion, there 
abould be absolutely no teasing of the tissues. Consequently, 
where aseptic methods are used, there should always be lieal- 
ing by first intention, and drainage and after-treatment be 
relatively simplified. 

7. Where tbe ligament is strong and fully developed, as 
it is in its upper portion, it can be more securely anchored 
or made fast to tbe surrounding tissues. 

8. -Hernia is guarded against by deep sutures constricting 
the canal about the internal ring, insuring firm union where 
most needed. 
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9. The intercolumnar fibres and tissues about the exter- 
nal ring are not interfered with or irritated in any way. 

Inasmuch as many of the abdominal muscles have fibres 
converging about the pillars of the external inguinal ring, 
movements of the body often create disagreeable tension and 
cause pain in a wound situated here, and I have observed 
these distressing symptoms to continue for weeks afterward, 
I attribute tlieir absence in my later cases to the fact of 
avoiding these sensitive ai’eas and minimizing mutilation by 
the higher incision. 

Since time is an important consideration in judging of the 
success or failure of tliis operation, I have purposely reported 
to-night only those cases in which the round ligaments were 
shortened upward of two years ago. 

Case I. — Mrs. L., age 83, married twelve years, has one 
child 10 years old ; has suffered much pain at the menstrual 
period for many years, being scarcely ever free from dis- 
tress in the pelvic organs. 

During the last year she has been troubled with menor- 
rhagia and metrorrhagia, and upon introduction of the sound 
bleeding is invariably excited. Examination showed the ute- 
rus large, prolapsed, and retroverted, cervix and perineum 
torn. This patient was sent to me by a physician in Central 
Kebraska in whom I had great confidence, and who had had 
her under treatment during the greater part of the previous 
two years. 

March 14th I curetted the uterus for vegetations, removing 
a large quantity. As the wool vaginal tampon, persistently 
used since February 26th, had little effect in restoring the pro- 
lapsed and retroverted uterus, and as a pessary could not be 
tolerated, I performed Alexander’s operation April 21st, with 
the assistance of Dr. Henry T. By ford. 

The wound did well, and the patient was up and about at 
the end of the fourth week. In the ninth week, when she 
returned to her home in Nebraska, the uterus was held well 
forwai’d and high up in the pelvis. August 1st of the same 
year she reported herself by letter in better health than she 
had been for years, and doing her own housework, which it 
had long been impossible for her to do. t learn through 
friends that she subsequently had a severe and exhausting at- 
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tack of typhoid fever, lying upon her back for five or six. weeks. 
It would seem reasonable that this should have some delete- 
rious eSect upon the uterine supports, but I learn, from a let- 
ter received last spring that she was still enjoying good 
health and had not required the services of any physician 
since the operation, nor had she been examined. Tins gave 
me no' definite information as to the position of the uterus or 
condition of its supports, but from absence of symptoms it 
may be inferred that there has been no return of her former 
troubles and tliat cure has been effected. 

Case II. — Mrs. W., 35 years of age, has borne eight chil- 
dren and had two miscarriages ; has been under local treat- 
^ment constantly for two years, and has been more or less of 
an invalid for ten. Uterus retroverted and strongly retro- 
flexed, with some adhesions from former pelvic inflammations. 
Cervix and perineum were lacerated, and considerable pain 
was caused by attempts to replace the uterus. 

Uebruary 6th, 1888, the uterus was dilated for tbe pui’pose 
of straightening, and the lacerations of cervix and perineum 
were repaired by her physician. Dr. U. U. Hall. The flexion 
returned, her condition was not improved, and I was asked to 
do Alexander’s operation. 

May 31st the round ligaments were shortened about foitr 
inches, using the old method of operating. Some difficulty 
was experienced in picking up the ligaments, necessitating 
considerable disturbance of tbe tissues. There was sloughing 
of the wound in this case, referred partly to the teasing of the 
tissues, and partly to the patient herself, who tore away the 
dressings and infected the wound with her nails. She was an 
extremely nervous and unmanageable patient, and on June 
19th left the hospital without the knowledge of her attending 
physician, who abandoned the case. Under tbe circumstances 
convalescence was tedious and protracted, and her former 
suffering was for a time enhanced. Dr. Sannier, who took 
charge of the case about a year and a half ago, says that the 
uterus at that time was held in good position, but consider- 
able pain was experienced from tension upon old adhesions 
resulting from pelvic inflammations prior to the operation. 
Pregnancy ensued, with relief from all her former symptoms. 
Ho difficulty was experienced at the birth of the child — a fine 
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specimen about five months old — and she herself is strong and 
hearty, doing her own housework and presenting quite a 
plump and youthful appearance. Dr. Saunier says that at 
present the uterus is healthy and in its normal position. 

Case III. — Mrs. P., age 36 years, has suffered for eleven 
years from prolapsus or procidentia of the uterus; ovaries large, 
tender, and prolapsed, so that a pessary was tolerated with 
difficulty. Was able to do little or nothing in the way of 
household duties, though the mother of a large family. 
Menses were irregular, profuse, and painful. When first seen, 
in May, 1888, the uterus was enlarged and heavy, appearing 
at the vulva, and the effort of straining or bearino; down 
forced it out of the vaginal orifice. Yagina was capacious, 
and rectal and vesical walls greatly relaxed. She reported 
having been under local treatment by a prominent pliysician 
dm'ing the last two years, and that her condition had become 
worse rather than better. The operations of anterior and 
posterior colporrhaphy were advised, and a few weeks later 
performed with only partial relief. August 16th, 1888, the 
round ligaments were shortened about four inches by the new 
or direct method. The wound healed promptly by first inten- 
tion. In the fourth week patient was up and- about, and left 
the hospital at the end of the fifth, feeling quite well, with 
the uterus in normal position. She was seen, six weeks after 
the operation, at her home, and expressed herself as still feel- 
ing quite well. Had little or no pain at the last menstrual 
period, and was engaged in light household occupations. Ex- 
amination showed uterus held well up, and scarcely resting 
upon the Hodge pessary which she had been instructed to 
wear. 

Hovember 12th, 1890, she came to my office at my request, 
and I made a careful examination. Instead of the former 
condition of procidentia, engorged, heavy and inflamed uterus, 
I found the uterus healthy, normal in size, measuring two and 
three-quarter inches iu depth, and free from tenderness. The 
anterior and posterior vaginal walls were in apposition, and 
the former rectal and vesical symptoms had disappeared. In 
strong contrast to her former worn and anxious appearance 
and emaciated physique, she now presents a cheerful counte 
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nance, and claims to have gained fully thirty pounds in the 
past year and a half. 

Case IT. — Mrs. E., age 23, married four years ; one child 
and two miscarriage; has suffered three years with prolap- 
sus and suhinvolution following the birth of her child. She 
had also lacerated cervix and perineum, and suffered more or 
less pain, with constant dragging sensations, at the menses 
and daring the entire month. Flow profuse, irregular, and 
followed by leucorrhea ; reflex symptoms were of great an- 
noyance and not relieved by the usual remedies. 

June 1st, 1888, 1 operated upon the cervix and perineum, _ 
with only slight relief from the reflex symptoms. (The pre- 
vious treatment in this case, covering many months, consisted 
in the use of the vaginal wool tamponade and postural treat- 
ment, likewise without benefit.) 

August 24:th, 1888, at St. Elizabeth’s Hospital, I shortened 
the roundligainents by the direct method. The operation was 
followed by rio unpleasant s3nnptoras, and at the end of the 
third week the patient was allowed to sit up, returning to her 
home at the end of the fourth. Five weeks after the operation 
she had none of the former distress in back and sides, dyspep- 
tic symptoms rapidly disappearing. The uterus remained in 
excellent position and involution was taking place rapidly. 
This patient has been under observation since the operation, 
and her' condition has been most gratifying, notwithstanding 
the exacting demands of a life of social and domestic respon- 
sibility. 

In April, 1889, being in the third month of pregnancy, she 
overtaxed her strength in fitting up and moving into a new 
residence, and brought on a miscarriage. She recovered, how- 
ever, without any return of her pelvic ailments, and when 
last at my office, September 28th, 1889, the uterus was normal 
in size, in excellent position, and the effects of the operation 
eminently successful. 

Case T. — Mrs. IST., age 29, married eleven jmars; three 
children and two miscarriages ; nine j’^ears ago began to have 
backache and beai*lng-down pains. From year to year these 
have become worse, until she has become incapacitated from 
the performance of household duties. 

When first examined, about January 1st, 1888, the uterus 
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was found lieavy, prolapsed, and retroverfced, cervix and peri- 
neum badly torn, both ovai-ies enlarged, prolapsed, and tender, 
so that no pessary could be endured. 

In June, 1888, the double operation upon cervix and peri- 
neum was performed, and Alexander’s operation on August 
25th, at her home. Though lacking conveniences and trained 
attendants, the patient’s recovery was rapid and satisfactory,, 
requiring but little more care and attention than an ordinary 
cervix and perineum operation. 

In the fifth week after the operation I found the woman 
about the house and attending to her household duties, but 
exercising caution, as she had been strictly enjoined.. The 
prolapsed and retroverted uterus, as well as the tender and 
enlarged ovaries, was now found drawn well up, the latter 
beyond reach of the finger. No pain was experienced, and the 
patient felt herself recovered, though showing some anemia 
and weakness from confinement incident to the two opera- 
tions and the result of her former condition. 

November 20th, 1888, this patient came to my office. The 
uterus was in good position, but larger and heavier than normal, 
with some tenderness at site of the cutaneous incision and 
along the course of the newly attached ligaments. Close ques- 
tioning brought out the fact that she had been exerting herself 
unduly in her domestic duties. 

She was instructed to continue the use of the pessary and the 
abdominal support, and to persist in the postural treatment as 
long as tenderness continued, and to be more conservative of 
her newly acquired strength. These symptoms disappeared 
ivithin the next few weeks ; but whenever her ambition got 
the better of her good sense during the following six or eight 
months, she suffered a return of some of her minor symptoms. 

November 12th, 1890, she reports herself as feeling in the 
best of health, her general expression and appearance fully 
confirming her assertions. She is doing her own housework, 
and has done so since a few months after the operation. The 
uterus shows the slight increase in volume consequent upon 
having passed through years of chronic. inflammation, but its 
internal measurements are only two and three-quarter inches j 
it is in normal position, and there is neither leucorrhea, men- 
strual derangement, nor any reflex symptom. 
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NE^ViIAN; EE3SI0TE RESULTS OF SHORTENING 


- Case YI, — Mrs. Gr., age 34, raarried three years, and ste- 
rile ; former occupation, laundress and seamstress ; has suf- 
fered retroversion and prolapsus for fifteen years, with dis- 
tressing- pains in back, dysmenorrhea, and irregidar menses 
followed by leucorrhea. She was treated for several months 
at. the ISTorth Side Free .Dispensary, and at her own urgent 
request Alexander’s operation was done at the Polyclinic 
Hospital, August 2Tth, 1888. In this ease the healing was so 
prompt that, being obliged to leave the city for a sliort time, 
I yielded to the temptation to remove the stitches — in this 
case silk — on the fifth day. I left the case in the care of Dr. 
C. W. Leigh, who reported satisfactoiy progress until subse- 
quent dressing on the seventh day. On this day some sud- 
den movement in bed resulted in a slight gaping of the wound 
upon the left side. On account of this the patient was kept 
in bed for the wound to heal by granulation. A slight fistu- 
lous opening remained, necessitating a second opening of the 
wound, when one of the buried sutures — silkworm gut — was 
removed, and no further trouble was experienced. When 
discharged from the hospital she was in excellent condition 
and the uterus was well in place. 

September 9th, 1889, the woman expressed herself as feel- 
ing as well as she ever did in her life ; said she had hardly 
felt a pain or an ache during the past year j the uterus was still 
normal in position and size ; ovaries could not be felt by ordi- 
nary digital examination. 

Hoveinber 11th, 1890, patient came to my office at my re- 
quest. She said she was in excellent health throughout the 
year until the heat of last summer, when her appetite failed; 
and not menstruating during July, she consulted Dr. Henro- 
tin during my absence from the city, who pronounced the 
operation perfect, said she had no uterine trouble, and re- 
feiTed the suppression of the menses to anemia. 

Iron was given, and she impiuved and menstruated the fol- 
lowing montli, and regarded herself as quite well. 

On examination, to my surprise I found a tumor behind 
the uterus half as large as my fist. With the exception of 
this the pelvic organs were in healthy condition and in nor- 
mal position, except that the neck of the uterus was crowded 
slightly forward by the size of the growth. As the discovery 
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of this tumor was quite accidental and its presence had 
•caused her no inconvenience, and as she liad never suffered 
from ovarian symptoms or disease, I am disposed to regard it 
as an incipient cyst of the ovary, and certainly in no way con- 
nected with the operation. 

Case YII. — Mrs. S., age 27, married five years ; three chil- 
dren ; had retroversion of the uterus and ovarian prolapse ; 
menses always painful and often prolonged eight days ; pain 
in hack, uterus subinvoluted, cervix and perineum torn, jia- 
tient very much reduced and unable to work. Traclielorrlia- 
phy and perineorrhaphy were performed in June, 1.888, and 
a uterine support suhsecpiently used. This, combined with 
vaginal tamponade extending over a considerable space of 
time, failed to relieve her distressing symptoms. 

September 11th of the same year the round ligaments ivere 
ishortened about four indies at St. Elizabeth’s Hospital. At 
the end of four weeks she was discharged from the hospital 
feeling well, with the uterus and ovaries in good position, 
in the following March she became pregnant, and went to 
full term witliout any untoward symptoms. Labor was nor- 
mal, and her convalescence only interfered with by painful 
and troublesome nipples. As a consequence of early weaning 
the child became puny and poorly nourished, and w^as a 
source of great anxiety to her through the summer months. 
The child died in September ; and having lost two previous 
children, its death was a great shock to her, and, being preg- 
nant again, she became a victim of hysterical attacks fol- 
lowed by melancholia. All this occurred during my absence 
in Europe, and she was taken to St. Elizabeth’s Hospital. 

Dr. Frank examined her carefully for any uterine or ova- 
rian trouble, and pronounced her entirely free from any pel- 
wic disease, and the uterus in normal position for that period 
■of pregnancy. 

Hovember 16th I called at the woman’s house and found 
lier much improved in her mental condition and assisting in 
ithe domestic duties, cheerful and bright, with no indication 
of her former depressed or irritable moods. The indications 
■are that pregnancy will now advance to a successful termina- 
tion. 

In the above cases it will be seen that the indications for 
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the operation were as follows : Eetroversion and prolapsii& 
of both uterus and ovaries in Oases IT., V., and YII. ; pro- 
cidentia with enlarged, tender ovaries in Case III. ; while 
Oases I., III., and Y. presented the usual inenstrual disorders 
indicative of the severer types of uterine and ovarian dis- 
placements, and were upward of ten years’ standing. 

Cases lY. and YII. were of more recent date, being re- 
spectively of three and five years’ duration ; but pain was a 
prominent symptom in both, and had resisted careful and 
persistent treatment. 

Case Yl. — of fifteen years’ standing — had very naturally 
tired of routine local treatment, and, liaving personally ob- 
served the benefits accruing in other cases, earnestly requested 
the operation. 

Case II. was the onlj’’ one in whicli adhesions were any 
material obstacle to the restoration of the uterus to a normal 
position, though they existed in a minor degree in Cases I., 
Y., and YII. 

As I have before stated, pessaries had been formerly tried 
in six of the seven cases, but in each of those with ovarian 
complications they were a source of too great irritation to be- 
tolerated, and in the remaining two had resulted in no appre- 
ciable benefit. 

65 Eandolph Street. 


THE CARE OF LYING-IH WOMEN. 


BY 

JACOB CHASE RUTHERFORD, 3I.D., 
Burlington, Vt. 


(With two woodcuts.) 


The careful reader of the medical journals of to-day cannot 
fail to notice that in both medicine and surgery the tendency^ 
is to employ simple methods of treatment ; that whereas, a. 
few Years ago, the physician Nvrote “ shotgun ” prescriptions. 
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and the surgeon deluged himself and assistants with- spray, 
to-day sinaple remedies are employed and with better results. 

Can tills be said of the methods employed in obstetrical 
practice? Ar’e we following as closely as possible the lines 
laid down by nature, or have w’^e strayed so far into the wil- 
derness of theory that we need a medical Moses to lead us 
out? Would it not be better to do away with sdme. of the 
methods adopted through ignorance or fancy, and employ a 
common-sense plan of treatment? 

Obstetrical writers and teachers differ so widely in their 
methods of treating the parturient woman that the student 
finds it difficult to decide which one to adopt. Thus, for ex- 
ample, one author says that the woman should not be allowed 
to move in bed for at least a week ; another, that she should 
lie on either side or on her back, as she prefers ; another, 
that she may even get up in three or four days, and so on. 
Which of these, if either, is correct ? How shall we decide ? 
Suppose we go back to first principles — bearing in mind, of 
course, the changes in condition civilization has brought 
about — and, taking a woman who has just been delivered, fol- 
low her through her lying-in period. 

Immediately after the delivery of the placenta, remove the 
soiled bed-clothes and wash the woman thoroughly with an 
, antiseptic solution. Then make a careful examination to see 
whether the pelvic fioor or perineum is torn, and, if torn, sew 
it up at once, using every antiseptic precaution. 

Why is the primary operation preferable to the secondary ? 
The fibres of the levator ani muscle have just been severed ; 
they have been stretched to so great an extent that they have 
lost somewhat their contractility ; the ends can easily he ■ 
brought together, and by the time the woman gets up the 
parts will have healed. She will not be as likely to have a 
retroverted iiterus, there will be no rectocele, and her health 
will not be impaired as it would be with the parts in an ab- 
normal condition. 

How soon should the child be put to breast ? As soon as it 
has been washed and dressed. Why so soon? Because it is 
according to the teaching of nature ; because it brings on ute- 
rine contractions ; because the child needs the laxative stored 
up in the breasts. Have you ever seen a bitch in labor ? As 
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soon as a ptip is born she pnshes him up to the teat, whieli 
he immediate!}’' seizes. All female animals e.xcept civilized 
woman snchle their young almost as soon as they are horn. 
Nature teaches them to do so. Are we wiser than nature ? 

How often should the child he allowed to nurse ? Every 
two hours during the day and twice during the night. It is 
better to have regularity about it, for both the mother’s and 
child’s sake. 

Shall a binder be applied ? On general principles, no ; but 
the abdominal walls of a civilized woman are weak and not 
capable of contracting as they should, therefore it is better to 
apply one for from seven to ten days. 

Wliat shall the woman eat and drink ? As she will be very 
thirsty, give her plenty of cold water, milk, beef tea, broths, 
and porridge. If she is hungry, give her eggs, rice, toast, 
and similar foo^s for two or three days, after which time she 
can eat beef, mutton, chicken, etc., with bread and potatoes. 
Do not starve her, but remember that she has to eat for her- 
self and child. 

What position shall the woman assume in bed? Eor twen- 
ty-four hours lying quietly on her side or back ; after that she 
may sit up in bed to nurse the child, and after ten days she 
may sit up in a chair every day. She should always, after 
the first twenty-four hours, sit up to empty the bladder and 
rectum, for the reason that with most women it is difficult to 
urinate and disgusting to defecate while lying on the back. 
These reasons are sufficient, but another will be given later. 

Why should she be allowed to move about so freely ? In 
a recent article ’ I demonstrated the utero-vaginal angle, 
formed by the crossing axes of the uterus and vagina, and that 
the parturient canal is angular instead of curved (see Fig. 1). 
The maintenance of the uterus in its normal position de- 
pends solely on the integrity of the utero-vaginal angle, and 
if the woman is kept in the recumbent position the heavy 
uterus wiU fall back, the utero-sacral ligaments will shorten, 
and we have resulting retroversion, ]>rolapse, and a long list 
of evils. - 

With the exception of the enlarged uterus, the parts pre- 
sent, after labor, the same appearance they did before preg- 
’ American Journal op Obstetrics, December, 1890. . • 
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naucy occurred, and our aim should he to keep the uterus 
forward in its natural position, so that, when the woman is 
through with her lying-in, she will he, so far as her pelvic 
organs are concerned, in a perfectly healthy condition. This 
we can do hy allowing her to lie on her side or ahdoinen, to 
sit up to nurse the child and to attend to the calls of nature 
hut she should not he kept on her back, for obvious reasons. 

How often shall the vagina he douched ? Once, iinniedi- 
ately after labor, if the case he normal and there are no lace- 
rations. Should the parts be torn, they should be brought 
together, the suture line protected with iodoform-collodion. 



and a douche given every day until union has taken place. 
Should there he evidences of the decomposition of retained 
membranes or blood clots, the uterus should be thoroughly 
but carefully cleaned out. Always remove any ofEending 
material from the uterus, for the same reason you would J’e- 
move a foreign body from any other wound. 

"While I do not deem it necessary to douche the vagina as 
frequently as some writers recommend, I do insist on keeping 
the external genitals scrupulously clean. They should be 
washed with soap and water, and rinsed with a weak carbolic 
solution,. twice daily. The absorbent pad should be changed 
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■at least every six hours, and oftener if the lochia is offensive. 
'When lacerations complicate the case, a small iodoform-gauze 
tampon should he kept in the vagina for twenty-four hours 
for antiseptic purposes ; after that time the external pad will 
he sufficient. 

How soon should the bowels move? As the rectum is 
usually emptied during or before labor, there is no immediate 
necessity of moving the bowels ; but if three days elapse 
without a movement, give a compound rlmbarb pill or an 
•enema of warm soapsuds. (It must be borne in mind that, 
the recto-vaginal septum is still tender and weak, and that it 
is necessary to soften the feces so that the woman’s suffering 
may be lessened.) Should neitlier of these measures prove 
effective, an enema consisting of Epsom salt 3 ii., glycerin 
3 ii., hot water § ii., may be given, and if necessary repeated 
:at intervals of one hour ; or Epsom salt 3 i,, compound tinc- 
ture of gentian Hx., hot water § i., may be given by mouth 
•every hour until the desired effect is obtained. Castor oil 
:seems to have gone out of fashion ; this is a mistake, for we 
have nothing equal to it in this class of cases. It can be 
given in the following 'mixture without having its disagree- 


.able taste recognized : 

01. Hicini fi. 3 ss. 

Tr. Opii camphorat fl. 3 i. 

Vini portense fl. 3 i. 


M. S. Take at one dose. 

The bottle should be thoroughly shaken, and the mixture 
poured into a warm wineglass and drunk before it separates. 

After this the bowels should move every day. If they do 
Hot move spontaneously, give the woman fruit, figs, and mas- 
sage of the belly. Should these means fail, give the following, 
■taken from Skene’s “ Diseases of Women”; 


bt, Extract! Podophylli 3 i. 

Tineturse Colocynthidis 3 ij. 

Tineturfe Belladonme 3 i. 

Glycerini 3 iv. 

Syrupi Acacise ) ..j. 


Tincturse Cardamomi Comp ) ^ ' 

M. S. Teaspoonful noon and evening before meals. 
Should this act too freely, one dose daily will be sufficient. 
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As Stated above, tbe woman sliould sit up while defecating. 
To some this may seem a very dangerous proceeding, but it is' 
not, as tlie woman can easily be placed on a siclc-cliair if tlie 
following method is employed : Swing her legs out of bed, so 
that she will be sitting on the edge of the bed ; place a sich- 
chair beside her, and carefully assist her on to it. She should 
not be allowed to strain while defecating, for fear of injur- 
ing the recto-vaginal septum. After defecation assist her 
back to the bed and let her lie quietly for a time. She will 
not be greatly fatigued ; in fact, it has been my experience 
that the fatigue was less than in cases Avbere a bedpan was used. 

Of course there are cases in which it would be impossible 
for the woman to sit up, such, for example, as extensive lace- 
rations when the primary oieeration could not be done, or 
post-partum hemorrhage, or puerperal fever ; but in the great 
majority of cases it is possible, and, for reasons given below, 
should be insisted on. 

How soon should the bladder be emptied? Hot later than 
twelve hours after labor. A bedpan should be- placed under 
the woman, and, if possible, she should urinate in the recum- 
bent position ; if she cannot do this, raise her carefully to the 
•sitting position, when, in all probability, she will be success- 
ful. Should she still be unable to empty the bladder, lay her 
.gently back upon her pillow and catheterize her ; this should 
be done with the fullest antiseptic precautions, that no septic 
material be carried into the bladder to set up a cystitis. 

After twenty-four hours the woman should sit up every 
time she micturates, and, after the bowels have been moved, 
■she can use the siek-chair instead of the bedpan, if she pre- 
fers to do so. After each micturition, any urine that may 
have lodged on the labia should be gently wiped off and the 
absorbent pad reapplied. 

The breasts require little care if kept clean. Should they 
become sore, they should be washed with a four-per-cent solu- 
tion of boracic acid, wiped gently with a piece of soft linen, and 
protected so that they will not be injured by friction of the 
clothing. If they are chapped or cracked, a nipple shield 
should be used, and the nipples anointed with carbolized 
vaseline or protected by flexible collodion. In most cases a 
little care at flrst will prevent any trouble. 

18 
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If there is a deficiency of milt, the woman shoirld drink 
largely of milk, tea, water, or kmimyss. If there is too great 
a supply, her diet should be dry — i.e., she should abstain as 
far as possible from drink of any kind. Saline laxatives or 
iodide of potash may be given, or the breasts may be strapped. 

Tile woman should have a warm bath every day, and her 
bell}’ gently rubbed to hasten the return of the walls to their 
normal condition. After the bath she should be carefully 
bxit lightly covered, that she take no cold. 

The temperature of the room should be from 65° to 70° F. 
The I’oom must be thoroughly aired every day and well ven- 
tilated all the time, care being observed that there is no 
di’aught over the bed. Plenty of good fresh air is better than 
tonics. Do not be afraid of it. 

After-pains can usually be relieved by making hot applica- 
tions to the hypogastrium, and I have found, nothing that 
answers the pui'pose better than a bag of hops. If this is not 
sufficient, a pill containing quinine gr, i., powdered opium 
gr. ss., may be given every two to four hours. 

One very frequent — and it seems to me entirely avoidable 
— ^jxathological condition following labor is retroversion of 
the uterus. For about two months after labor the uterus is 
enlarged and heavy ; naturally the fundus will seek the low- 
est place possible, for the ligaments are so elongated that they 
do not guy it up in its proper position, and it rolls about 
like a ship in the trough of the sea. 

In order that ultimately it may retain its proper position, 
it is necessary to preserve the integrity of the utero-vaginal 
angle. This cannot be done if the woman is kept on her sides 
and back for two or three weeks. Why ? If the uterus is 
allowed to remain any length of time in a retroverted posi- 
tion, the posterior vaginal wall and the utero-sacral ligaments 
will be shortened by the process of absorption that is so 
actively going on at this time, so that when the woman, after 
two or three weeks, is allowed to sit up, the fundus is held 
down and cannot come forward. On the other hand, if the 
woman sits up to attend to the calls of nature, the uterus will 
be tipped forward into its proper position, the posterior wall 
and ligaments will not be shortened to so great an extent, and 
retroversion will not follow. 
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That the utero- vaginal angle may be preserved, it is essen- 
tial that the lacerated perineum or pelvic floor he immediately 
repaired ; for, even in the three days which usually elapse be- 
fore the bowels are moved, the rectum will bulge into the 
rent, the edges will be separated, the upper portion of the 
recto-vaginal septum will be drawn down, and a retroversion, 
with all its attending evils, will result. 

• It is the imperative duty of the obstetrician to carefully ex- 
amine every woman he attends in labor, to see if a laceration 
exists ; and should he find one, it is his duty, unless the woman 



Fig. 2.— Showing how the uterus falls back when the woman is in the dorsal position. 

is absolutely unable to bear the operation, to repair it at once, 
for reasons already given. 

That the recumbent position, maintained for so long a time 
as is usually the ease after labor (from nine days to three 
weeks), is a frequent cause of retroversion there can be no 
doubt ; and if retroversion existed previous to the pregnancy,, 
there can be no better time to cure it than while the woman 
is recovering from her labor. Why ? The uterus during preg- 
nancy was enormously enlarged; the ligaments were necessa- 
rily elongated to allow the fundus to rise into the abdominal 
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cavity. After labor involution begins, the uterus decreases 
in size, tbe ligaments shorten, until at about tlie end of the 
second month they are restored to their normal size and 
length. Now, if the woman remains on lier back for two or 
three weeks, the uterus will fall back on the sacrum (see Fig, 
2) ; and as involution goes on, with tlie uterus in that position, 
it will readily be seen that tlie posterior uterine ligaments will 
become shortened, and the anterior ligaments remain longer 
'than they should, and when the woman gets up from child- 
bed her uterus will remain retro verted ; whereas, had she as- 
isuraed the upright position, as I have suggested, the ligaments 
would have been equally shortened and the uterus maintained 
in its proper position. 

We see in the journals and text books page after page, and 
chapter after chapter, on antiseptic midwifeiy, on ectopic 
gestation, on puerperal fever (Lusk alone devotes no less than 
•sixty-four pages to puerperal fever), on puerperal eclamp- 
•sia, etc., but not one word on the necessity of guarding 
against retroversion. Is there any excuse for this oversight? 
If a surgeon should allow a joint to remain dislocated, he 
would be sued for malpractice and would justly be considered 
.an unsafe man to employ ; and no less justly should the ob- 
.stetrician be considered unscientific, unskilful, and untrust- 
worthy if he allows a woman to get up fi'om childbed with 
.a dislocated uterus. 

The fact that many women escape a retroversion in spite 
of unskilful treatment does not alter the case ; on the con- 
trary, it proves that, if properly treated, no woman need 
have a retroversion after childbirth. 

Cleanliness in obstetrical practice is of very great import- 
ance, but of still greater importance, both for the woman’s 
present and future welfare, is the return and maintenance of 
the uterus in its proper position. 

If the obstetrician is aseptic, if his hands, arms, and instru- 
ments are surgically clean, and if he insists on the cleanliness 
•of the woman, he need have no fear of septic poisoning ; but 
while keeping the woman clean, do not deem it necessary to 
irrigate the vagina twice daily, for, if nothing septic has 
been carried in, there is the greatest probability that, in the 
majority of cases, nothing septic will come out. But should 
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tliere be' deeomposition of anytliiog that may be retained in 
the uterus, wash oxut the uterus ; do not try to remove it by 
wasliing out the vagina. 

In closing this paper I wish to call attention to seven rules 
the obstetrician should always follow in his treatment of a 
lying-in woman : 1. Keep the woman clecm, locally and gen- 
erally. 2. Give her all the nourishing food she can digest. 
3. Keep her bowels open. 4. Give her plenty of fresh air. 
5. See that she sits up to empty the bladder and rectum and 
to nurse the child. 6. See that the uterus is in its normal 
position. 7. Never allow a woman to get up from childbed 
with a retroverted uterus. 


A SPECIMEN OP TERATA KATADIDYMA. 


BY 

GEO. A. FLEMING, M.D., 
Baltimore, M.I). 


(With two woodcuts.) 


Fkom time immemorial we have heard of monsters and cu- 
riosities of all kinds, and in museums all over the country we- 
hnd copies of the- original in wax and plaster casts, etc., but 
it is not often that we ‘come face to face with such an object, 
in flesh and blood, as is here presented. 

Dunglison gives as his definition of a monster any organized 
being having an extraordinary vice of conformation or a pre- 
ternatural perversion of every part, or of certain parts only. 

The main varieties of malJFormations are: (1) Those in 
which certain parts of the normal body are defective. (2) 
Those produced by fusion or coalition of organs, (3) Those 
in which parts,- united in the normal state, are separated from 
each other as by clefts and fissures. (4) Those in which nor- 
mal openings are occluded — atresia. (5) Those by excess, or in 
which certain parts have a disproportionate size. (6) Those 
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in wliicli one or more parts have an abnormal position. (7) 
Tliose affecting the sexual organs. 

■ Many opinions are entertained as to the origin or causes 
of these monstrosities, but three only are worth mentioning. 
They have been attributed (1) to the influence of the mater- 
nal imagination on the fetus inutero ; (2) to accidental changes 
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experienced by the fetus at some period of its uterine existence ; 
and (3) to a primitive defect in the germs. The second, that 
of accidental clianges, seems to be the only one that is rational. 

Fright, injury, etc., causing hemorrhage or partial rupture 
of membranes with incomplete loss of contents, might make 
them, but we have no fact to prove it. All gross errors of 
development are pronounced before the eighth week of preg- 
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nancy, Which is antecedent to the period nsnally assigned for 
the infitience of maternal impressions- 

Double monsters are of two kinds : (1) equal or perfect, 
and (2) uVeqnal or parasitic. It is a curious fact to notice 
that union always takes place between homologous surfaces of 
the bodies, viz., ventral to ventral, and not to dorsal or lateral. 

They are the product of a single ovum, but whether they 
originate by fusion, fission, or radiation seems to be a very 
unsettled question., 

In many cases or joined twins, each of the individuals which 
combine to form the'Yniioii is symmetrically developed, and 
the vice of developmeiit at site of union affects both individu- 



als in an equal degree. In other cases, however, one indi- 
vidual is larger and more perfectly developed than the other. 
The larger frame will represent the main body or parent stock, 
while the smaller individual will appear as a parasitic appen- 
dage. 

I find numerous cases reported of double-headed monsters 
combined in all sorts of conditions, but can find no mention 
of one exactly like the one here presented. 

The child, a female, measures 14 inches in length and weighs 
7i pounds. All the parts are perfectly developed except the 
cranial vaults. The sternum is single, but slightly broader 
than normal; the neck is single, arising from the common 
shoulders and beginning to separate into the, two heads at' 



280 FrEMIKG : A SPECIMEN OF TERATA KATAEIDYMA 

about tbe position of the hyoid' bone. The complete separa- 
tion of the heads, however, does not take place nntil after 
the formation of the ears, as seen in Fig. 1. Tiie fipinal col- 
umns are distinctly visible as far as the sacrum, I'and their 
separate origin can be easily made out, although more or less 
fused together. The lieads unite posteriorly .'at about the 
junction of the occipital with tlie jiarietal bone’s. 

The cord was single, consisting of the one vein and two 
arteries, but the placenta had a peculiar .double formation, 
branching off into two divisions, eaeli of which seemed to be 
perfect in itself, as seen in Fig. 2. 

I regret very much that an autops}' could not be obtained. 

The history of the case is as follows : 

I was called, in the afternoon of April 10th, to see Mrs. C., 
in labor with her third child. I found her much exhausted, 
with a pulse of 120, skin dry, and face anxious. On examina- 
tion per vaginam, the os was found dilated to the size of a sil- 
ver half-dollar, and what was thought to be a breech presenta- 
tion Avas made out, after a great amount of fingering and 
annoyance to my patient. I Avas unable to get a veiy clear 
history, as the midwife in attendance Avas not disposed to make 
very lucid replies to questions. The Avoman had been in 
labor for thirty-six hours, the waters having come aAV'ay the 
preceding night. 

It Avas the beginning of her seA'enth month of pregnancy. 

The os Avas manually dilated, but the dilatation Avas very 
gradual on account of its veiy tense condition, and at 10 p.m. * 
I succeeded in delivering this monster, AAdiich came down 
heads first, notwithstanding my diagnosis of breech presen- 
tation. 

The child lived for about fifteen minutes, gasped a few 
times, moAmd its legs and arms spasmodically, and died. The 
placenta Avas double, and aaus extracted Avith considerable 
trouble about one hour after delivery of child. The after-his- 
tory was uneventful, and the patient is noAV walking about 
her i-oom and expresses herself as feeling perfectly well. 

Almost eveiy individual — including several phj^sicians to 
Avhom I have shown this monster — has asked if the mother 
had seen anything during pregnancy Avhich could have caused 
the deformity. I wish to demur from placing the blame of 
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all our misfortunes and monstrosities upon the tender yet 
much-slandered sex. As we understand the teachings of ana- 
tomy and physiology, the fetus in utero has but a physical con- 
nection to the mother. The only contact, soon after preg- 
nancy begins, is through the medium of the placenta, which 
is the organ through which oxygen and the elements of nutri- 
tion are conveyed to the fetus, as the stomach and lungs serve 
to nourish and oxygenize the blood and tissues of adults. If 
this he true, how can mental impressions reach the fetus, ex- 
cept in a general and not in a special way ? 


THE TREATMENT OP ACUTE ANEMIA BY INFUSION.* 


BY 

BAYARD HOLMES, M.D., 
Chicago, 111. 


Like many other therapeutic procedures, transfusion of 
blood goes back to the alchemists for its origin. It was first, 
proposed and practised as a rejuvenating measure, and the 
blood of children was introduced into the veins of the de- 
crepit and infirm. To-day there is a glamour of romanticism 
.about blood transfusion " which would render it popular but 
for tlie dreadful accidents which have frequently attended 
its use. 

The recent advances in surgical treatment remove entirely 
all danger of sepsis, which long deterred operators from this- 
procedure. Transfusion lias been proposed for acute trau- 
matic anemia, for hydremia, for pernicious anemia and chlo- 
rosis, for malignant infectious diseases and sepsis, and for ex- 
haustion due to prolonged suppuration, phthisis, and old age.. 

’ Read before the Chicago Gyaecological Society, November 21st. 1890. 

’Bwald has recommended the restriction of the term “transfusion of 
blood ” to the classical operation, and would apply the term “infusion” to. 
the injection of watery solutions, while the operation of Ziemssen he would 
call “ injection of blood ” (Bluttransfusion, Wasserinfusion, Blutinjection).. 
These terms, however, are not j^et adopted by English writers. 
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In this essay I shall confine my attention to the treatment of 
acute anemia. 

Death from heinorrhaore is due to anemia of the brain. 
Fatal anemia may be either quantitative or qualitative. 
When the rapid loss of blood in a healthy person exceeds a 
certain limit, the circulatory mechanism is collapsed, the auri- 
cles are imperfectly filled, the ventricles, at the beginning of 
the systole, almost empty, and a stasis in the capillary system 
results. Thus the brain is anemic and its functions arrested. 
If the hemoiT’hage is stopped a little short of the danger 
point, the capillaries are filled with lymph from the connec- 
tive-tissue spaces. The quantit}’- of the l 3 ’’mph circulation is 
estimated to be about equal to the circulating blood. The in- 
tercellular lymph spaces act as a storehouse for the Ij’^mph, 
and it easily and rapidly passes into the ubiquitous capillaries 
when they are depleted. Indeed, McAllister (page 75) re- 
marks : “ It would be genetically more accurate ... to 
call blood intravascular lymph in which are contained red 
corpuscles. Lymph may be regarded as the primary' nutrient 
fluid, and blood as lymph plus a respii’atory provision in the 
form of non-nucleated corpuscles, for the conveyance of oxy- 
gen to the tissues.” 

The cerebral anemia may he due, not to the diminished 
quantity, but to the perverted quality of the blood. Such in- 
stances are to be observed in those diseases in which the func- 
tion of the hematopoietic apparatus is interfered with. 

The quantity of blood in the body has been made the sub- 
ject of careful studj by physiologists. It is estimated vari- 
ously, but it will be sufiiciently accurate for our purpose to 
assume that it is one-twelfth the weight of the body. Of this 
mass one-eighth is in the arteries, one-half in the veins, and 
the remaining three-eighths in the capillaries. 

The experiment of Rosenberg' would indicate that animals 
can survive the rapid loss of two-fifths the total quantity of 
their blood, while the loss of more than two-fifths and less 
than one-half is usually, and more than one-half absolutely, 
fatal. In his experimental use of the seven-per-cent salt solution, 
he was led to think that the injections onty temporarily pi’o- 
longed life in hemorrhages beyond one-half the total quantity 

' 'Vircli. Arch., Bd. 112, S. 464. 
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of the blood. This he believed was due to the reduction of 
the absolute number of corpuscles in a given bulk, resulting 
in a qualitative anemia. 

There is evidently a point, then, beyond which the proj)or- 
tion of corpuscular elements of the blood may not be dimin- 
ished, as well as a point beyond which its quantity may not be 
reduced. It is not probable that this point can be determined 
by counting the corpuscles in progressive anemia, for doubt- 
less a much smaller reduction in the corpuscular elements 
would result fatally when rapidly induced. If we take 
Hosenberg’s data, and assume that a loss of one-half the blood 
is ultimately fatal, even if infusion and resuscitation is prac- 
tised, we should have a reduction of the corpuscular elements 
to one-half a fatal reduction. As there are ordinarily 5,000,- 
000 corpuscles in a cubic millimetre of blood, a loss of one-half 
the blood, and a restoration by infusion of its bulk to the full 
•amount, would reduce the number of corpuscles to 2,500,000. 
This number has been found clinically to be compatible with 
life and a fair degree of vitality. Patients recover with a 
presence for months of less than 2,000,000 corpuscles per 
•cubic millimetre. But a reduction of the number of corpuscles 
beyond 1,500,000 is usually rapidly fatal, and death occurs be- 
fore the number falls below a million to the cubic millimetre. 

We should say, then, that patients do not survive the loss of 
more than one-half, or some such proportion, of the corpus- 
cular elements, though it is evidently impossible to fix the 
proportion exactly. Mikulicz has lately (1890) examined the 
blood of patients who have suffered from hemorrhage, and 
he concludes that a loss of five per cent of the coloring matter 
— i.e., five per cent of the corpuscular elements — is restored 
in about five days, and that a proportionate time is required 
for more extensive hemorrhages. 

It may be assumed that conditions of acute anemia may 
•occur in which the natural dilution of the hlood with lymph 
is sufficient to resuscitate the patient ; and it is probable that 
such an equalization of the lymph and blood pressure is ade- 
quate up to the loss of about two-fifths the total quantity of 
the blood mass. When more than two-fifths and less than 
one-half the blood is lost to the circulation, dilution of the 
lymph by transfusion of neutral salt solution is sufficient to 
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restore the patient to a living eqnilibrinm. But there is-a- 
point beyond which the dilution of the blood, either directly 
or through the dilution of the lymph, will not restore the 
patient ; for, though the increase in the quantity of the intra- 
vascular circulation by washing out the lymph with the neutral, 
salt solution meets the mechanical needs of the circulation, 
it so far reduces the I’espiratory qualities — the oxygenating 
properties of the blood — that a qualitative anemia, incom- 
patible with life, persists. 

Looking at the loss of blood as the cause of death in a num- ' 
her of obstetrical and surgical cases, as well as in accidents, 
and as the cause of a protracted convalescence when short of 
the fatal point, we may well consider the indications for treat- 
ment in acute anemia. 

One-half the volume of the circulating blood is found in 
the collapsible veins. It is evident that they will be the first 
to be emptied in extensive hemorrhage. By placing an 
anemic patient in the vertical position, with the head down, 
the blood vessels throughout the three vital parts, the brain, 
the heart, and the lungs, will be fully distended with the least 
amount of blood. The first indication, then, in severe acute 
anemia is to fill the blood vessels by maintaining the most 
favorable position of the body of the patient. The same re- 
sult may be more tardily, though more conveniently, attained 
by teinporaril}^ shutting off from the circulation the lai’ger ex- 
tremities by means of elastic bandages applied firmly fi’om 
the distal to the proximal extremity of the limb. These two 
procedures are sometimes termed auto-transfusion. 

When the anemia is so excessive that auto-transfusion is 
inadequate to restore the mechanical necessities of the circu- 
lation, the anemia is fatal. But it may temporarily restore 
the function of the respiration and yet fail to meet the sub- 
sequent needs of life. Then there is but one source of relief. 
This is to be found in the lymph. The rapidity with which 
the blood pressure is raised is remarkable. It is usually com- 
plete at the end of an hour and a half or two hours. There- 
fore, when the symptoms of a low blood pressure remain after 
an hour and a half or two hours from the beginning of hemoi’- 
rhage, and the mechanical necessities of the circulation are 
unmet, the washing-out of the remaining lymph by means of 
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a subcutaneous infusion of a neutral salt solution meets the 
indications of the case. 

The amount of salt solution, as well as its concentration, 
is a matter of some moment. The proportions need not be so 
exact nor the temperature so well regulated as in infusion 
directly into a vein, for the tissues act as a sort of ballast and 
reduce the infusion to a proper concentration and temiiera- 
ture. They retain also any excess in the quantity of the in- 
fusion until the blood pressure is reduced again by excretion. 
Large amounts have been used without danger, but in exces- 
• sive anemia the quality of the blood may be carried to a fatal 
point of dilution in raising the intravascular pressure beyond 
the mechanical necessities of the circulation. Practically 
this is not likely to happen, for an excess would mean the in- 
fusion o£ more than a gallon. 

After the mechanical needs of the circulation are restored, 
the quality of the blood may be so impaired that a vital equi- 
librium is not to be attained, and the patient sinks into a state 
of rapid dissolution. The oxygen-carrying and the nutritive 
needs of the circulation are not met when the mechanical re- 
quirements of the heart are satisfied. The vital power of the 
heart muscle (and doubtless of every part of the body) is suffi- 
cient, as Martin, of Baltimore, has shown, to keep up its func- 
tion for several hours without any nutrition at all, but it even- 
tually becomes exhausted. 

For such severe anemia the infusion of a salt solution and 
•the dilution of the lymph is not enough. The indications 
have been pointed out again and again ; but the dangers of 
direct transfusion of blood are so many and so formidable that 
they have deterred the experienced from its practice. The 
desired result has been sought, then, in the transfusion or in- 
jection of defibrinated blood. 

Miinchmeyer' has well stated the advantages of infusion of 
0.6-per-cent salt solution. Tliey are too familiar to need re- 
hearsing. Every one will appreciate the accessibility of the 
solution as compared with that of other materials, such as 
blood and defibrinated blood. Its composition does not re- 
quire a high degree of accuracy. Its administration does not 
-require an assistant or an anesthetic. Any simple apparatus 
* Arch. f. Gyn., 1889, Bd. 84, p. 381. 
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may be used — e.g.^ an aspirator syringe .or. a tube and funnel^ 
and, best of all, the rotary surgical pump. 

My own experience in the treatment of acute anemia has 
been confined to auto-infusion, and on two occasions to the 
subcutaneous infusion of neutral salt solution. 

Case I. — Through the kindness of Dr. Franklin H. Martin,. 
I was called to attend him in an operation at the Woman’s 
Hospital, and I was requested to be ready to treat dangerous 
anemia by transfusion. The operation, which was an abdo- 
minal hysterectomy, 'iFas carefully pei-formed, with the loss- 
of only a moderate amount of blood. It lasted nearly three 
hours, and at its close the pulse was only barely perceptible 
at the wrist. Six ounces of a sterilized 0.6-per-cent salt 
solution were therefore infused under the skin of the back 
and breast with the following apparatus : First is a bottle 
holding one gallon, or four litres nearly. In it are to be 
dissolved just twentj'-four grammes, or six drachms, of salt.. 
It is then stopped with cotton and boiled for three hours. In 
an emergency such a bottle may be filled with boiling water, 
and the salt added and used immediately. Hext is the rotary 
surgical pump adapted for infusion. The small gum tube is. 
mounted at one end with an aspirator needle ; the other end 
dips into a glass. It may be retained by slipping on a little 
glass tube. When the glass is filled from the bottle, a few 
turns fill the tube completely with the solution and empty it 
of air. The temperature is regulated by allowing a coil of the 
tube to lie in a basin of water near the patient. This simple 
apparatus has the advantage of supplying a continuous stream, 
with no danger of getting out of order and no fear of air. It 
is easily and rapidly an-anged. 

The patient died a few hours later, apparently of shock. I 
do not think enough salt solution was used in this ease. The 
anemia was both quantitative and qualitative, for the patient 
had suffered repeated hemorrhage from a suppurating fibroid 
of the uterus. 

Ca.se It. was a rupture of an extra-uterine pregnancy in 
the seventh month. The woman was a German, 40 years old. 
This was the first pregnancy. She was first seen by Dr. F. 
Mattison on the morning of September 23d. At that time 
she was in collapse and had been vomiting. Distress came 
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on suddenly in the morning. No pulse at the wrist. • Drs. 
Waxham and Jaggard were called in. A diagnosis of detach- 
ment of the normally implanted placenta and intra-uterine 
hemorrhage was made. It was decided that transfusion was 
indicated. With the apparatus which I have just presented^ 
the infusion of nearly a gallon of a salt solution, prepared on 
the spot, was accomplished in about half an hour, greatly to 
the relief of the patient. The pulse appeared at the wrist, 
the collapse gave way in reaction, and the patient was out of 
bed and walking about the room the next morning. She 
slowly improved for five days, when symptoms of sepsis with 
emphysema of the uterus came on, and she died under an 
operation intended to evacuate the contents of the uterus. 
The post-mortem showed the true condition of the case (to be 
reported by Dr. Jaggard). 

In this case, I believe life was prolonged by the use of the 
infusion. 

W. Hunter 'has shown that the intraperitoneal injection 
of blood is followed by transudation frorrt the vascular appa- 
ratus into the injected foreign blood, and by diminution of 
the quantity of circulating blood with consequent concentra- 
tion, The number of corpuscles to the cubic millimetre 
increases from seven to thirty-five per cent in a few hours, 
and as quickly returns to nearly normal. 

It is possible that in this case some of the intensity of the 
anemia was due to the secondary transudation into the hema- 
toma and the consequent concentration of the blood left in 
the veins. As Hunter found that the intraperitoneal blood 
was found in the increased number of corpuscles in the circu- 
lation for weeks, the remarkably good eSect of this infusion 
might have been due to the subsequent absorption of the blood 
in the hematoma. 

This incident may point to the combination of 0.6-per-cent 
salt infusion with the subsequent injection of blood. The 
pressing mechanical indications are met by the infusion, and 
the absorption of the injected blood restores the vital qualita- 
tive equilibrium of the circulation. From reading the litera- 
ture on this subject, I would propose the following aphorisms: 

' Intraperitoneal Blood Tranfusion,” Journal of Anatomy, vol. xxi., 1887, 
and Britisli Medical Journal, 1890. 
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'1, In dangerous acute anemia auto-transfusion should first 
be practised. 

2. When the lymph spaces are drained, as is indicated by 
the sunken and drawn appearance of the face, or by the time 
•auto-transfusion has been tided and the symptoms of ane- 
mia persist, infusion of a large amount of 0.6-per-cent salt solu- 
tion should be practised. The necessary apparatus is so 
^simple and the danger so remote that this measure should not 
be neglected. 

3. The immediate intravascular injection of salt solution or 
blood for acute anemia cannot be countenanced in the present 
state of our experience and knowledge. 

4. The value of secondary subcutaneous or intraperitoneal 
injection of blood- in cases of so extensive hemorrhage that a 
qualitative anemia is present after the mechanical needs of the 
circulation are satisfied, is still conjecture, but certainly such 
injection of blood should not be practised until reaction is 
well restored. 

5. The immediate subcutaneous injection of blood diluted 
with a large amount of salt solution is not contra-indicated, but 
its value is still problematical. 

6. The rotary surgical pump is the most perfect and man- 
ageable apparatus yet proposed for subcutaneous infusions 
-and injections of large amounts, and for direct intravascular 
transfusion. 


AN INFREQUENT FORM OF PUERPERAL INFECTION.’ 


BT 

IRWIN H. HANCE, M.D., 

Assistant Obstetric Surgeon, Maternity Hospital, Blackwell’s Island, Now York ; 

Assistant Surgeon, New York Cancer Hospital, etc. 

In directing your attention this evening to a rather infre- 
quent form of puerperal infection, I have done so with the 
■object of securing a general discussion of the matter, espe- 
■cially in regard to the question, Where is the point of infec- 
tion ? the answer to which will necessarily suggest a form of 
treatment which may shorten the duration of the disease. 

’ Read before the New York Obstetrical Society, January 6tb, 1891. 
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In over six Imndrecl deliveries I have only met with two 
such cases, and I saw a third in the Maternity Hospital, Black- 
well’s Island, the case occurring in Dr. Coe’s service during 
the month of October. The latter seemed, in my mind, to' 
ofier a clue to the obscurity of the situation, and I shall now 
proceed to explain more in detail the nature of the cases. 

Like almost all cases of a septic nature, the trouble manifests 
itself on the second or third day after delivery by pretty well 
marked symptoms. There is severe headache, tlie tempera- 
ture is high, pulse accelerated, some prostration, tongue little 
coated and moist. The chill, if present, is slight, and there 
is but little tenderness of the abdomen. Skin is dry, and there 
is no tendency to sweating during the whole course of the 
disease. The lochia remain absolutely unchanged, except for 
■some diminution in the amount, due to the hyperpyrexia. 
The general condition of the puerpera is good, and, were it 
not for the thermometric record and increased pulse rate, one 
might at first pass the ease by without giving it serious con- 
.sideration. 

Proceeding to the bimanual examination, one is further 
nonplussed bj’- being unable to distinguish any apjjreciable 
lesion, save a more or less extensive laceration of the cervix. 
Should the perineum have been torn, careful examination will 
fail to show any local manifestations of an inflammatory pro- 
cess. The examination of the other organs of the body is 
entirely negative. 

The subseeprent history of the patients during their puer- 
perium is one which causes the physician more anxiety than 
the patient, for the latter always expresses herself as feeling 
very well, save for intermittent severe headaches. To the 
former, however, her condition is anything hut jfleasing, since 
both temperature and pulse remain elevated, and her attend- 
ant is in continual dread lest the disease assume a more seri- 
ous character. 

That such is the case the temperature charts of the three 
cases which I present to you will, I thmk, prove. At the 
same time I will give you a brief abstract of the histories : 

Case I. — Ella E., United States, set. 18 ; Ipara. Conflned 
January 19th, 1887 ; vertex ; normal delivery. 21st ; Head- 
•ache ; temperature 103.4:°, pulse 156. Ho chill, no change in 
19 
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locliia. Uterus was well contracted ; very little tenderness of 
abdomen. I^o vaginal examination made. 24tli : Slight cliill, 
headache. Temperature 104.8°, pulse 128. Quinine, gr. x, 
'Yaginal examination. Little tenderness of left broad liga- 
ment. Uterus hard, not tender ; extensive laceration of cer- 
vix. Examination of other organs negative. Intra-uterine 
douche given. 25th ; IV arburg’s Tincture, 3 i. q. G h. Douche, 
b. d. 27th : Chill ; severe headache, which pei-sisted interinit- 


Ella E. 

Day of Jan. Feb, 

Month. 19 20 21 22 23 21 2.5 26 27 28 29 SO 31 1 2 3 4 5 6 7 



tently for several days, during which time she had several 
loose movements daily. 4th : Repeated vaginal examinations 
have failed to distinguish any other lesion. Patient was seen 
by several of the attending physicians, who regarded it as an 
obscure ease of septic infection. 

Case II. — Mabel M., mt. 19, United States ; Ipara. Con- 
fined Ajiril 30th, 1SS7, 5:30 p.m. ; vertex; normal labor. 2d: 
Temperature 102.6°, pulse 120. Patient complains of severe 
headache. Uterus little tender, cervix lacerated. Lochia 
scanty, character unchanged. 3d : Passed some clots. Intra- 
uterine douche given. Breasts full, little tender, not inflamed- 
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Quinine, gr. v. q. 6 li. 


Douche, b. d. 


Subsequent history 


Day of 
Month. May 

1 2 8 4 5 6 


Mabel M. 

8 9 10 11 12 13 14 15 16 17 18 19 20 



Mabel M. (Continued). 


Day of May 

Month. 21 22 23 24 25 26 27 



Day of 
Month. 

104° 


103° 


Bachel G. 

23 24' 25'' 26= 27 28 29 80 


102 ° 


o 1C1» 


■§ 

fa 


100 ° 


99° 


3 98 ° 


97° 



96° 


Pulse 

2 CiOGOOrHCCOCOOCSi-iOOCO 


negative, save for headaches and rise of temperature. Per 
vaginain no other lesions presented themselves. 


' Autifebrin, gr. v., in afternoon. = Plienacetine, gr. x. s Antifebrin, 
gr. V. 
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Case III. — In Dr. Coe’s service. Racliel G.. let. 21, 
Dnited States ; Ipara. Confined October 22d ; vertex ; nor- 
mal delivery ; placenta expressed, membranes intact. Peri- 
neum torn and repaired at once. 23d: Pain in abdomen. 
Temperature 101.4°, pulse 104. Yesterday and to-day little 
abdominal tenderness. Poultices. 24tli; Temperature 102.2°, 
jiulse 108. Ice coil. 25th : Temperature 103.2°, pulse 118. 
Shreds of membrane in douche. Phenacetine, gr. x. Intra- 
uterine douche. Temperature persisted all night over 102°. 
26th: morning, temperature subnormal: evening, 102.4°. 
Large clot and some membrane. 27th : Membrane. Intra- 
uterine douche. 29th : Large piece of organized tissue in vagi- 
. nal douche. In the afternoon, large piece of the posterior lip 
of the cervix was found wanting. Internal os closed. Uterus 
well contracted, no signs of an}' parametric trouble. Cervix 
touched with carbolic acid. 30th ; From this day tempera- 
ture remained down. At no time was there any fetor to the 
lochia. Application made to cervix daily. Perineum has 
united Avell, 

From the historv of the last case every one of us would nu- 
Jiesitatingly pronounce it a septic one : can we do the same 
witli the other two ? By a process of exclusion it seems to 
me that we can ; for one is justified at the present time in 
pronouncing such cases as these, with the persistent elevation 
■of temperature, cases of infection, if no other assignable cause 
can be found. 

A thorongh examination of them both by two or more of 
the attending physicians of the hospital excluded any cerebral 
-or thoracic disease ; the persistence of the temperature, as 
well as the absence of any exciting cause, excluded any fever 
•due to nervous origin ; the breasts were not the seat of the 
trouble; the patients were neither of them syphilitic; the 
.spleen was not enlarged, and cpiinine had no controlling efieet 
-on the temperature ; there was nothing wrong with the hid- 
meys, as shown by repeated urinary examinations. Only one 
•case, the first one, with its persistent high temperature and 
•nt one time slight diarrhea, showed any resemblance to typhoid 
fever. Her previous history (the patient having been an in- 
mate of the hospital for several weeks, where there were no 
.■cases of typhoid), the absence of spots, the normal size of the 
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spleen, tlie cliaraeter of the tongue, and tlie generally good 
condition of tlie puerpera during tlie continuance of tlie f ever^ 
were all against this diagnosis. 

We are thus narrowed down to some form of septic trouble, 
and the first question which arises is, Where did the infection 
take place ? I know that it is a hard matter to locate the spot 
of infection at any one point of the parturient canal, and next 
to impossible in a given case to say from the symptoms that; 
such and such a place is the source of the trouble ; yet bimanual 
examination and ocular inspection, along with the history, will 
enable us to understand the case more thoroughly. 

To proceed, then, to the cases under consideration. Wastho' 
uterus at fault 1 Probably not, since there was no change in 
the lochia ; no signs of a metritis, as shown by absence of ten- 
derness and the negative effect on the patient’s temperature- 
after intra-uterine douches were used ; and, lastly, by the prac- 
tically normal involution of this organ. Were the lacerations- 
of the vagina the origin of the trouble ? Eere again, no ; for 
in one case the perineum united well, and in all there were no* 
signs of any inflammation, such as edema and tenderness and 
the presence of ulcers, which, according to Winckel, are found 
in more than two-thirds of all cases. 

The probable explanation, in my mind, is that the seat of the* 
disease was to be found in the lacerations of the cervix ; that 
an inflammatory process there took place, the absorption from- 
which was sufficient to produce the above symptoms, hut was- 
not enough to light up that more violent train of symptoms* 
met with when the amount of the septic poison absorbed is* 
greater or its character more virulent. My reasons for which 
belief are : 

1. Because the predominant lesion was an extensive in- 
jury to the cervix, the lymphatics of which are much less 
numerous than those of the uterus and vagina, consequently 
the site was unfavorable for a rapid or large absorption of 
septic material. 

2. Because of the non-appearance of any peri-uterine 
lesions, which are almost always present whenever, together 
with such a severe general systemic disturbance, the uterus is- 
theyo?iS et ovigo mali. 
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3. Because treatment was of no avail until, in Case III., 
applications were made directly to the ulcerated spot. This 
case more particularly strengtlicns this tlieory, since the pre- 
.senee of membranes, etc., in the lochia sliowed tliat tlie ute- 
rine cavit}" was not entirely cleansed of its secundines and 
was in a lit condition to set up a severe form of puerperal 
fever. Still intra-uterine douclies liad no effect, and the 
lochia remained absolute!}' free from any changes due to de- 
composition. 

Finally, because in the last ease a large piece of the poste- 
rior lip of the cervix sloughed off, which process did not 
interfere to any appreciable degree with the normal involu- 
tion of the uterus, or prevent the perineum from uniting pri- 
marily, and the patient manifested unmistakable signs of a 
septic process going on in her sj^stem at the same time. 

If the answer to the question, Where is the point of infec- 
tion ? be correct, our aim in treatment should be to make 
applications directly to tlie lacei'ated cervix. According to 
the conditions found by ocular e.xamination in the Sims’ posi- 
tion, it would be advisable to make some strong local applica- 
tion, or curette the parts first and then apply some caustic. 

It is in just such eases as have been described tiiat Dame 
nature deserves the greater part of the credit for the cure, 
the physician too often hesitating to interfere on the old 
3 ?rinciple of meddlesome midwifery. 

Were the case one of distinct intra-uterine infection, the 
treatment would be very active ; or, again, were the point of 
• infection around the external genitals or just within the 
vagina, some form of topical application would he made in 
lOrder to seal np the absorbent channels. Why should we not 
.do the same in these more obscure cases when the cervix is 
presumably at fault 1 

In the mind of the writer there is no valid reason for not 
doing so, since one can be confident of not introducing any 
more bacteria on his hands or instruments by due regard to 
cleanliness, and it is his belief that such a procedure would 
materially shorten the duration of the disease in man}' cases 
where temporizing means are now the order of the day. 
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OBESITY IN ITS IIELA.TION TO MENSTRUATION AND 
CONCEPTION.' 


BY 

E. S, McKEE, M.D., 
Cincinnati, O. 


All men in active practice have doubtless noticed the 
great frequency of obesity in sterile women. Most of these 
obese and sterile women will be found suffering from amen- 
orrhea, scanty or painful menstruation, and in numerous cases 
atrophy of the uterus. How often do we see a fat and child- 
less woman, how frequently an obese man without offspring, 
and how very many times do we observe that the man and 
wife afhicted with corpulenta morbosa live through a long 
married life without descendants ! 

It is sometimes difficult to mark where the condition of 
embonpoint stops and that of obesity commences. Physiolo- 
gists tell us that in males the fat should constitute the one- 
twentieth part and in women the one-sixteenth part of bodily 
weight. As soon as the fat passes a certain limit in woman 
it not only ceases to make beautiful — for only the Orientals 
find a fat woman beautiful — ^but has a bad influence on the 
general organism. It produces various troubles in different 
organs, limits freedom of movement, disturbs digestion, re- 
stricts respiration, hinders blood formation, and injures the 
' cerebral functions. 

It is well known that women are much more subject to 
obesity than men. Bouchard’s cases were sixty -two women 
and twenty-four men, and most authorffies report more wo- 
men than men. The softness of the tissues and the sedentary 
habits of women tend toward obesity. 

That undue accumulation of fat retards or prevents fruit- 
fulness is an old saying, the truth of which was first noticed 

' Read before the Obstetrical Society of Cincinnati, October 9tb, 1890. 
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in female animals, also in plants. Hippocrates observed the 
sterility as 'vvell as amenorrhea among the Scythian women. 
He says : “ The enormous fatness of the women is responsible 
for their frequent sterility, and their slaves who are lean 
conceive as soon as tliey have connection witli men.” This 
sterility in obese women may not only be dne to the amenor- 
rliea, but also to the chronic catarrh of the uterine mucous 
membrane, or to the displacements of the uterus sometimes 
resulting from the great deposits of fat it is also doubtless in 
some cases due to the inapproachableness of some very fat 
women on account of the enormous size of the external 
genitals. 

Obesity to the extent of polysareia has a great influence on 
generation ; it prevents the development of the male genera- 
tive organs. Atrophy of the penis and testicles is often ob- 
served. In inen of middle life these organs are sometimes 
found as those of a child of 8, erection and emission having 
never occurred. If the polysareia occurs after adult age it 
diminishes greatly the sexual desires, which are only repro- 
duced on the emaciation of the patient. In women the accu- 
mulation of fat in . the abdomen pi'oduces amenorrhea and 
dysmenorrhea, possibly by compression which prevents the 
utero-ovarian function ; possibly, in the absence of nervous 
excitement, ovulation does not occur. This obesity is often 
followed by a suppression of menstruation for a few months, 
an increase in the size of the abdomen, and often leads to- an 
erroneous idea of conception. Diminution of fat leads these 
organs to return to their natural state, the menses become 
regular, and as the functions of generation resume their 
natural course conception becomes possible. 

Griven an obese woman, we will generally find the prospects 
for offspring will depend more upon the menses than upon 
the amount of fat, amenorrheic fat being usually sterile. "We 
notice that the luxurious habits and overfeeding of the 
wealthy diminish fertility, while the life of the poorer classes, 
which is not conducive to obesity, tends to large families. 
Thinness only results in sterility when due to starvation or 
chronic diseases. The injurious influence of excessive flesh 
on women, with reference to childbearing, is universally ad- 
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initted, and is corroborated by experience with plants and 
the lower animals. 

In obese women the amount of blood lost in menstruation 
is almost always less than normal, and it is often only bloody 
serum containing a few epithelial cells. The continuation of 
the flow may be for a few hours or a single day, and seldom or- 
never does it last three days. It may cease for a short time 
and then resume. Pain is a very constant symptom, begin- 
ning a few hours or days before and lasting until it ceases.. 
This pain is located in the sacral region in the majority of 
cases. There is pain and fulness in the head, and in some 
instances a bearing-down or expulsive pain. A^icarions men- 
struation presents in the form of nose-bleeding and bloody 
diarrhea. In rare instances obesity is found accompanied by 
menorrhagia and metrorrhagia instead of amenorrhea. This is. 
thought to occur when the collection of fat in the abdominal 
resion is excessive or the condition of blood is a low form of 
anemia. The accumulation of fat in the abdominal .cavity 
through compression restricts the return circulation and causes, 
a stasis in the walls of the arteries, which soon leads to an 
overflow through the capillary walls of the mucous mem- 
brane. This bleeding is also the cause of very obese women 
aborting when they become pregnant. 

The pathological anatomy of this subject is unfortunately 
not well understood. Post-mortem examinations are few and 
indefinite. AYortliington records a post-mortem made on a. 
woman who weighed almost four Imndred pounds, but the- 
uterus was not examined. The other abdominal viscera were 
full of fat. Few eases terminate fatally. In most of them 
there is a he-irt weakness, particularly noticeable after ex- 
ertion, but organic trouble is absent. The heart, as an in- 
voluntary muscle, is subject to fatty infiltration, and it is quite 
probable, to say the least, that the uterus is affected in the- 
same way. Froiumel has observed atrophy of the uterus, 
after normal childbed in twenty-eight cases out of three thou- 
sand. This was accompanied by severe abdominal pain and 
atrophy of the tissues of the body and neck of the uterus, 
and of the vagina. The tissues were very soft, and readily 
permitted the sound tq penetrate them. He believes that in. 
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many cases tlie nterus undergoes sncli excessive cliaiiges in 
consequence of lactation that subsequent restoration to a 
normal condition does not occur. The demands of frequent 
pregnancies in quick succession produce permanent atrophy. 

It is possible for displacements to result from obesity and 
thus cause sterility. "We all meet ivith numerous instances 
where a deposit of fat in the abdominal walls is mistaken for 
pregnancy when accompanied by amenorrhea. 

Kisch has observed two hundred and eight cases where 
obesity was associated ivith amenorrhea or oligomenorrhea 
either as a cause or effect ; in many of them he could find no 
other cause for the existing sterility than the obesity. 

The great frequency of obesity and disorder of menstrua- 
tion would lead us to believe that sterility will be the rule 
whether the patients have previously borne children or not. 
Pregnancy occurring, the impaired nutrition of the uterus 
will operate unfavorably upon its continuance to term. Bun- 
sen has shown that when tlie gestation is completed the off- 
spring will be deficient in vitality. 

Philbert quotes five cases in which a loss of weight, brought 
about by active hydropathic and dietetic treatment, resulted 
in pregnancy. The ages of the patients varied from 21 to 27 
years. 

Obesit^q in some women as well as men, has the effect of 
abolishing the sexual appetite ; indeed, this is the effect on 
most persons suffering from adiposis, also a disinclination to 
perform the ordinary duties of the day, and impairment of 
the physical and mental powers generally. Constipation is a 
frequent trouble. 

With the exception of those cases following frequent par- 
turition and lactation, there is nothing peculiar in the etiology 
and process of obesity in women other than might occur in 
men. The free or immoderate use of starches, fats, and 
sugars, an inordinate desire for confectionery, luxurious hab- 
its, sluggish disposition, an inactive life, excessive sexual in- 
dulgence, and a hereditary predisposition, lead to obesity. 

-Amenorrhea and scanty menstruation found in obese wo- 
men probably have an origin in the anemic condition of the 
blood which is almost invariably found in persons suffering 
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from long-standing obesity. The menstrual blood in fat 
women is tisually jjale, scant, watery, poor in fibrin. These 
facts have long been known, as Hippocrates said of the Scy- 
thians : “ "With their women the menstrual flow is irregular, 
small in amount, and at long intervals. This comes from the 
great amount of fat which thej’- possess.” 

Obese women may be divided into two classes: Jfirst, 
those who have borne and nursed several children in a brief 
period of time ; they prematurely reach the limit of their 
reproductive capacity, and the ])henomena of the climacteric 
supervene. Second, young women who become obese from 
whatever cause, and who, as a result, have amenorrhea or 
scanty menstruation and often dysmenorrhea, though men- 
struation was previously devoid of pain. 

Hippocrates also observed that sterility followed obesity. 
He believed that tlie os uteri was closed by fat and would not 
admit the semen. From the scantiness of menstruation he 
inferred there was an absence of a sufficient degree of intra- 
uterine moisture to render conception possible. It appears 
that more attention was given this subject by the ancients 
than by moderns. 

If we have a woman under 30 who beai’S and suckles four, 
five, or six children in rapid succession, we usually find that, 
she prematurely reaches the limit of her reproductive pow- 
ers. She takes on flesh, sterility ensues, menstruation be- 
comes scant, sometimes disappearing altogether. From her 
obesity she will be subject to amenorrhea or oligomenoi’rhea, 
while sterility will be the rule. 

Miss Conley, the great American fat woman, who died in 
1883 from rolling over on her face and being unable ' to roll 
back again, was the largest of her sex and weighed 497 
pounds. 

The obese woman, when she becomes enceinte, is not at all 
assured that she can bring her child to term, for abortions in 
these cases are very frequent. Stoltz attributes five consecu- 
tive abortions in the same woman to this cause, and Goubert 
cites the case of a very fleshy woman who reached her eighth 
consecutive abortion. UTith such cases the nutrition takes an 
abnormal direction, and the nutritive aliments destined to 
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support tlie product of conception are directed to otlier- 
points, 

We inaj consider that the presence of ohesitj in ivoiuau' 
will lead to amenorrhea or oligomenorrhea, with possibly 
dysmenorrhea, atrophy of the uterus, and sterility. Should' 
pregnancy occur the condition of the woman will operate un- 
favorably upon its continuance to term. Should itgoonto- 
term it is probable the child will be deficient in vitality— 
ill fact, the mountain will have labored and brought forth a 
mouse. It is not improbable, if we succeed in relieving the 
patient of her obesity, we will at the same time cure her of 
sterility. 

The prognosis in those cases in whicli the climacteric has- 
followed great fruitfulness is exceedingly bad. The sterility 
is permanent, and it is doubtful whether any treatment 
would change it. Haturo is exhausted. In other cases the 
prognosis is reasonably good if we can have our instrnctions- 
carried out, 

A brief citation of the following cases may be of interest. 

Among prostitutes I remember half a dozen instances- 
where obesity was present, there was atrophy of the uterus,, 
absence of menstruation for two or three months at a time, or, 
if present, it lasted only one day and was very scant. Two of 
these suffered severely at the menstrual period from bearing- 
down pains, backache, and headache. Four of them had never- 
borne children ; two had several miscarriages in rapid succes- 
sion early in their career. Their ages ranged from 25 to 40- 
years. 

Mrs. F., age 27, married nine years and never pregnant,, 
began, soon after marriage, to take on Hesh. She had been 
maiTiecl five years when she first came under my observation.. 
Examination showed an atrophied uterus. The menses were- 
slightly diminished in amount, but not remarkably so. She- 
found the regimen requisite to reduce corpulence too rigid, - 
and refused to continue it. She is still sterile and will prob- 
ably remain so the rest of her life. 

Mrs. K., eet. 32, married eight years, first came under my 
. observation four years ago. She gave birth to one child before 
she was married a year, and never became again pregnant. 
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■-tliongli very desirous of so doing. On examination slie vas 
found to liave a very small uterus, and the history of the case led 
me to believe that she had suffered superinvolution. She then 
began to increase in flesh, which went forward steadily until she 
now weighs 210 pounds. She is dyspeptic, anemic, neuralgic, 
and amenorrheic. Her flesh is a burden and her life miserable. 
She is a very fickle and impatient woman, utterly incapable 
of carrying out directions for a week even, and, of course, has 
.not benefited from advice. In this trouble as in no other- 
the earnest co-operation of the patient is essential to success. 
The husband of this woman is a good mate for her, being 
ver}’’ corpulent. 

Mr s. S., age 41, married twenty years, had been told by 
two doctors that she was pregnant. This being the first time 
•for eighteen years, she thought she was renewing her youth. 
The nine months rolled by and her expectations were not real- 
ized. I was called, and on examination found a 200-pound 
patient. Uterus palpated with great difficulty owing to obesity, 
but found to be atrophied, and no evidences of pregnancy ex- 
cept absence of menstruation and enlarged abdomen. Obe- 
-sity explained both conditions, as did also the time of life and 
the indigestion of food and formation of gas in the abdomen. 

Mrs. H., let. 23, married five years, very anxious for a 
child, thought herself pregnant, but had to give up her hope, 
as time proved her mistake. She was fleshy from childhood, 
and increased rapidly in weight after marriage. As she be- 
came more obese her menses, though regular, became less in 
amount, and examination discovered an infantile uterus. Pa- 
tient did not appear anemic. 

Treatment requires, of course, rigid diet. Hydrocarbons 
must be eliminated to give place to albuminoids. Alcohol 
must be interdicted. Exercise, household duties, gymnastics, 
or massage cannot be neglected. Electricity, both in the 
form of general faradization and the intra-uterine use of the 
faradic current, is of value. It improves not only the mus- 
cular tone but the entire pelvic circulation. Astringents and 
stimulants to the interior of the uterus, also moderate dila- 
tation, are useful, but the danger of exciting inflammation 
:should control too free use of these means. The condition 
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of tlie heart shonkl be attended to, and laxatives systemati- 
cally used. Sea-baths and hydropathy generally, with the 
avoidance of warm baths, are i-ecomniendcd. Arsenic is hicrh- 

** O 

ly approved by Dr. Whittaker. Glauber salts, mineral waters, 
iron, cold baths, are all benetieial, providing there is no dis- 
ease wliich would contra-indicate their use. 

In cases of amenorrlieic fat women, wliere the amenoiThea 
is due to an anemic condition of the blood, it is useless to try to 
bring on ineiistrnation by local means, such as warm uterine 
douches, warm foot and hip baths, etc. Such means, if they 
do anything, do harm. It must not be the sole aim to force 
menstruation, but to assist regular and healthy ovulation, which 
can be done by conquering anemia and improving the gene- 
ral health. 

Kisch reports the cure of sterility and amenorrhea by relief of 
obesity in a number of young women from 20 to 30 by means 
of the spring and bath cure at Marienbad. While laxa- 
tives do good, strong purgation is condemned, as most obese 
women are anemic and tlie purgatives would make them 
more so. The reduction of fat by purgation is only tem- 
porary. 

Massage of the abdomen and of the internal genital 
organs of the woman is one of the best modes of treat- 
ment. 

M. Levin, before the Societe de Biologie, has recently de- 
scribed obesity as a nervous disorder, and advised its relief 
by the avoidance of mental and physical fatigue, and a diet of 
soups, eggs, rice, aud potatoes. 
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A NEW METHOD OF TREATING THE INCISION IN PA- 
TIENTS SUBJECTED TO LAPARATOMY.* 


BY 

W. R. PRYOR, JI.D., 
New York. 


Mrs. B., Russian, tct. 29, married and sterile. I will omit 
tlie long history of the various forms of medical treatment 
through which. this patient went, and will at once come to the 
surgical treatment of the case. To enter the abdomen I was 
compelled to cut through at least four inches of fat. I found 


' Read before the New York Obstetrical Society, December 16th, 1890. 
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.the anatomical feature peculiar to Russians — namely, a very 
long omentum, which in this case reached to the space be- 
tween the bladder and the uterus. It was attached firmly 
•along the median line to the anterior abdominal wall. 1 en- 
tered the abdomen to the left of tliis line of adhesion. A 
•single broad-ligament cyst of the left side and ovarian apoplexy 
were removed. The right side gave me a multilocular broad- 
ligament cyst. There were a great many adhesions and a con- 
siderable degree of bleeding. The tumors were of such size 
■as to completely fill the true pelvis and rigidly fix the uterus. 
The fimbrife of each side were adherent to the corresponding 
■ovary, but thei'e were no evidences of tubal disease. As 
usual, the contents of the cysts were clear. The abdominal 
■cavity was ivashed out with boraeic acid solution. The ooz- 
ing from the torn adhesions was sufficient to require a drain- 
age tube. The peritoneal edges were brought together with 
Czerny-Lembert sutures of catgut, and tbe muscular and fas- 
cial lines with sutures of silk. The enormously deep and gap- 
ing fat surfaces were left open and packed with bichloride 
gauze after being dusted with iodoform. The first dressing 
was made on the fourth day, and the silk sutures removed 
■on tbe eighth. The drainage tube was removed at the first 
dressing, being replaced by a very small and short glass tube 
which projected but a little below the muscles. In. removing 
the silk sutures 1 found them all in the bottom of the wound, 
their loops being loose, showing to what an extent silk will 
cut through and stretch in the tissues. 

I have brought this case to your notice for the purpose of 
introducing a novel method of treating the wound. The sur- 
face wound in this woman was four inches deep and eight 
long. It closed by granulation entirely in six weeks. Be- 
tween the external cicatrix and the line of union between the 
muscles there is now no fat, but one scar is adherent to and 
■attached to the other. Rupture and ventral hemia are impos- 
sible. The track of the drainage tube, instead of forming a 
point of weakness in the cicatrix, is buried entirely beneath 
it. The wearing of an abdominal supporter is here unneces- 
■sary. I have employed this method of treating the incision 
in four other cases which required drainage tubes, one of them 
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being the ease of hysterectomy which I reported to the So- 
ciety January tth. With it mural abscesses are impossible. 
And I shall hereafter use it in all cases where there is any 
degree of fat in the parietes, whether I think I could get 
primary union or not, for I believe that the union which we 
get between fat surfaces is at best loose and easily broken. 
It is between the peritoneal and muscular and fascial surfaces 
that we get our strongest union. To include peritoneum, 
muscle, fascia, fat, and skin in one suture is a mistake, inas- 
much as an accurate coaptation of the several layers is im- 
possible. You would think that leaving the wound to heal 
by granulation would necessitate keeping the patient confined 
to bed much longer than had you closed the wound entirely. 
But such is the case only when the patient is very fat. I 
would recommend this procedure always in drainage-tube 
-cases and in eases having very thick abdominal parietes. In 
the one it gives a closing-in of the drainage-tube track ; in 
the other, mural abscesses are impossible ; and in all cases the 
abdominal scar is stronger. 

I report this case two years after the operation ; and to-day 
there is no sign of ventral hernia, although she wears no form 
of pad or supporter. 


TREATMENT OF IVIEMBRANOUS DYSMENORRHEA BY BIPO- 
LAR GALVANIZATION.^ 


BY 

J. H. GUNNING, M.n., 
New York. 


CWith two woodcuts.) 


It was very gratifying to me, after I had gotten together the 
items for this paper, to read the following ; “ Just at pre- 
sent the most fashionable treatment for dysmenorrhea duo to 
anteflexion is divulsion of the internal os. The chief expo- 
nents of this measure are Prof. Goodell, of Philadelphia, and 

* Read before the New York Obstetrical Society, December 16th, 1890. 
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Dr. W. Gill Wylie, of ITeAV York. ITot a few, and especially 
Dr. Emmet, liave denounced this practice as harsh and unscienti- 
fic, having no reasonable justification from a pathological stand- 
point. When we see two surgeons of such confessied skill and 
experience as Dr. Goodell and Dr. Emmet differing so Mudely 
as these gentlemen do with regard to divulsion, we are led to 
inquire if there is not some middle ground which is more ten- 
able than that occupied by either of them.” While I may 
not take the middle ground, I hope to take a central one, and 
I know I have your sympathy Avhen I suggest the mode of 
treatment, in the face of what the paragraph goes on to state, 
namely, “ that there is no unity regarding uterine pathology. 
IS otwithstanding this, I wish to present in this paper not so 
much a discussion on pathology or the generally-laid-down 
plans of treatment in the condition called membranous dj^s- 
menorrhea, as to lay before yon a few facts from personal ex- 
pei'iment and experience in the treatment of this, the most 
trying and perplexing lesion that the physician is called upon 
to treat. 

I shall consider dysmenorrhea — and particularly the mem] 
branous form — as a symptom, depending on a central lesion, 
with marked peripheral changes, and shall formulate my plan, 
of treatment accordingly. We all know the difficulty of ac- 
curatel}’^ drawing the line between the normal and abnormal 
conditions at their commencement, and of finding the point 
where the physiological ceases and the pathological begins. 

The normal function of all organs is maintained by a 
healthy co-ordination of the three divisions of the nervous 
system — viz., the motor, the sensory, and the sympathetic. 
The integrity of such co-ordination may be disturbed by 
peripheral or central influences, or by lesions of the inter- 
communicating tissue. The Avonderful processes of waste and 
repair that are constantly going on in the body must be de- 
pendent for their proper control on a healthy nervous system 
and on a normal supply of blood. If the normal influence 
of the nervous system be perverted at any point, the due 
circulation of blood is interfered Avith. The functions of the 
reproductive organs may be said to be compound in this re- 
spect, that they are partly voluntary and partly involuntary — 
.some depend entirely on central influence, Avhile others are 
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exclusively reflex. Hence' we can readily see flow tfle func- 
tion of any organ may fle deranged fly peripfleral, central, or 
intermediate influences. I know, at tfle same time, tflat if 
we are inclined to look for uniformity in disease, we sflall fle 
sadly disappointed. Yet it does seein tflat nature must act 
according to fixed principles. 

First, let us consider tfle sympatfletic plexus of nerves, and, 
from a knowledge of its pflysiology, understand its dominant 
influence over tflose parts of tfle pelvic cavity and tfle organs 
tflerein tflat are under its control. 

“ Claude Bernard discovered tflat division of tfle sympa- 
tfletic nerves in tfle neck is followed fly enlargement of tfle 
fllood vessels on tfle corresponding side of tfle flead. Almost 
immediately after tfle section of tfle nerve an increased vas- 
cularity flecomes visiflle in tfle conjunctiva, the mucous mem-' 
flrane of tfle nostril, lip, tongue, cheek, and in aU parts of tfle 
skinafiected. Tlie first result noticed in these experiments 
was a local increase of temperature. Hardly a year had passed 
when a second observation was made almost simultaneously 
fly Brown-Sequard in Philadelphia, Bernard in Paris, WaUer 
in London — namely, tflat tfle condition of tfle circulation, on 
tflat side of tfle flead where tfle sympatfletic had been divided, 
may fle regulated at will fly experimental means. Suppose 
tflat increased vascularity has been produced by division of 
tfle sympatfletic in tfle, neck: if tfle stimulation of galvanism 
be now applied to the divided nerve above its point of section, 
all the previous results of tfle operation disappear, tfle fllood 
vessels contract, tfle volume of tfle circulation diminishes, tfle 
local temperature is reduced, and the parts resume their natu- 
ral color, or become even more pallid than before. Suspend 
galvanism, and tfle former conditions return with all tfle ac- 
companying phenomena of vascularity, temperature, and red- 
ness. Tfle circulation in a part may be in this way alternately 
increased or diminished for many^ succeeding repetitions of tfle 
experiment ” (Dalton). 

These phenomena are not confined to tfle upper portion of 
tfle sympatfletic, but may be produced at any^ point along its 
track. When this nerve is divided at a point just behind 
and a little below tfle stomach, an increased vascularity, in- 
creased temperature, and congestion (as marked tfle experi- 
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ment of Bernard in tlie upper part) is induced wliicli extends 
over tlie tissues to the bowel, being most marked over the 
ovaries, uterus, bladder, and rectum. When an electrode is 
placed over the divided nerve trunk above the section, and 
the other electrode against the leg, perineum, or in the vagina, 
and the galvanic current is turned on, the congestion and vas- 
cularity decrease and the temperature is reduced, so that the 
parts return to nearly a normal appearance. When the cur- 
rent is stopped the tissues return to their abnormal condition. 

We have, closely connected with this nervous influence, what 
Prof. J. C. Dalton called “ action of arrest ” — that is, “ an 
influence which passes through a nerve from its origin to a 
muscle, and by which the muscular contraction is suspended. 
All the sphincter muscles, though habitually in a state of in- 
voluntary contraction, are suddenly relaxed at certain periods 
by an influence coming from within. The blood vessels gene- 
rally receive both kinds of nervous impression, and by the 
varying preponderance of one or the other they are alternately 
made to contract or dilate, with all the accompanying changes 
of local circulation. In this way can be explained the mechan- 
ism of temporary jjhysiological congestion, like the growth 
of the uterus and mammary glands during pregnancy, as well 
as morbid disturbances of the circulation in disease.” 

I have obtained a few moi'e facts from experimental phy- 
siology on the peculiar manifestations of electrical stimulation 
of the uterus in the lower animals, folloM’ing somewhat the 
line of experiment suggested by M. Dembo and presented to 
the Preneh Academy of Sciences. I found that in the rabbit, 
when direct faradization of the uterus or one of its cornua 
was made, a contraction was excited at the point to which it 
was applied which extended for a distance of about three- 
quarters of an inch, but never reached the other cornu. If 
one electrode is applied to each cornu, contraction occurs only 
in the neighborhood of the electrodes, but not in the tissues 
between them. Yery diflerent, however, is the effect when 
the application is made to the vagina. 

If both electrodes are applied to the vesical wall of the va- 
gina, a contraction is produced in both parts of the uterus, 
vermicular in character, passing from below upward. If the 
application be made to the lateral portion of the vaginal wall. 
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a contraction is produced only, in the corresponding cornu. 
Local contractions on the. corresponding side can he produced 
hy placing the electrode on certain points in the broad liga- 
ment, but the contraction never extends to the whole uterus. 
It is impossible to produce contraction of the non-gravid 
uterus by faradization applied through the abdominal wall.- 

The excitability of the uterus of the rabbit was found to vary 
according to the age of the animal and according to whether 
it had borne young or not. Fai'adization of the vaginal walls 
by the bipolar application (that ,is, the two poles on one elec- 
trode, so insulated that the current passes from one pole to the 
other at the point of application) caused pallor of the mucous 
membrane and also of the whole uterus, due apparently to 
contraction of the substance of the' uterus. Frankenhauser 
found that stimulation of the aortic plexus caused a marked 
contraction of both cornua, and it is highly probable that an 
analogous nervous plexus is situated in the vesical wall of the 
vagina. 

From a careful study of the results of these experiments, 
it seems plain to me that the condition of membranous dys- 
menorrhea should be treated in some way suggested by the 
distribution and physiological influence of the sympathetic 
nerve ; noting, as a general feature, that in all the cases that 
have come under my observation there has been a nervous 
temperament, some hereditary nervous tendency — neuralgia, 
local or remote — and a chain of symptoms that impressed me 
as belonging to a nervous class. 

I do not intend to discuss or present any personal ideas 
of the pathology, but shall repeat what has been already 
stated by various pathologists in regard to the membrane -fhat 
is thrown off from the uterus in membranous dysmenorrhea. 
Thomas states : It was formerly believed that a layer of 
plastic lymph was, as a result of endometritis, thrown over 
the uterine wall, which, becoming organized, constituted the 
cast of the uterus. It is now regarded as an exfoliation of the 
entire mucous membrane of the uterus, caused by congestion 
and irritation to the uterus. Scanzoni has attributed the 
cause of the exfoliation to a considerable hyperemia of the 
walls of the uterus, which is followed by an excess in the de- 
velopment of the mucous membrane. 



310 


gunning: treatment of :membranods 


Simpson believes it to be an exaggeration of a. normal con- 
dition, or an exalted degree of physiological action. Klob 
regards it as a result of inflammation. By some it is looked 
upon as a deciduous formation, excited by conception. 

Among the most prominent causes given by authors are: 
Flexions, anti and retro ; versions, anti and retro ; too large 
an os ; too small, an os ; constricted os ; constricted canal ; 
consti’icted internal os ; congestion of mucous membrane ; 
hypertrophy of mucous membrane ; hypertrophy of uterus ; 
metrorrhagia ; all the changes in the ovary, as inflammation; 
prolapsus ; and, summing up, the principal factor in the whole 
disturbance is the ovary. 

In the treatment of this stubborn affection there have been 
recommended internal applications of nitric acid, carbolic 
acid, Churchill’s tincture of iodine, sticks of nitrate of silver, 
sticks of caustic potassa, the use of the curette, divulsion, hyp- 
notics, anodynes, etc. The use of these agents is based on 
the idea of removing the membrane, relieving congestion, 
and making the patient comfortable. The secondary influ- 
ence hoped for in the local treatment has been to produce a 
direct action on the connective tissue immediately beneath 
the mucous membrane. Then came a plan to modify this 
‘‘ harsh treatment,” as we gradually learned to call it. This 
modification was the application of the galvanic current of 
electricity to produce the same theoretical results that had 
■been hoped for by the use of caustics, but this failed through 
ignorance of the action of the agent and the employment of 
too strong currents. 

My treatment of membranous dysmenorrhea, according to 
the plan to be given in this papei’, comprises : 1. Position. 
2. Bipolar galvanization. 3. Divulsion (if fiexion or version). 
4. Central galvanization. 5. Continuiug exercises for some 
months after treatment is discontinued. 

A very important factor to he observed at the very outset is 
the arrangement of the patient as to position before, during, 
and after treatment. This position must be determined by 
the position of the uterus. If anteverted or anteflexed, the 
patient must rest tfat on her back upon- a bed, lounge, or 
bench, place her clasped hands over her head, put her heels 
close up to the buttocks, and then proceed to raise her body. 
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arching herself and keeping this bowed position until three 
good, full inspirations are taken, after wliicli slie lowers her- 
self to the horizontal position. While resting, slie takes three 
more inspirations as before, after which the arched position 
is again assumed, and this is repeated from three to five times. 
At the commencement of the treatment three times — that is, 
nine inspirations — should he used twice a day, morning and 
night, the times when the garments are loose. After a day 
or two have the exercise taken three times daily. When the 
exercise is completed, have the patient rest for five minutes. 
If there is retroversion or flexion, have the knee-chest posi- 
tion taken, and pursue the same course as in anteversion or 
flexion. After these exercises have been employed, begin the 
electrical treatment by introducing into the uterus a bipolar 
electrode, the one of my devising (see Fig. 1) being the best. 



because it can be bent very easily to meet any curve that may 
be presented, and when in sitxh the poles may be separated to 
suit the length of the uterine canal. Then turn on the gal- 
'Danic ‘ current until five milliamperes are registered ; or, if 
this treatment be used by the general practitioner, who may 
not be equipped for the measurement of current, he will find 
that two Leclanche cells with ray electrode will give the cur- 
rent desired. The effect produced by this amount is to con- 
tract tlie endometrium, disintegrate the uterine cells, stop 
the mouths of the capillary vessels, paralyze the peripheral 
nerves coming to the endometrium, and, by that peculiar- in- 
fluence of electricity called induction (if I may be allowed so 
to use it), penetrate still deeper and produce a marked in- 
fluence along the nerves. In this application be careful to 
use the negative pole in the cavity of the uterus, and have 
the other metal point, the pole, about midway between 

’ Not the faradic, that has always been associated with the bipolar appli- 
■cation ; I believe I am the first one to suggest and use the galvanic current 
by the bipolar plan. 
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the internal and external os, or just resting within the exter- 
nal os. ' Verj little distress will he caused after it has been, 
used a few times, and when the patient has become accus- 
tomed to the electricity the current can be increased to ten 
milliamperes. This bipolar application should last five 
minutes, and there should be three days’ rest between treat- 
ments. In connection with this plan of application, the gen- 
eral condition and symptoms will be greatly improved by 
central galvanization — that is, an application of the galvanic 
current made by putting the positive electrode at the pit of 
the stomach and the negative at the end of the spine over the 
sacrum, and using about the same strength of current, ten 
milliamperes. Be careful to have a good-sized electrode, say 
about four inches square. This application may be made be- 
tween the bipolar treatments, for five minutes at a time. 

After the electrical treatment, divulsion is in order, be- 
cause now the tissues, are softer, exudations are absorbed, and 
the uterus can readily be stretched and is less liable to return 
to its abnormal condition. Lastty, the position exercises must 
be continued, as they facilitate the return circulation by over- 
coming certain constrictions that maj^ be caused simply by 
position, and besides help the blood by gravitation to get back 
into the general circulation. 

In summing up I will say I have found that a current of 
electricity of from five to ten milliamperes of strength will, 
when passed through tissues like the endometrium or the 
membrane of dysmenorrhea, produce the following effects 
It softens and disintegrates these tissues, and by its electro- 
lytic effects produces small emboli or clots in the capillaries 
and small vessels, plugging them up and causing an effect 
like that of ligating. It also produces a general stimulant and 
tonic effect 'on the blood vessels, nerves, and the tissues of 
the body in general, improving the appetite and assimilation 
of food, and at the same time increasing the peristaltic action 
of the bowels and curing the constipation so often met with 
in these eases. 

In the experiments made on the uteri that had been sub- 
mitted to the strength of current applied for the time men- 
tioned, one could with his nail easily remove a layer of the 
mucous membrane, and at the same time could not fail to 
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observe tbe marked pallor of the tissue, which in places ex- 
tended clear through the body of the uterus. 

Pig. 2 illustrates the fact that absolute restricted, locali- 
zation is impossible, and shows that the current diffuses itself 
throughout the entire body. The instrument introduced 
into the body of the uterus represents the bipolar elec- 
trode. The metallic point resting at the fundus represents 
the negative pole ; and the other in the cervix, the positive. 
The current flows in continued rings, like the ripples upon 
the surface of a lake into which a stone has been thrown — 
from within outward until it reaches the skin. This is prac- 



tically demonstrated by the physiological symptoms and ob- 
servations of the patient, such as giddiness, flashes of light, 
and the peculiar metallic taste that patients speak of, which is 
due to the diffusion of the current upward. 

Mr. Edison has devised an instrument so delicately adjusted 
that it is influenced by induced action generated by a current 
of electricity conducted through a wire placed at a distance 
of forty feet. The shorter the distance between the poles the 
greater will be the proportion of the current flowing through 
the tissues immediately between them ; the longer the distance 
the more it will diffuse itself through the more distant tissues. 
Eor as the poles recede from each other, it is obvious that the 
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difEerences between tlie length of, and the resistance offered 
by, the direct path from pole to pole, and the extent and re- 
sistance of the remote path, diminish proportionally. Though 
the amount of interaal tissues included between the electrodes 
does not materially interfere with the strength of the current, 
it does govern the distribution of the current or its density 
in the portion of the body passed through. Hence the practical 
rule that the nearer the electrodes the denser the current 
and the more powerful the effect on the tissues immediately 
between them. 

- 36 East 65th Street. 


AN OPERATION FOR SHORTENING THE UTERO-SACRAL 
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Since first mention of the new operations for retention for- 
ward of the retrodisplaced uterus, I have kept close watch of 
reports of the different operators. I have myself made 
Alexander’s operation three times only. In my ffi-st case I 
had much trouble in finding the ligaments, and when I did 
one of them was so slender that it broke with only slight 
tension ; the other was larger, and I had little trouble in 
securing it properly. The patient did well, and the uterus 
remained forward for about two months, when I found it in 
nearly its old malposition. In the next case I had only slight 
trouble in finding the ligaments, and after the operation the 
patient’s uterus stayed pretty well forwai-d ] this case was a 
simple retroversion of not very long standing. My third 
case was an entire failure, as the ligaments were so very slen- 
der that all idea of operating had to be abandoned. The 
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other operation, of ventral fixation, I know of only through 
reports from other operators. However, I feel quite sure I 
shall never try to pass a needle through either the fundus of 
the uterus, or the round ligament at its junction with the 
uterus, for the purpose of fastening to the peritoneum of 
the abdomen, without first opening it ; I should feel there 
was great danger of wounding some of the intestines. As 
for advising laparatoray for the relief of almost any case of 
uterine displacement which one is likely to meet, I should 
■dislike to take any such responsibility, for most such cases, 
with proper care and treatment, can live pretty comfortable 
lives, and that, too, without much danger of having them 
shortened by the existing displacement. Leopold, after ope- 
rating, vei’y tersely states the situation when he says : “ It is 
a self-evident axiom that the non-operative treatment of re- 
troflexions must now, as formerly, be regarded as an ex- 
tremely valuable course, and should be given a most thor- 
ough trial before broaching the subject of operation.” 

The foregoing has been written to simply call the attention 
of the reader to what the writer considers a much better and 
safer method of operation, when operation must be made, to 
overcome retrodisplacements of the uterus. In 1883 I de- 
scribed for the first time the operation of “ post-cervical adhe- 
sion.” The article was published in the Cincinnati Obstetric 
Gazette for February, 1883, under the head of “ An Ope- 
ration for Closing Douglas’ Cul-de-sac.” I had done the 
operation more than three years before the publication of the 
above-named article, and described it in a short paper read 
before the Grand Rapids Medical Society ; but the operation 
was first published in the article of 1883. Since that time I 
have done the operation many times, and it has been made 
by gynecologists in different parts of the country with vary- 
ing success. Of my cases I think about one-half have been 
successful. Dr. James B. Hunter, of Hew York, reported 
to one of the city societies “ The Operation of Post-cervical 
Adhesion,” believing at the time it was original with him ; 
but during the discussion which followed the reading of the 
paper Dr. Munde informed him of the prior description in 
the Cincinnati Gazette of 1883. Soon after Dr. Hunter 
wrote me a letter of apology, disclaiming any intent in the 



316 


herkick: ak operation eor shortening 


matter, as he had not seen the article in question. This will 
not surprise any one who ever knew Dr. Hunter, for, fair- 
minded gentleman horn as he was, he could do nothing else 
— it was his nature to he just. Dr. Hunter, in his letter 
(which was written but a short time before his death), said 
he had only fair results from the operation, some holding the 
uterus forward, others soon pulling back again. 

Some few months past I came to the conclusion that the 
reason some of my operations for stitching the cervix to 



Douglas’ cul-de-sac were successful and others not, was that in 
the successful cases I had introduced deep sutures which I 
believe included a portion of the recto-vaginal or posterior 
ligament ; for I noticed it was those cases each time that 
held the uterine neck back. This led me to attempt the 
modification of post-cervical adhesion as an operation, by 
shortening the posterior ligaments without opening the ab- 
domen. The method of procedure is as follows : The patient 
being placed in Sims’ position, and the perineum drawn back 
with a Sims’ speculum, the posterior portion of the uterine 
neck is denuded with a pair of Emmet’s curved- cervix scis- 
sors ; then the cul-de-sac of Douglas is in turn denuded to 
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correspond witli tliat of tbe uterine neck. The size of surface 
to be attached depends upon the ease : if the vagina is very 
voluminous at its upper portion, the whole of the posterior 
uterine neck and Douglas’ cul-de-sac may he denuded ; or the 
upper part of the cul-de-sac may be left and the denudation 
made a little lower down, so as to take up some of the slack 
in the posterior vaginal wall (see description of this operation 
in Obstetric Gazette for February, 1883). The first suture 
should be introduced through the membrane of the cervix, 
with a curved needle of as great lengtli as can be used 
through the speculum ; then it should be carried high up 
through the wall of the cul-de-sac and as close to the uterus 
as possible, when the operator will distinetl}" feel the needle 
pierce the utero-sacral ligament; then lie should carry the 
needle well back and as close to the rectum as possible, 
when he will again feel the needle as it is inserted into the' 
ligament; after which it should be carried back and out 
through the cul-de-sac close to the edge of the denudation, 
when the silver wire can be drawn just moderately tight and 
twisted. The operator will at once have the gratification of 
seeing the uterine neck drawn well upward and backward 
into its proper place. After the first deep suture is taken, 
then the other superficial sutures may be introduced to unite 
the cervix and cul-de-sac. Before the deep suture is taken 
tbe operator should pass the finger into the rectum, and, as 
the uterus is thrown forward with the sound, he can dis- 
tinctly feel the utero-sacral ligament as it pulls upon the wall 
of the rectum to which it is attached. While introducing 
the deep suture he should keep the finger in the rectum as a 
guide to avoid puncturing it. As will be readily seen, when 
the deep suture has been passed the utero-sacral ligament is 
folded upon itself, and union takes place between these folds 
and also to the wall of the cul-de-sac, which shortens the liga- 
ment more than one-half and makes a firm point of support 
to the cervix, as will be seen after union by the deep dimple 
at point of union of ligament and vaginal wall. In two eases 
I passed two deep sutures, one on each side — that is, after 
passing the one on the right side, the patient was turned 
over and another passed in the same way through the left 
side. But the uterus seems to stay just as well after, shorten- 



318 HERRICK : SHORTENmC THE HTERO-SACRAL LIGAJIENTS. 

ing only one ligament; wlietber in time it will prove better 
to have shortened both I cannot now say. 

Another way to shorten the posterior ligament, and which 
I have practised in one case, is to denude as before, then with 
a pair of straight scissors cut directly tlirough the cul-de-sac 
as close to the uterus as may be, then through the opening pass 
a small blunt hook and catch up the ligaments, after which 
they can be stitched into the wound in the cul-de-sac. This- 
latter method is, of course, the surest to hold, and the opera- 
tor can shorten the ligaments to his fancy ; besides, he can 
secure both ligaments at once, and fasten them both with the. 
same suture. But he takes more chances and opens into the 
cavity of the abdomen. Of course when the uterine neck is 
stitched to the cnl-de-sac it covers well the little opening, but 
nevertheless it is doubtless more dangerous. In the single 
case upon which I operated this way there was no trouble, 
the uterus being held hrmly in its normal position. 

This operation of shortening the utero-sacral ligaments is,, 
in my judgment, the most rational procedure yet devised for 
holding the fundus of the uterus forward. I am aware that 
this is not the first attempt at shortening the utero-sacral liga- 
'ments, but it is, I believe, the first without opening the ab- 
domen. Both Fromel and the late Prof. Byford suggested, 
shortening these ligaments, and both, I believe, operated sev- 
eral times with some success, but both operators first opened 
the abdomen ; and their methods differed from the one just 
described, in that the folds of the ligament were drawn out- 
ward and attached to the lateral walls of the pelvis. I have 
no doubt the method would prove successful in holding the 
cervix uteri backward and the body forward. But surely the 
operation is by no means so simple nor as devoid of danger 
as the method proposed in this article. 

In describing the operation I neglected to state that, be- 
sides placing the patient in Sims’ position, the hips should be 
elevated sufficiently to balloon the vagina, thus causing the 
contents of the abdomen to gravitate forward so as to be well 
out of the pelvis. For introducing the needle which carries 
the deep suture I use Sims’ long needle holder, which, after 
passing the needle through the cervix, enables the operator to 
easily carry the suture through the ligament and back into 
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, the vagina by simply rotating the hand which grasps the 
holder. Some may think a single snture passed throngh the 
ligament forward and back would be quite unlikely to cause 
union to take place between the folds of the li^ment and the 
vaginal cul-de-sac. I thought so when my first operation was 
made, but so far the parts have united in every instance. 
And there is good reason for it, as there is a certain amount 
of adhesive inflammation which takes place at each point 
where the suture passes. Besides, the inflammation set up b}^ 
the denudation of cul-de-sac and cervix materially aids the 
union of the ligament at that point, and every one knows 
how a little inflammation often causes adhesion in aretroverted 
uterus. 

I by no means wish to be understood as condemning lapa- 
ratomy in all eases of displacement, for I can very well see 
the unavoidable necessity of such a procedure when the dis- 
placement exists in connection with marked disease of the 
appendages through which there are firm adhesions. In such 
cases the diseased .condition would call for opening of the 
abdomen, even though there was no malposition of the uterus. 
But when there is prolapse and retroversion in connection 
with such a diseased condition of the tubes and ovaries, I 
believe an effort should be made to overcome such displace- 
ments at the time of operation, either by ventro-fixation or 
some other method. However, I believe more satisfaction 
could be obtained under such circumstances by shortening 
the utero-sacral ligaments, as it puts the uterus more nearly 
in its normal position ; and I think I should shorten them 
in the way described, even though it liad been necessary to 
make a laparatomy for other causes. 


CORRBSPOISIDBNOB. 


PROF. LEOPOLD'S CLINIC. 

Frauen Klinik, Dresden, January 11th, 1891. 
Dear Dr. Munde : — I have now been in Dresden since 
Christmas. Before coming here I spent some weeks in Berlin. 
. . . I am again a hospital interne, of whom there are ten here 
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besides tbe regular four salaried assistants. I was impressed 
at once at Berlin and here by the painfully strict aseptic pre- 
cautions that are taken, not only in the operating rooms, but 
in the wards and everything about the hospitals. The results 
obtained, as far as wound infection goes, are correspondingly 
perfect. For instance, the first operation that I saw was an 
amputation of the breast and clearing out of the axilla for 
carcinoma. After the operation the wound was sewed up 
without any drainage. This was done as a matter of course 
and without any comment from the operator, Prof, von Berg- 
mann. It is this^/aiiA in asepsis, and their precautions to 
obtain it, that please me. I am afraid Lawson Tait is respon- 
sible for that wavering faith in asepsis among English and 
American surgeons and gynecologists. It will be some time 
before we will be able to free ourselves from the influence of 
Tait’s sneer at the importance of strict asepsis. 

The opportunities for the study of obstetrics and gynecology 
are excellent at this Klinik. One can leam as much as his 
former knowledge of these bi'anches has made him capable of 
appreciating. We have days in the Gehixrsaal (lying-in room) 
in turn. On the day that one is on duty he examines the 
women, takes their histories, and superintends the labors. 
If any obstetrical anomaly or any operation occurs, all the 
internes are called. We also all attend the gynecological 
operations. Tiiese operations are made very interesting by 
the professor, because the full history and course of the case 
are gone into before the operation, and when through he ex- 
plains fully the steps of the operation, and closes by giving a 
very interesting lecture on the etiology, differential diagnosis, 
and lines of treatment of such cases ; this he does at every 
operation. He also holds almost every morning a sort of 
clinical lecture on a few of the interesting or important cases 
that happen to be in the Avard. If practicable we also examine 
the ease. He is very interesting, earnest, and thorough in 
these lectures. Once a week he gives us a theoretical lecture 
on some subject — last week on the contracted pelvis. The 
histories of all cases, obstetrical and gynecological, are kept 
with the greatest minuteness. Hotes are’made hpre in the his- 
tories every day ; everything of any importance is noted down 
immediately. The records of the labor eases are especially 
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'elaborate and complete. We meet every morning before tbe 
operations, in a certain room, at 7:45. There the records of 
■the labors of the day before are handed to him; these he 
reads aloud and makes full comments on them.' In each his- 
tory any point that was at ail anomalous affords him a text 
for a very interesting discussion. These morning meetings 
•are very valuable to ns. We carry away each time a lot of 
very valuable ideas and pointers. Every Saturday afternoon 
we have Referat, at which, after one of the internes has read 
•an abstract of an important obstetrical article from that 
week’s journals. Prof. Leopold holds a long discourse on that 
subject. 

They have about fifty births and about twenty-five opera- 
tions; of which three or four are laparatomies, each week. 
Still our time is hardly filled out. We have abundant time 
to read, and it becomes often very langweilig (tedious). 
There are large surgical and medical clinics on the adjoin- 
ing grounds, but we are not allowed to visit them for fear 
■of carrying sepsis. 

Prof. Leopold lays the gi’eatest stress on becoming expert 
in external examination of pregnant women. Yaginal ex- 
aminations are made as seldom as possible. He says all infor- 
mation can be obtained from external examinations and mea- 
surements. A woman in labor is examined vaginally only 
■once, to see if there is any prolapsing part or other anomaly ; 
a second examination is made only when some circumstance 
seems to call for it. A vaginal examination is a formidable 
and complicated process as practised here — this refers, of 
course, only to obstetrical cases. The external genitals are 
thoroughly scrubbed by a nurse. Those who are to examine 
the woman must have taken a bath that morning. All who 
are in the Gehdi'saal have on clean, long, white gowns. 
Then the assistant and the other physicians who are going to 
•examine arransfe themselves in a row in front of the wash 

o 

basins, their arms bare to above the elbow. When all are 
there, the assistant calls out, ‘‘ Anfangen, meine Herren” 
(Begin, gentlemen), and reads off the exact time from a clock ■ 
which hangs in front of his wash basin (finger nails, of 
course, must be very short). TherWollows energetic scrubbing 
of the hands and arms with brush and soap and water for 
21 
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five minutes. When the five minutes are up, the assistant 
calls out, “ Suhlimat ! ” and. a nurse brings each man a basin 
containing warm 1 ; 2,000 sublimate. Again scrubbing with 
brush, soap, and this sublimate solution for three rainntes. 
When these are up, the assistant again calls out, “ Sublimat ! ” 
and a fresh basin of 1 : 1,000 sublimate is placed before each 
one. A scrubbing with brush and this solution finishes this 
ten, mimites^ disinfection. Then tine hands are kept immersed 
in the sublimate until one’s turn comes to examine. The ex- 
amination must be brief ; one finger only is permitted to be 
used, and the examining finger must not be inserted between 
the membranes and the cervix. No more than five examine one 
patient at a time, and, as I said before, only one examination 
is allowed. If another woman is to be examined next, the 
whole disinfection is gone through again. The vagina is not 
irrigated before or after labor, unless the case is pathological. 
After labor the woman is examined only when discharged., 
All cervix, vaginal, and perineal tears of sufiicient size to re- 
quire it are immediately sewed up with silk. The professor 
says that all puerperal fevers are due to infection carried in 
by the examining fingers — auto-infection, he says, is scarcely 
possible, “ The ideal childbeds are those in which no vaginal 
examinations have been made,” he repeats almost daily. 

About twenty per cent of our cases have contracted pelves. 
He has done two craniotomies since I came here ; and there 
are now two women in the house on whom he will do Cesarean 
section within a few days. He does not iise the combined 
external and internal method to perform version. The men 
here tell me that he is the extremest in Germany in the matter 
of asepsis in labor cases, and I understand that his statistics 
in regard to puerperal fever are the best. 

Prof. Leopold has three or four laparatoraies a week. He 
has a special operating room and set of instruments for lapa- 
ratomies. He makes a long incision, exposing fully the pelvic 
viscera. He operates with but otic assistant, thus minimizing 
the number of infection carriers — the fingers (other German 
. laparatomists also operate with but one assistant). The disin- 
fection of the hands and arms is done in the way described 
above in labor cases. He al ways uses chloroform . He has the 
pelvis of the patient highly elevated during the operation 
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that keeps the intestines out of the way nicely, and exposes 
the pelvic organs to view beautifully. If a pedicle is broad, 
he ties it off in two or more parts, using thick silk, and then 
behind each of the first ligatures he applies a second with 
finer silk, so that if the first should slip the second will still 
hold. He uses the ordinary surgical knot. He sews up the 
abdominal walls with silk. I have not seen him use silkworm 
gut at any operation. He does all his laparatomies early in 
the morning. 

He does a large number of vaginal hysterectomies. He 
does not use clamps, and changes the gauze the third morning. 
He does these for carcinoma and multiple myomata. The last 
one he did was for septic metritis. It was a case of incom- 
plete abortion that came in with a fetid vaginal discharge. He 
curetted and irrigated the uterus when she came in. She con- 
tinued to have a septic temperature, however, so he deter- 
mined to remove the uterus three days later, on the supposi- 
tion and hope that the septic process was yet confined to the 
uterus, she not having any peritonitis or much parametritis. 
He did so in the usual way ; the woman, however, continued 
to develop symptoms of septicemia, and is either dead or dying 
now. 

I am getting entirely new ideas on the subject of pelvic in- 
flammations. The subject is much more complex and more 
satisfactory than my knowledge until now has made me think 
it is — more satisfactory, because the various causations and 
the pathological anatomy are now becoming known to me. 
This group of troubles is not so simple in prognosis and treat- 
ment as I thought it was. I shall make a careful study of 
these, and siiall watch carefully the treatment as followed 
here. 

He does not use the Sims position, but does all vaginal and 
cervical operations in the dorsal position of the patient. He 
does not do Tait’s operation for perineum ; uses silk for all 
perineum and colporrhaphy sutures. Curetting of the uterus 
is a rather formidable operation here. He always does these 
himself ; always does them under anesthesia. He disinfects 
himself and the vagina as carefully as for a more formidable 
operation. He then gradtiolZy dilates the cervix with Simon’s 
dilators. Then when the cervix is widely dilated he disin- 
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fects it with five-per-cent earholie sponges. He curettes very 
gently, so as not to remove the deeper layers of the mucus 
membrane. He says rough curetting removes the whole thick- 
ness of the mucous membrane, and that lays the foundation for 
future menstrual troubles. He does not touch the curetted 
surfaces with iodine, claiming that that cautei’izes away what 
he purposel}’^ has left of the mucous membrane. He touches 
the surface with sesquichloride of iron, then tampons the 
vagina with iodoform gauze. He is very careful about asepsis 
in all of his operations in the uterine cavity. After removing 
polyps or fibroids from the uterus (vaginally), he drains its 
cavity with iodoform gauze. 

All gynecologists in G-erraany have opei’ating tables on 
which the buttocks can be raised or lowered easily during the 
operation, especially during all vaginal operations. I see now 
the great convenience of such an arrangement for the ope- 
rator. . . . 

February 9th, 1891. — I leave the Dresden Frauenklinik to- 
dajc I have been here now about two months, and have 
learned much. We had about three hundred births during 
this time, among which occurred an unusually large number 
of pathological cases : eight eases of prolapse of the cord, 
one rupture of the uterus, three cases of twins, many con- 
tracted pelves, four perforations and extractions, apd any 
number of versions and forceps cases. 

Prof. Leopold operated on two cases of extra-uterine preg- 
nancy. One was tubal and the other a so-called abdominal 
pregnancy that had gone on to full term. He oj>erated on 
the latter aboTit four weeks after term, and the death of the 
child. He got the tumor out whole, inembranes and all, with- 
out rupturing it, making a pedicle below, like an ovariotomy. 
The transverse colon was rather firmly adherent, but the other 
adhesions were slight and easily torn off with the finger. He 
froze the specimen and then sawed it through, getting a 
wonderfully beautiful specimen. 

I do not feel that I need to stay here any longer on ac- 
count of obstetrics. Prof. Leopold does an immense number 
of gynecological operations. All I see of these cases, however, 
is the operation. We do not get a chance, except in rare 
cases, to examine them before, nor do we see them again 
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after tlie operations. I would have to remain here two more 
months before my turn comes to be interne in the gyneco- 
logical wards. Merely to see the operations is not worth my 
staying here. I have seen and shall see plenty of operations. 
To examine tlie cases and make the diagnosis is what I mainly 
want, and practice in this we do not get. 

I am exceedingly thankful, however, for the knowledge of 
obstetrics that I have obtained. I cannot imagine a better 
place to learn this branch ; the material is superabundant, 
the cases crowd in so rapidly sometimes that we have no time 
to examine them, and the thorough and scientific manner in 
which the professor explains and teaches how to manage 
every obstetric anomaly is worth very much. He is always 
at hand to help and explain every difficulty. 

I liked Prof. Leopold’s operations for prolapse very much. 
He amputates the cervix and does an anterior and posterior eol- 
porrhaphy. In the anterior colporrhaphy he cuts away a very 
wide piece of the mucous membrane from the whole length 
of the anterior vaginal wall, including the anterior surface of 
the cervix. He am23utate6 the cervix after the area of mu- 
cous membrane is dissected away, and then sutures. He 
begins the paring just back of the meatus. By treating the 
cervical portion that way, he sews, as it were, the uterus on to 
the anterior vaginal wall. He is very fond of vaginal total 
extirpations, and does a great many of them. He does all of 
his laparatomies with the pelvis of the patient very much 
elevated ; he thus gets a plain view of the pelvic organs, 
having made the incision long enough. As far as I can see, 
his results are no better, and in some cases not as good as 
yours were. His laparatoray cases often suffer a long time 
from shock, which is probably due to the large exposure of 
the intestines incident to the long incision. 

With kindest regards, 

Samuel L. Weber, 

Late House Surgeon, Mount Sinai Hospital, 
Hew York City. 
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SECONDARY LAPARATOMY FOR INTESTINAL OCCLUSION. 


TO THE EDITOR OF THE i:i£ERICA^• JOURNAL OF OBSTETRICS. 


Dear Sir : — After reading in tiie December number of 
jour Journal the histor}’^ of Dr, Krug’s ease of Secondary 
Laparatomy for Intestinal Occlusion,” I thought the follow- 
ing history might interest some of your readers ; 

Mrs. H. P., 51 years, married at 20, widowed at 36 ; IXpara ; 
twins at last confinement, seventeen years ago. Family 
history negative. Had hysteria at 15 and again after hus- 
band’s death. During first attack was bled fourteen times in 
fifteen days. Measles at 18. Has had several very severe 
attacks of bronchitis. Was never very strong. Menstruation 
began at 12 years, and was always regular though profuse 
until May, 1890 (her 49th year), when she missed one period. 
Slight discharge in July, and then nothing until September 
30th, when after a vaginal examination she had a profuse 
discharge which lasted until October 15th. 

In January, 1890, she noticed some swelling of her abdo- 
men. In May this swelling was accompanied by jiain, and 
she discovered that she had an abdominal tumor. This 
tumor gradually increased in size until July 9th, when, after 
sufiering all day with severe pain in the hypogastric region, 
and while getting into bed, the tumor, then as large as a 
gravid uterus at seven months, suddenly disappeared. July 
19th tumor again perceptible. September 4th, while in bed 
with her daughter, the latter fell across her. The tumor, 
which had attained about its former size, disappeared imme- 
diately, causing intense pain which lasted twenty-two hours, 
after which she was confined to bed for eight days. Septem- 
ber 19th tumor again perceptible. 

State on admission to hospital, Kovember 6th, 1890 : Pa- 
tient is, a thin, weak-looking, nervous woman, having abdo- 
men distended as at the eighth month of pregnancy, by a 
median tumor, smooth, globular, and fluctuating, very slightly 
movable from side to side and upward. Hterus normal in 
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size, postei-iol’ to tlie tumor, and only very slightly mov- 
able. 

ISTovember 8th, laparatomy. Removed a large cyst of 
right ovary. It was adherent to the brim of the pelvis on 
the left, and also to the sigmoid flexure. The two raw sur. 
faces left after separating these adhesions were not more than 
a half inch each in diameter. The left ovary, being cystic, 
was removed also. ISTo drainage. November 9th, gave mag- 
nesia sulphate. November 10th and 11th, had a stool each 
day. November 12th, temperature normal, November 13th, 
gave magnesia sulphate, which produced a very copious 
evacuation, accompanied by severe pains in lower abdomen. 
Temperature normal, pulse 88. November llth, tempera- 
ture 98.6°, pulse 120 ; a stool. November 15th, temperature 
98.6°, pulse 120. November 16th, temperature 98.6°, pulse 
120. Vomited everything during the afternoon and evening. 
Slight tympanites ; no pain. 

On the morning of the 17th the vomited matter became 
stercoraceous. Temperatiire 99°, pulse 130. I reopened the 
abdomen and found upper part of small intestine congested, 
distended, and adherent in three places, viz. : to the two de- 
nuded surfaces left after removing the cyst, and also to the 
pedicle. Below this point the bowel was contracted. The 
adhesions were such as to produce an acute angle in the gut. 
"While trying to separate them the serous and muscular coats 
of the bowel were torn. The rent was closed by three Lem- 
bert sutures of catgut, the abdomen flushed with hot water 
and closed. November 18th, no vomiting, temperature 99.2°, 
pulse 126. One stool after a dose of magnesia sulphate. 
November 19th, temperature 99°, pulse 120. On the 21st a 
severe attack of bronchitis set in, from which she suffered 
during three weeks, eventually recovering completely. 

Michael J. Ahern, M.D. 


Quebec, January 27th, 1891. 
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TRANSACTIONS OF THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated Meeting, December \^th, 1890. 

Bache McE. Emmet, M.D., and later the Po'csident, 
Joseph E. Jantein, M.D., in the Chair. 

SECOND ART' EAPARATOJrT FOR INTESTINAL OBSTRUCTION. 

Dr. H. J. Boldt presented a tube and ovary removed for 
chronic inflammation. The patient had been a sufferer for 
years, and had received every form of treatment without 
avail. Finall}’^ the offending organs were removed. The 
tube contained inspissated pus. The adhesions, as in most 
similar cases, were dense and diffuse. A few days after the 
operation there developed symptoms of intestinal obstruction. 
Unfortunately, he said, he did not open the abdomen on the 
first appearance of these symptoms, but waited, as surgeons 
bad frequently done, until it was too late to save the patient. 
When the abdomen was opened the intestinal obstruction was 
readily relieved, but the patient sank and died within a few 
days. 

DOUBLE HTDRO-SALPINX AND OOPHORITIS. - 

A second specimen presented by Dr. Boldt consisted of 
the tubes and ovaries removed in a case of double hydro- 
salpinx and oophoritis in a patient who had received various 
forms of treatment, including electricity, without benefit. 
She had recovered from the operation. 

SARCOMA OF THE KIDNEY. 

Dr. Boldt also presented a kidney which had undergone 
sarcomatous degeneration and formed a large tumor. The 
patient from whom it was removed was 26 years of age. The 
tumor had been of exceedingly rapid growth, as shown by the 
fact that, three months before the operation, he had had occasion 
to examine the abdomen carefully for anotiier reason, and at 
that time no tumor could be felt. When the patient came 
under observation again the entire left half of the abdomen 
was filled, down to the^ brim of the pelvis. The points of in- 
• terest in the case related to the rapid growth of the tumor 
and the question whether it was best to make the lumbar or 
the abdominal incision. He had performed the lumbar ope- 
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ration, and the result had shown that it was the preferable 
method in this instance; for the sarcomatous mass broke, 
down easily, and at one point where it was torn cheesy ma- 
terial escaped and obscured the field of operation. Had the 
abdominal incision been made, and this material escaped 
into the peritoneal cavity, the patient would have run great 
risk of life. As it was, a good recovery ensued. The tumor 
was so large that it had been necessary to resect a portion of 
the two lower ribs. The peritoneum was also opened, but was 
closed immediately. 

OVAEIAN CYST WITH A LONG, HALE-TWISTED PEDICLE. 

Dr. Boldt showed still another specimen, consisting of an 
ovarian cyst with a long pedicle. A smaller cyst was attached 
to the larger. The pedicle was so long that the tumor could 
be moved about anywhere in the abdominal cavity, and had 
been the cause of some confusion on the part of the operator. 
When the patient first came to his clinic the tumor was 
diagnosticated at once ; but when she was examined again in 
the hospital he was unable to find the mass. He sought for 
it probably an hour, and, not finding it, began to doubt’ his 
former diagnosis. Dr. Lee then examined the patient and felt 
the tumor at once, for it had again descended and could be 
readily made out. A satisfactory recovery followed its re- 
moval. 

In conclusion, Dr. Boldt invited remarks on the choice of 
methods in nephrectomy and on the indications for opening 
the abdomen for intestinal obstruction following operations. 

Dr. Bache MoE. Emmet remarked that the choice of methods 
in removal of tumors of the kidney had been, as Dr. Boldt had 
suggested, thoroughly discussed. When the tumor was small, 
and probably could be easily removed through a small open- 
ing, the preference had been given for the lumbar incision. 
Dr. Boldt had succeeded- in removing a large tumor through 
an incision in this region, but he had resected two ribs in 
order to obtain more room. The anterior incision gave 
greater facility for working, especially when the tumor was 
large. He thought Dr. Boldt’s case was of great interest, in 
that two examinations had been made only three months 
apart, and at the first no tumor was evident, while at the sec- 
ond there was one filling that side of the abdominal cavity. 
He asked Dr. Boldt whj'he chose the lumbar method in this 
case. 

Dr. Boldt said that, in view of the fact that this kidney 
broke down so readily, he considered himself fortunate in 
having made the lumbar incision and thus avoided con- 
taminating the peritoneum. As a rule, however, in large 
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diately from the shock of the operation, they did die shortly 
afterward. He thought, therefore, that if, in making the 
diagnosis, reliance liad to be placed on the fact that the pa- 
tient was sinking, it would be better not to operate at all, 
but give . the patient the chance of there not being obstruc- 
tion. Of course, if the diagnosis of obstruction were beyond 
doubt, an operation should be performed ; but a positive diag- 
nosis could not be based on mere persistence of vomiting and 
inability to inject water beyond a certain point in the gut. 

Dr. Ci.ement Cleveland had seen a number of cases of 
secondary laparatomy, all having terminated fatally. He had 
also seen a number of cases in which the symptoms were 
those of intestinal obstruction, yet, after judicious waiting, 
the trouble had cleared up. ]3ut they did not always turn 
out favorably when let alone. A case in point was that of a 
patient on whom he had operated on Friday last for left pyo- 
salpinx. He had great difficulty in tearing off the adhesions, 
and in two places where they gave him most trouble the intes- 
tine was left bare. There was considerable bleeding where 
the adhesions had existed, and he introduced a drainage tube 
and gauze. The gauze was removed after about twenty 
hours. The patient did very well for about forty-eight hours, 
when she commenced to have a little nausea. She did not 
vomit. Calomel was given in small repeated doses without 
causing passages. Then high injections were resorted to, 
without, however, causing a movement. The patient began 
to show marked depression ; yet, being convinced from obser- 
vation that nothing would be gained by doing secondary lapa- 
ratomy, and feeling that there was a chance of recovery if it 
were not resorted to, he let her alone. She, however, died ; 
but he was still satisfied that she would have died, and died 
sooner, had he performed the secondary operation. It was 
only in rare cases that the patient could be saved by reopen- 
ing the abdomen. 

Dr. a. S. Hunter asked Dr. Cleveland what he meant by 
a high injection, and how it was given. 

Dr. Cleveland replied that it was given by his house sur- 
geon, who spoke of it as a high injection. Ho probably 
passed the tube up four or five inches, but could not go very 
far. He could not get beyond the obstruction — if that was 
the point which Dr. Hunter wished to bring out. 

Dr. Hunter said he only wished to know what was con- 
sidered a high injection. To him a high injection would 
mean an injection which would reach all the way up to the 
stomach. The experience of those who had spoken during 
the evening went to show that secondary opening of the ab- 
domen was not successful as a rule ; therefore it could not be 
regarded as the most advisable means to employ. Then the 
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use of inorpliine had been suggested, also waiting for the 
intestine to become pervious, aud^ finally, the use of an injec- 
tion. 

With regard to treatment by injeetions, he tliought some- 
thing might be learned from the method as it had been em- 
ployed in overcoming intestinal obstruction in infants. One 
of the later methods emploj'ed in such cases was h^ydrostatic 
pressure. He had himself had an experience with it four or 
five years ago which might be worth mentioning. The in- 
fant was about to die from intestinal obstruction, and, other 
means having failed, he resorted to a method suggested by 
Dr. William E. Forest. Introducing a large vaginal tube 
into the rectum, he bushed it by winding a bandage closely 
around it, then attached a long tube to its outer end, long 
enough to reach up two stories. The infant was inverted 
between his knees, and an attendant Avas directed to carry 
the fountain syringe, connected with the extremity of the 
long tube, upstairs. He liad not gone to the height of two 
floors before the obstruction was overcome and the water ran 
out of the patient’s month. He would call that a high injec- 
tion. 

De. Boedt said Dr. Hunter liad misunderstood him if he 
thought he used morphine in cases of intestinal obstruction. 
He had in mind cases of incessant vomiting, not of obstruc- 
tion, when he spoke of giving morphine. 

De. a. H. Buckmastee said that one might suppose, in try- 
ing to give a high injection, that he was introducing the tube 
high up into the gut, when in fact he Avas simply invaginating 
the gut. In one instance in the Woman’s Hospital he liad 
succeeded in making thirty-two inches of the tube disappear, 
yet subsequently, when the patient died, it Avas found that 
the stricture was only a short distance above the sigmoid 
flexure. The gut, lie said, had been pushed before the tube, 
which had also probably coiled up. He thought that much 
force, hoAvever gently exerted, might cause rupture of the 
gut. 

De. W. K. Petoe thought morphine should be the last 
thing to use in a ease of supposed beginning intestinal ob- 
struction from adhesions. He Avonld employ it only to re- 
lieve dying pains. On being informed that Dr. Boldt did 
not suggest its use in cases of obstruction, but in vomiting 
only, Dr. Pryor objected to its use there also ; it would 
cause vomiting rather than allay it. 

De. Hanks would reply to the question what constituted a- 
high injection by saying that an injection above the brim of 
the pelvis might be considered a high one. 

De. B. a. Muerat would call attention to two points. 
First, .the symptoms which had been pointed out as indicating 
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paralysis of the intestine bad been almost absolutely those of 
peritonitis. Only one symptom had been mentioned which 
would aid in differentiating between the two conditions ; that 
was that the bowels had not moved. But in a good many 
cases of suppurative peritonitis the bowels did not move 
either. IS’ow, since obstinate vomiting, unless relieved, was 
ulmost surely fatal, and since it had come to be recognized 
that the proper treatment of suppurating peritonitis was to 
open the abdomen, and since of course in intestinal obstruc- 
tion this was the proper thing to do, he asked, when the 
.symptoms which had been mentioned were present, why not 
do laparatomy ? He had himself had one case and had seen a 
number of cases in which the diagnosis was made of paralysis 
of the intestine, yet the patient was proven to have suppurat- 
ing peritonitis. True, there was paralysis of the intestine, 
but it was due to the peritonitis, and the latter might have 
been made out and perhaps treated successfully had tlie abdo- 
men been opened. He would ask, then, whether a positive- 
diagnosis could be made between suppurative peritonitis, 
paralysis of the intestine, volvulus, or adhesive bands, without 
opening the abdomen. 

Dr. Bache Emmet would reply to the question propounded 
by Dr. Murray tliat in not all the cases with the symptoms he 
had mentioned was there suppui-ative peritonitis or obstruc- 
tion. There might be simply some inflammatory lymph 
or temporary paralysis. The patient might recover by being 
let alone. If operated upon and suppurative peritonitis, 
which Dr. Murray thought called for an operation, were not 
found, we would have done the patient a serious wrong. 

The President remarked tliat he was about to express the 
belief, before Dr. Murray spoke, that suppurative peritonitis 
was frequently the cause of the incessant vomiting occurring 
after laparatomy, and of death. But he was quite unable to 
distinguish between this condition and beginning obstruction 
due to lymph bands. If thei’e were any absolutely certain 
means of diagnosticating suppurative peritonitis, he would 
favor treatment by opening the abdomen and washing out 
the peritoneal cavity, searching at the same time for possible 
obstruction. 

Dr. 0. T. Adams remarked that in the only cases of suppu- 
rative peritonitis which he had seen a cathartic would go 
through ; in cases of pronounced intestinal obstruction, of 
course it would not. 

Dr. Murray said he had been led to make the remarks 
which he did from a recent case of his own and from obser- 
vation of cases under the care of others. And on looking 
over the literature of the subject somewhat, he liad come 
across the statement of a distinguished obstetrician to the 
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effect that in every ease of obstinate vomiting one should open 
the-ahdomen. It was true that vomiting might be caused by 
adhesions between the intestines without the presence of sup- 
purative peritonitis, but the condition of the patient was quite 
different from that existing witli suppurative peritonitis. 
Where there was suppurative peritonitis there was extreme 
prostration and lower fever. The only treatment which of- 
fered any hope in this condition was that of opening the ab- 
domen and washing out the ea\dty. 

Dk, Peyok could see no reason why a woman might not 
have obstinate vomiting after an operation without either 
suppurative peritonitis or intestinal obstruction. It followed 
that the abdomen should not alwaj’s be reopened with the ex- 
istence of that condition. 

De, H. T. Hanks remarked that we could not afford to 
operate in all these eases. The patients had too many friends 
who asked such questions as why it was that the abdomen 
bad been reopened just before death. We had to consider the 
fact that frequently patients would die on the table during 
the secondary operation. 

The Peesident asked Dr, Adams whether he had meant 
that in all eases of septic peritonitis a cathartic would pass 
through. 

Dit. Adams replied in the negative. The catliartic would 
not go tiirough if there was absolute intestinal obstruction ;■ 
he thought it would, as a rule, if there was not absolute ob- 
struction, and he suggested that as a means of differential di- 
agnosis. 

The President said that he had had two eases the past three 
years in which the patients died of septic peritonitis follow- 
ing abdominal section, and although no passages could be in- 
duced by any means, yet the autopsy revealed absence of 
intestinal obstruction. He thought that frequently there was 
simply a paralyzed condition of the intestine, so that no pas- 
sages would take place and the stomach would retain no food. 

CYSTIC sarcoma OF THE OVARY. 

De. Floeian Krug presented the specimen, with the fol- 
lowing history : The patient was 49 years of age ; had been 
an invalid a number of years ; had suffered more severely the 
past eighteen months. She said she had been operated upon 
through the vagina under ether narcosis several times, but 
vaginal examina'fion revealed no evidence of that fact. Diy 
Krug saw the case through the kindness of Dr. A. Jacobi. 
They found a tumor on the right side, firmly connected with 
the uterus, and a smaller one on the left side almost on a 
level with the cervix. The fonner was solid and could not 
be distinguished from the uterus, with which it was so closely 
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connected. There was no sign of fluctuation. It seemed, 
therefore, exactly lihe a sarcomatous uterns, with a small mass 
on the left side in Douglas’ pouch, which might he an ovary 
or a hydro-salpinx. The abdominal walls were not very 
thich. This examination was made under anesthesia, the pa- 
tient having been removed to the hospital after an attack of 
peritonitis, of which she had had several. Being satisfied 
that there was sarcoma of the uterus, they decided not to 
waste time with electricity or other forms of treatment, but 
to proceed at once with laparatomy. This was undertaken 
three weeks ago ; the mass on the right side, though closely 
attached to the uterus, could be peeled off, and proved, like 
the one on the left side, to be a tumor of the ovary. The 
tubes were removed at the same time. The patient made a 
perfect recovery. One might well have mistaken the case 
for one of flbroid of the uterus, and, had he been a Arm be- 
liever in electricity, would probably have resorted to the use 
of large currents. 

Dr. a. H. Buckmaster exhibited Dr. Howard Kelly’s 
sponge forceps, which he highly indorsed. 

CONDYLOMA OF THE LABIUM MAJUS AND THIGHS. 

Dr. Balph Waldo presented a condylomatous tumor of 
considerable size removed from the inner side of the labium 
majus, by the galvano-eautery wire, without hemorrhage. 
The patient was unmarried, aged 19. This tumor, together witlr 
some others on the thighs, had begun to develop six months 
before their removal. He also removed with the galvano- 
eautery knife several smaller condyloinata from the thighs. 
It was necessary to grasp them with forceps, and some hemor- 
rhage accompanied their removal when tension was made. 
The patient was operated on while under ether. There was 
no pain during convalescence. She left the hospital at the 
end of five days, although the wounds had not yet entirely 
healed. 

Dr. J. H. Gunning then read the paper of the evening, 

THE TREATMENT OF MEMBRANOUS DYSMENORRHEA.’ 

Dr. a. H. Goelet said he had had no experience with the use 
of electricity after the manner described by the author. His 
treatment of membranous dysmenorrhea had been in the same 
line with that employed in ordinary dysmenorrhea. It was 
possible that the views which he held with regard to the cause 
of dysmenorrhea were peculiar. He believed the primary 
cause, if a primary cause existed, was endometritis. There 
could be no uncertainty, he thought, with regard to this being 
’ See original article, page 305. 
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tlie cai^se of onerribmnous dysmenorrhea. There Avas a dis- 
eased condition of the mucous membrane. We could cure 
endometritis by galvano-canstie applications, the positive pole 
being employed. His treatment consisted, first, in bringing 
about dilatation of the canal, but instead of using the steel 
dilator for tliis purpose, as formerly, he now used negative 
galvanism. The canal having been dilated, he cauterized the 
surface of the cavity of the uterus with the positive pole, 
producing complete exfoliation of the diseased tissue. He 
cautioned against repeating the operation until the iri’i- 
tating effect of the first application had passed off. This 
method had been entirely satisfactory to him. He used as an 
adjuA%ant bipolar faradization of the vagina. This, however, 
Avas likely to do harm rather than good, unless applied in a 
certain Avay, about which he Avould have more to say on a 
future occasion. But the main point Avas to cure the diseased 
condition of tlie endometrium, Avhich could be done by posi- 
tive galvano-cauterization. 

Dr. H. Marion Sims said that Avhen he was in Europe about 
seven years ago he felt Amry enthusiastic over treatment by gal- 
vanism, and came home thoroughly imbue'd Avith Apostoli’s 
ideas. He thought he Avould be able to cure almost all the dis- 
eases the uterus Ai'as heir to by electricity, but after trying it 
faithfully he had to admit that gah^anism and faradism had not 
come up to his anticipations in cases of dysmenorrhea and mem- 
.branous dysmenorrhea. Dr. Gunning’s paper, however, had 
interested him very much, and the results Avhich he had ob- 
tained in the treatment of these cases were very gratifying. 
While membranous dysmenorrhea Avas a comparatively rare 
disease, yet the speaker had seen a good many cases, and he 
bad obtained far better results Avith thorough divulsion and 
curetting than by electricity. It Avas possible that he liad not 
employed the latter as scientifically as Apostoli or Gunning 
Avould do. He agreed Avith Dr. Goelet that the cause of the 
membranous dysmenorrhea Avas an endometritis, and he had 
found that, by divnlsing the cervical canal and using the sharp 
curette until the diseased membrane had been thoroughly re- 
moved, leaving a clean, healthy surface to Avhich he then ap- 
plied pure carbolic acid, a cure could be effected more certainly 
than by any other means. He kneiv of no disease Avhich was 
more trying to patients. He had one patient under observa- 
tion who had been throAving off a perfect cast of the uterus 
every month for seven years. She had even undergone elec- 
tric treatment at the hands of Apostoli himself during the 
Paris Exhibition, but the membranes continued to form and 
be cast off monthly. Each month she would bring the cast to 
her doctor and express the belief that it was the result of 
pregnancy and abortion. She could not be persuaded that it 
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Y’'as only the exfoliated raucous merahraue, until hnally she 
subraitted to dilatation, tlie \ise of the curette and carbolic 
acid. This was four raonths ago, and there had been no re- 
formation of the cast. He thought the treatment just men- 
tioned was preferable to galvano-cauterization, in that it was 
•easier, quicker, and surer. 

Dr. Clement Cleveland said he had seen only two cases of 
membranous dysmenorrhea. One was seen several years ago 
in a woman aged 28, who, before coming to him, had under- 
gone all sorts of treatment by various physicians. He put 
her through tlie recognized metliods — not including electricity, 
howevei’ — and she contimied to throw oS the membranous 
■cast. The point which he wished especially to make was that 
once, soon after he operated on her, she got married, became 
pregnant within a few months, and since then had become 
the mother of several healthy children and had remained well 
herself, the casts having ceased to form. 

Regarding the patholog,y, he understood Hr. Gunning to 
speak of the east as being an e.xfoliation of the entire mucous 
membrane of the uterus. Late x'esearch, however, had shown 
that only the superficial layer was exfoliated, not including 
real glandular structure. 

Dr. Hanks thought the paper was a suggestive one. It 
indicated the possilnlity that membranous dysmenorrhea was 
not entirely a local condition ; there might be back of it some 
lesions of the great sympathetic, or other condition. Recently . 
he had seen a case of membranous dysmenorrhea with Dr. 
Gunning. Before that he had not seen one for three years. 
He did not cure that patient, but thought he might have done 
so had he then known of Dr. Gunning’s method. The patient 
had since married and become a mother. In the several 
■cases which had come under his observation, no two of the 
patients had sufiered from the same disease. They all had 
exfoliation of a certain amount of the mucous membrane of 
the uterus at the monthly period. But other troubles had 
been present also. One patient whom he had seen with Dr. 
Gunning had had considerable laceration of the cervix, with 
more or less congestion of the part. Other conditions seen 
in such patients were endometritis, retroversion, anteflexion, 
etc. Where such other conditions were present it was quite 
possible to cure the membranous dysmenorrhea by curing 
-those other conditions. At any rate, it would seem that no 
single course would prove effectual in all cases. In one or 
two of his cases divulsion, curetting, and trachelorrhaphy had 
effected a cure. He knew, too, that bipolar application of ■ 
electricity to the uterus might cure painful menstruation ; he 
had known that a number of years, but he also knew that one or 
two introductions of the sound sometimes had a similar efiect. 

22 
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111 his next case of inembranons d^ysinenoiThea Jie ivoiikl try 
Dr. Gnnihng’s iiiethotl. 

Dj2. E. L. H. McGinnis said the subject of the paper was 
one in wbicli he liad iiad a great deal of interest for a long time. 
He thought It olfered a wide field for study. Membranous 
dysmenorrhea, as had already been remarked, was a rare con- 
dition, and he thought the remarks of some of the speakers 
must have lieen directed in part to other forms of dysmenor- 
rhea, liis own experience with membranous dysmenorrhea 
had not been large, yet he had treated some cases with, and 
some without, electricity. He was led to think tliat electricity 
was not a panacea. He believed it had a place, and in fact 
the more he used it the more he became convinced that it did 
have a proper place in treatment. He con id say of it in mem- 
branous dysmeuoiTliea that lie exjiected to use it until he 
became eunvineed tliat there was something better. One 
fact had strnek him. and it had already been alluded to, 
namely, the preference which membranous dysmenorrhea 
seemed to show for nervous patients. For instance, in an un- 
married girl of 18 the pain disappeared after he had used 
electricity, the positive pole on the neck, the negative pole 
in the dorsal region. He could give no explanation of tlie 
fact. He did not see the membranous cast to verify the 
diagnosis in this ease, but he had good reason to believe the- 
statement of the patient and her mother. 

He had been well pleased with treatment by intra-nterine 
and vaginal faradisra, both monopolar and bipolar methods, 
yet he thought it possible that galvanism miglit prove supe- 
rior, He had used Dr. Gunning’s instrument, not knowing 
whose it was, preferring it to Apostoli’s because of its greater 
flexibility. He asked the reader of the paper what was his 
object in having the patient place her hands over her head 
and take long inspirations. 

Dfi. H. J. Bolut said that, according to good authority, if 
the uterine cavity were cauterized with the positive pole the 
patient would probably remain sterile afterward. The possi- 
bility of this result was sufficiently great, he thought, to 
make ns hesitate in resorting to that method of treatment. So- 
far as dilatation of the cervical canal was concerned, there 
could he no doubt but that it could be done under negative 
galvanism, but the canal would recontract and become smaller 
even than it liad been, lie could, on the wlmle, re-echo the 
remarks of Dr. Sims. According to his limited experience 
with membranous dysmenorrhea, the greatest benefit had fol- 
lowed thorough divulsion, curetting, and the application of 
pure tincture of iodine or of carbolic acid. Some cases would 
resist every kind of treatment. lie recalled one ease, of 
which he presented the membranous cast to another society 
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some time ago, hi which the patient was cured after one treat- 
ment by divulsion, curetting, and application to the cavity. 

Dll. Goeret thonght Dr. Boldt’s remarks applied to his own 
statements more than to Dr. Gunning’s, and lie would, there- 
fore, make reply. He did not discourage the use of the cu- 
rette nor of the dilator ; he, in fact, used these himself. He 
thought that in some cases wc were obliged to use them in the 
beginning. But he remembered one case in particular in 
wliieh he failed to effect a cure by dilating and curetting, and 
then applied electricity with a successful result. So far as 
dilating the canal with negative electricity and getting con- 
traction afterward was concerned, he would say too strong a 
current must have been used b^’ Dr. Boldt, so that a cauteriz- 
ing effect was produced. He was himself careful, in applying 
positive cauterization to the uterine cavity, to leave the pro- 
tective plug of mucus in the cervical canal. He would not 
cauterize the cervical canal with either positive or negative 
pole. Beplying to a question by Dr. Boldt, he said he never 
used more than from ten to fifteen milliamperes in dilating the 
cervix by the negative pole. 

Dr. McGinkis thought that if Dr. Boldt applied pure car- 
bolic acid or tincture of iodine to the cavity of tlie uterus 
after curetting, he would produce a greater cauterizing effect 
than would be produced by the strength of electric current 
employed by others. 

Dr. Buckmaster said that, so far as sterility is concerned, 
pregnancy had been known to take place in many cases after 
the use of positive electricity in the uterine cavity. The lin- 
ing membrane of the cavity would reproduce itself if only a 
small particle of it were left. It was very improbable that 
cauterization by electricity was ever practised so completely 
as to prevent reproduction of the membrane. 

Dr.- Pryor thought that a proper understanding of the sub- 
ject involved a consideration of the menstrual act. In his 
opinion menstruation was simply an aborted attempt at self- 
impregnatioii on the part of the woman. What took place in 
the uterus was partial exfoliation of the mucous membrane. 
In membranous dysmenorrhea the mucous lining came away, 
not in shreds and flakes as usual, but as a large piece. There 
was yet left behind the matrix of the membrane, if it could 
be thus termed, which next month would undergo the same 
process. The proper treatment was, he thought, to remove 
it all. He even went further than Dr. Buckmaster, and ex- 
pressed the belief that if no part of the membrane w'ere left in 
the uterus, yet new membrane would be reproduced. 

Dr. Krug said that his experience with membranous dys- 
menorrhea had been limited to two cases. He was fortunate 
enough to cure both by divulsion, curetting, and application 
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of CliiirehilPs tincture of iodine. He might ndmit the value 
of elcetrieity, but, so far as cauterization b}" the positive pole 
was concerned, it seemed to liim a mucii longei' road to travel 
than to adopt the method wliich he had just mentioned. Some 
of the methods were objectionable, in that the_y required a good 
many applications, and most patients with membranous dys- 
menorrhea, being nei’vous unmarried women, were likely to 
become more nervous with repeated .‘sittings. Ilis experience 
had been that in cases of nervous women tlieir nervous condi- 
tion was made worse when they were kept a long time under 
local treatment, no matter what might be tlie local benefit 
produced. In the class of cases under discussion, he thought 
it better to give ether once, divulse, curette, and make a local 
application, and thus cure the endometritis at one sitting. He 
agreed with Dr. Goelet that the condition was one of endome- 
ti’itis. If this means did not effect a cure, he would then re- 
sort to electricity. 

-Dn. McGitrais suggested that curetting Avas not much sim- 
pler than treatment Ijy galvanism. 

Dr. Gunning, in closing the discussion, first referred to the 
cauterizing current employed by Dr. Goelet, and said that he 
had. abandoned such strong currents, coming down from 100 
or 150 or more milliamperes to 5 or 10, because it had seemed 
reasonable from .physiological research that the latter should 
prove effectual, and he had not been disai^pointed in this sup- 
position in practice. He got from the weaker current as good, 
even better, effects, with less inconvenience and danger to the 
])atient. Replying to Drs. Goelet and Boldt, he said it Avas 
the negative pole, not the positiim, Avhich he introduced into 
the caAoty, employing only 5 to 10 milliamperes. Another 
fact Avhich had set him thinking Avas the treatment by curet- 
ting and scratching about in the uterus. Of the eight cases of 
membranous dysmenorrhea ndiich he had treated, most of the 
patients had come froin the "Woman’s Hospital unrelieved, 
where they had had all other means employed in the right Avay 
but Avithout success. So far as curetting and leaving a clean 
•surface Avas concerned, mentioned by Dr. Sims and otliers, he 
Avould say that the small current, used in the AA^ay he had de- 
scribed, would accomplish the same thing in a neat, gentle, and 
more effective manner. Dr. Hanks had referred to one ease 
in Avhich the Avoman had been treated by old methods, re- 
mained nncured, bore a child ; still the membrane formed, but 
since treatment Avith electricity bad been instituted she .had 
crot better. So far as the two poles were concerned, the dif- 
ference in. effect produced bj'’ them was very great. The cica- 
trix left by the positive pole, when used to the degree of cau- 
terization, was firm, bard, and much like that left by nitrate 
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of silver, while that left by the negative pole was soft and 
yielding. • _ 

He thought distention of the cervical canal had a good effect 
in straightening out the vessels and in giving the uterus a 
chance to free itself of engorged blood. He thought that Dr. 
Krug would find, on using this small galvanic current, that he 
would accomplish the desired result more quicldy., more safety, 
with less danger of poisoning the patient, of setting up an en- 
dometritis if one did not already exist, of creating congestion 
throughout the entire pelvis, and without the chances of. hill- 
ing his patient which attended the method now employed'. • 
In reply to Dr. McGrinnis, who ashed why the patient was 
instructed to place the hands on the top of the head, he said 
it was for the purpose of getting a purchase while going 
through the exercise suggested. 

Dr. W . K. Pryor read a paper on 

A NEW METHOD OF TREATING THE INCISION IN PATIENTS SUB- 
JECTED TO LAPAR ATOMY.* 


Stated Meeting^ January Qth, 1891. 

The President^ Joseph E. Janvrin, M.D., in the Chair. 

LARGE FIBROID OF THE UTERUS. 

Dr. W. Gill "Wylie presented a number of specimens, the 
first of which consisted of a large hbroid of tlie uterus.- The 
history of the case was as follows : The patient was a married 
woman, 33 years of age ; had never been pregnant ; men- 
struation had always been regular; no dysmenorrhea; health 
always good. When she came under his observation she was 
large, strong, and hcalthy-loohing. .For several years there 
had been an increase in the size of the abdomen, due, she 
supposed, to fat. A year before the increase in size was 
much more rapid, and a doctor diagnosticated fibroid tumor 
of the uterus. There was associated with it a rather large 
ventral hernia, which began to give trouble in the way of 
pain and some obstruction of the bowel. The patient came 
on from Denver and Dr. Wylie removed the tumor, which 
was estimated to weigh altogether as much as thirty pounds. 
It was adherent to the omentum, and probably -received af 
this time much of its blood supply from vessels entering it 
from the omentum. Having tied ofi the omentum and broad' 
ligament, he lifted the tumor up with the intention of remov- 
ing it with the uterus, as- it was his custom to do in similar 

’ See original article, page 303. 
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cases ; but lie found the tumor liad grown downward, extend- 
ing_ apparently under the tissues in the door of the pelvis, 
lifting and pushing the rectum to one side, and making evi- 
dent that any attempt at enucleation would be likely to give 
rise to uncontrollable hemorrhage. He tlien adopted the 
method of passing the needle through, applying an eeraseur, 
cutting the tumor off, and making a stump. The stump was 
necessarily very broad, but was comparatively easily managed, 
and the patient made a good recovery, without elevation of 
the temperature. The only objection which he had to find 
with this method of operating was that if an abscess should 
form at the stump a liernia would almost certainly follow ; 
or, after a year or more, when complete atrophy of the stump 
had taken place, the ope7iing left would be occupied by a 
hernia. 

' FIBROID TUMOR OF THE OVAKV. 

Dr. Wylie presented a second sjiecimen with the following 
history of the case : The patient was the wife of a doctor 
from the South, was 37 years of age, the motlier of two chil- 
dren, no difficulty in labor, menstruation always regular, 
health good until seven years ago, when she began to suffer 
from pain low in the left side. Some time afterward she 
noticed an enlargement in the left side in the region of the 
ovary. About t\vo years ago she had had a slight attack of 
peritonitis localized in the same region. Two other attacks 
had occurred since, a severe one five months prior to the ope- 
ration. Menstruation had become painful. 

On examination Dr. Wylie felt a tumor, considerably larger 
than a child’s head, hard, appaz*ently firmly fixed ; the uterus 
pushed backward, apparently not much enlarged, although a 
sound could not be introduced to determine its exact depth. 
Previously a diagnosis had been made of fibroid tumor of the 
uterus, and electricity had been recommended, the case being 
considered a very favorable one for this mode of treatment. 
When the patient came under Dr. W^ylie’s care he told her 
husband that he had made it a rule not to apply electricitj" in 
eases of fibroids with a history of attacks of peritonitis, and 
recommended laparatomy. He opened the abdomen, found 
that the tumor completely filled the pelvis, that it was firmly 
adherent to the omentum, intestines, and to all tissues sur- 
rounding it. To liis surprise, on enucleating the tumor and 
getting "down to the uterus he found this organ quite free. 
The left tube and ovary were perfectly normal. As well as 
he could make out, the tumor consisted of the enlarged right 
ovary with the tube spread over it. He tied off the tumor, 
making a simple pedicle, put in a drainage tube, and the pa- 
tient recovered without a tempei-atiire. 
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The tumor liad been solid, was dark, was softened and 
breaking down in places, and bad evidently become twisted, 
strangulated, and given rise to the attacks of peritonitis. Dr. 
T. Mitchell Prudden examined it, and stated that it was a very 
rare solid tumor, and expressed tlie opinion that it must have 
grown from the uterus and become detached. Dr. Wylie 
thought it was composed of the right ovary. _ lie thought the 
ease showed that where fibroids were complicated by attacks 
of peritonitis electricity should not be used. At any rate, 
this agent would liave proven ii\jurious in this ease. 

OOItlP LIGATIONS OF SALPINGITIS AND OVARIAN ABSCESS. 

Dr. Wylie presented his third specimen, and (related the 
history of the case in illustration of a not uncommon compli- 
cation of salpingitis. The patient wuis aged 21 ; menstruation 
had begun at 12, stopped about six months at the age of 
14, otherwise it had been regular. Three years ago she 
had an abscess in tlie rectal region which apparently had 
nothing to do with the genital organs. Last summer she be- 
came pregnant, liad an abortion which was followed by septic 
peritonitis, and for several months was confined to bed. She 
was living in Brooklyn, and the diagnosis was made of large 
abscess on the left side with probable salpingitis on the right. 
She was seen by Dr. Skene, and an operation was considered 
out of the question — why, the speaker did not know. Soon 
afterward Dr. Wylie saw her, and at that time she still had 
some peritonitis, but it was beginning to subside. She was 
sent to his private hospital, but when she reached there the 
abscess had burst and opened into the rectum, lie under- 
stood, however, that some attempt had been made to puncture 
it before, and that some pus had been withdrawn. At any 
rate, when he saw her in Brooklyn there was a large tumor, 
whereas when she reached his hospital the tumor had disap- 
peared and pus in large quantity had been discharged through 
the rectum. The question then was whether to do laparatomy 
or leave the case alojie. He decided, as he had in other in- 
stances, to do nothing until the abscess refilled. Abscesses 
due to a salpingitis nearly always remained collapsed for a time 
after emptying into the rectum, but finally refilled. An opera- 
tion was much more satisfactory when it was full than when 
empty, as it usually afforded an opportunity to drain through 
the vagina, if thought advisable. That was the step which he 
usually took, making a counter opening through the vagina, 
relieving the acute condition, and later, if necessary, doing 
laparatomy. When the abscess refilled he was unable to find 
any point which was excessively tender ; therefore, having 
placed the patient under ether, he proceeded to do laparatomy. 
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He first removed the left tube, which was suppurating onlj' at 
one point, but was adherent at all points; also the left ovarj, 
which had broken down into an abscess. The right append- 
ages were extensively adherent, and had to be separated from 
the appendix vermiformis. The latter had suppurated, con- 
stituting typhlitis, and was tied off. He then dissected out 
the remainder of the ovary of the right side as well as he could, 
and found that the abscess connected with it opened into the 
rectum low down ; that the pus had a fecal odor, showing 
that it had become mixed with fecal matter. The tempera- 
ture had been rather high since the operation, yet the patient 
was doing well, and it was believed she would recover. This 
wa' about the fifth ease in which he had found it necessaiy 
to separate and tie off the vermiform appendix, which was 
adherent to the diseased tube and ovary. 

COJIPLIOATIOXS OF SALPINGITIS ; EIGHT TUBE ADHEKENT TO 

TJRETEE. 

He. Wtlie presented the tubes and ovaries in another ease 
illustrative of serious complications of pyo-salpinx. The pa- 
tient was aged 29 ; married at the age of 19; had one 
child at 21 ; the labor was difficult and prolonged, and 
she was not able to sit up for three weeks. Since then she 
had had two miscarriages ; the last one, two years ago, was 
followed by sickness supposed to be peritonitis. The sickness 
lasted from April until August. In 1888 menstruation was 
accompanied by greenish-yellow discharge, chill, and great 
pain. There was, the speaker said, evidently a pelvic abscess 
somewhere. Menstruation was too frequent and profuse. In 
September, 1890, the jiatient came to Hew York, and was 
curetted b}’^ some one for continuous bloody discharge. The 
blood,y discharge stopped, but was followed by prolonged dis- 
chai'ge of pus and a severe attack of peritonitis. The attack 
of peritonitis had been so severe that Dr. Tuttle, who had 
charge of the patient, did not think it proper to ojierate, and 
sent her home. 

Dr. Wylie saw the patient at her home in the country, and 
found that she had been confined to bed since October. She 
was unable to extend her right leg. There seemed to be an 
enlargement in the region of the right kidney, and Dr. Wylie 
supposed there was some complication of this organ. Pus 
Avas found in the urine, and the history pointed toAvard its 
2 iresence for some time. When she reached Hew York there 
was no temperature. Dr. Wylie decided to give ether and 
make a diagnosis, and, if necessary, open the abdomen. He 
did open the abdomen, and found the usual adhesions to the- 
omentum and intestines present in severe sapiingitis. The 
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right tube had peculiar attachments; it dipped well down into 
the pelvis, was adherent, and along the inner border of the 
adhesions was a tube which was found, on careful examina- 
tion, to be the right ureter. This was lifted up and found to 
pass at a much higher location than one would expect, of the 
normally situated ureter. After a time he succeeded in dis- 
secting it loose a distance of full four inches, lifted it, and re- 
moved the diseased tube and ovary. The ovary contained 
an abscess and lay rolled underneath the broad ligament., 
The patient made a perfectly satisfactory recovery. She 
could now move the leg much better than before the opera- 
tion. 

Dr. Wylie said this was the third case in which he had 
found the ureter thus situated. In one an abscess had burst, 
and discharged into the rigid ureter, whence the pns found 
its way into the bladder and out thi'ongh the urethra. 

RIGHT TUBAL PREGNANCY FOLLOWING REMOVAL OF ONE TUBE, 

AND OVARY'. 

The fifth specimen presented by Dr. Wylie was accompa- 
nied by the following history : A young woman came to him 
about a year ago to be treated for sterility. She gave a history 
of having had some treatment and of an attack of peritonitis, 
in San Francisco. On examination Dr. Wylie found a large 
indurated mass on the left side in the region of the tube and 
ovary. When she was seen next, she had a temjierature and 
a severe attack of local peritonitis. Dr. Wylie operated wdien 
the temperature was 103° to 104° F., and removed from the 
left side a large pelvic abscess which -was composed mainly of 
the tube and ovary of that side. The right appendages were 
free from adhesions, seemed normal, and were not removed. 
He saw the patient again a few times during the summer. In 
the fall he dilated the cervix and gave intra-uterine treat- 
ment. In October she missed a period and had all the symp- 
toms of pregnancy. There was only a slight show in' No- 
vember. The signs of pregnancy continued until the end of 
the second month, when she had rather severe pains, a watery 
discharge, then a bloody discharge. On the fourth or fifth 
day the temperature rose and a 'well-formed membrane came 
away. The fetus was looked for, but not found. The tem- 
perature was irregular, but Yvent up nearly every day and was: 
associated 'with some cough. It was a question whether she 
had phthisis or what mi^it be the cause of the temperature. 
O VI examination Dr. Wylie found a small tumor to the ridit 
of the uterus, about the size of his thumb. During the iiext 
ten days or more it increased pretty rapidly in size. About 
a week ago, which was about the third month from the cessa- 
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tion of menstruation, having made tip his mind that it was a 
case of tubal pregnancy, he decided to operate. Dr. Thomas 
•sa\v the patient and confirmed tlie diagnosis. The tempera- 
ture was continuing to run np nearly every afternoon to 103° 
or 104° F. On opening the abdomen he found tlie right tube 
enlarged and adherent in the lower part of the pelvis. He 
lifted it, tied it, and, when about to take it out, a small fetus 
slipped out of the tube througli tlie sac which had already 
ruptured. Except that the fetus was found, the case did not 
differ from many which he had in the past looked upon as 
hemato-salpinx. 

Dr. P. F. Munde took exception to Dr. Wylie’s statement 
that electricity was contra-indicated for fibroids of the uterus 
in cases where there was a history of peritonitis. If the peri- 
tonitis had subsided he could see no reason why galvanism 
should not be employed. He at present had a patient in his 
private hospital who had had a severe attack of peritonitis two 
'months ago. He had now given her two treatments by gal- 
vano-puncture for fibroid of the uterus, with at least no ill 
result. 

Dr. Wylie stated further that the fetus in the case related 
had probably been dead some daj’s before he operated, that it 
was in a paitially broken-down condition, and rupture of some 
•of the vessels must have taken place when he examined the 
patient before the operation, for he found a handful of fresh 
"blood evidently of recent extravasation. He did not doubt 
but what extra-uterine pregnancy was much more common 
than it was supposed to be a few years ago, and it was his 
belief that many cases of jiyo-salpinx had their origin in tubal 
pregnanc 3 L It was very likely that this was the cause of the 
first abscess in the case under discussion. 

Dr. Hanks thought Dr. Wylie was quite correct in the 
■statement that extra-uterine pregnancy was much more fre- 
quent than we had any conception of five or eight years ago. 
He had reached that conclusion from the condition seen in ' 
cases at operations, and which some years ago would have 
been regarded as hemato-salpinx. 

Dr. H. 0. CoE said he was unable to understand why pa- 
thologists disliked to admit the occurrence of ovarian fibroids. 
For liimself, he believed that most of the so-called detached 
subpcritoneal fibroids of the uterus were really fibroids of 
the ovary. He remembered having seen only one ease known 
to be one of detached fibroid which had become adherent to 
the ovary. It occurred in the service of Dr. Emmet. -He 
hoped the specimen presented by Dr. Wylie would be exam- 
ined by the pathologist of the Society. 
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MODIFICATION OF LDSk’s CEPIIALOTRIBE. 

Be. H. C. Coe exhibited an instrninent similar to Lusk’s, 
with the following modifications ; The cephalic cui-Ye, measur- 
ing from the outer surfaces of the blades, is two inches in- 
stead of two and a half ; the pelvic curve is the same. In- 
stead of being broad and flat, the shanks are narrow and 
rounded, as in Braun’s eranioclast, with a lock similar to that 
of the latter instrument. The handle is the same as that of 
Simpson’s forceps, and the screw is detachable, which is not 
the case with Lusk’s cephalotribe. In its present foi’m the 
instrument seems to fulfil more perfectly its proper function 
as a eraniotractor. Dr. Coe explained that he had had it 
made simpl}' to meet a need which had arisen in his own ex- 
perience, in certain cases in which, after perfoiating the head, 
he had been unable to obtain a sufficiently firm grasp with 
the eranioclast to prevent it from tearing out when strong 
traction was made. Of course the eranioclast was capable of 



wider application than the cephalotribe, yet it would occasion- 
ally happen that the latter would prove invaluable. 

PECULIAR CONGENITAL DEFORMITY. 

Dr. H. 0. Coe presented the photograph of a male infant 
born two months before at the New York Maternity Hospital 
during his term of service. He had hoped to be able to ex- 
hibit the original, but had been prevented from doing so. 
There was nothing peculiar about the history of the case- 
except that the mother, when in the fourth month of preg- 
nancy, had been greatly alarmed by a cat which jumped upon 
her as she lay in bed. The circumstance made quite an im- 
pression on her mind, so that she feared that the child might 
be affected. Like many of the cases of so-called “ maternal 
impressions,” her deductions may have been of the ])osi hoc 
order. Labor was normal ; vertex presentation ; spontaneous 
delivery. At birth the child was healthy, of average weight, 
■and presented the following deformities : Head of normal 
size and shape ; eyes some\^at protruding, with a peculiar 
stare ; both arms adducted and crossed ; the hands perfect, • 
but strongly flexed ; ou making extension it was evident that 
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there was a spastic eontraction ; thighs partly flexed and 
abducted, bnt could be readily restored to their normal posi- 
tion ; anchjdosis of both knee joints ; the right leg was be- 
tween two and three inelies shorter than the left, the foot 
presenting an extreme eqnino-varus ; there were no toes on 
the left foot, but only a row of tiny nodules to represent 
them ; there was a large scrotal hernia on the right side. It 
is hoped that a thorough study of the case can be made later.. 
Dr. Munde said that in 1ST3 he wrote one of the first ar- 
ticles which was published in this country on Braun’s cranio- 
clast. He still adhered to the opinion then expressed, that 
it possessed advantages over the eeplialotribe. How and then 
he was called in consultation to cases in which he had to dO' 
craniotomy, and in extracting the head he could not see the 
advantage of an instrument both blades of which were on the 



outside of the cranium, and which therefore took up^ain un- 
necessary amount of room. 

Dr. Lusk expressed interest in the tractors which Dr. Coe 
had added to the instrument which bore his name. He be- 
lieved the lock offered a decided improvement. As bearing 
on the remarks of Dr. Munde, he said that in all cases of ex- 
treme narrowing of the pelvis he also preferred the cranio- 
clast, but in cases of moderate contraction he felt that the 
cephalotribe was preferable, in that it offered better traction. 
It had succeeded in his hands in some cases where Braun’s 
cranioclast had failed. The objections which had been offered 
to the cephalotribe fell to the ground in cases where the pel- 
vis possessed moderate dimensions. 

Dr. Munde would modify his statement by saying that 
where it was not possible to grasp the face and front part_ of 
the head with the cranioclast, he thought the cephalotribe 
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"would probably be safer — ^less likelj" to tear out. But wliere 
it was possible to put the cranioelast over the face, it seemed 
to him tbe preferable iustrumeiit. 

Dr. Coe said be agreed with Dr. Lusk. He had bad two 
■cases in which the cranioelast had torn out. 

Dr. Hanoe, having seen the child whose picture Dr. Coe 
had shown, said it seemed to him that the condition of the 
upper extremities was due to some central lesion. There 
was distinct spastic contraction in the upper extremities, but 
the difficulty in the lower extremities had impressed him as 
being more of an orthopedic nature. Both knee and one hip 
joint were anchylosed to a degree markedly limiting motion. 
He thought the position of the child in utero had much to do 
with the trouble in the lower extremities. He had tried to 
learn whether there had been a verj’^ limited amount of licpior 
aranii, but the amount had not been noted. 

THREE CASES OF FIBROUS ROLYPI OF THE UTERUS. 

Dr. P. F. Munde presented specimens from several cases 
on which he had operated recently. The first case was that 
of a virgin, age 44, whom he saw in consultation a few 
weeks since in Harlem. She had been endeavoring for three 
weeks, under most severe pains, to deliver herself of a ute- 
rine polypus. Dr. Munde found the hymen present, the 
vagina small, and at the operation at his private hospital it 
was necessary to incise the perineum down to the sphincter 
ani, whereupon he was able to introduce the ordinary obstet- 
rical forceps and extract the tumor as he would the fetal head. 
He then sewed up the perineum, which healed promptly. 
He had removed several polypi larger than the one presented, 
but never before in a virgin and in whom it was necessary to 
cut the perineum so deeply. 

Dr. Munde presented still another uterine fibrous polypus, 
removed from a patient at his hospital that afternoon ; still 
another smaller one was shown, removed during the same 
afternoon at the patient’s house — the hemorrhage from both 
of which had caused intense anemia. 

INTRALIGAMENTOUS CVST OF THE OVARY. 

Dr. Munde’s next specimen belonged to a case of intra- 
ligamentous cyst of the ovary, in the removal of which it 
proved necessary to take away the larger portion of the ute- 
rus. He had now operated on seventeen cases of intraliga- 
mentous cysts of the ovary, and had found them among the 
most difficult cases to deal with, owing largely to the ease 
with which the sac was tom during attempted enucleation, and 
thus septic infection made possible. Out of the seventeen 
•cases, five had died, but it was only fair to say that recently 
he had lost none. 
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This patient was 63 years of age, came to iiis pri'^ate hos- 
])ital from JSTew Jersey some weeks ago, and on examination 
J)r. Munde found a large abdominal tnmor. It extended so. 
deep behind the cervix that he suspected it was inti-aliga- 
mentons. He operated about two weeks later, in spite of the 
fact that there was edema of one leg, evidently due to a phle- 
bitis of the femoral vein of tliat side. His diagnosis proved 
correct : the tumor was an intraligamentous cyst of the left 
ovary. It was impossible to remove tlie whole of the tnmor, 
and lie was obliged to stitch the remainder into the wound.. 
In cutting off one side of the cyst, it proved necessary to take 
with it the uterus above the internal os, as it was im])ossible 
to detach it. The remainder of the uterus formed a part of 
the sac which was stitched into the wound. The cavity was 
packed with iodoform gauze. The patient was making an 
uninterrupted recovery. The stump had not separated. The 
edema of the leg had disappeared. He had before had some 
difficult cases, but had alwa 3 ’^s been able to remove the sac- 
Avithout involving the uterus. In several he had been able to 
use the broad ligament in bulk as the pedicle, but onl^^ excep- 
tionally’^ and where the cyst was small. [This patient recov- 
ered perfectly, the cervix sloughing away entirely’.] 

PYO-SALPINX. 

Dr. Munde presented another specimen, consisting of a 
large tube containing pus, with the ovary, removed two weeks 
ago. Six months before he had operated on the patient for 
laeei’ation of the cervix, Avhieh was supposed to be the cause 
of diffuse pelvic pains. At that time he could find no evi- 
dences, on palpation, of disease of the tubes or ovaries. A 
month ago, however, when the patient returned and com- 
plained of renewed pains, he felt a fluctuating tnmor, and on 
aspiration per vaginam withdrew ]nis. Laparatomy was per- 
formed and the tube was removed. It was distended to an 
unusual degree, according to his observation. The other 
ovary’ and tube, being adherent, Avere also removed. 

ABSCESS OF THPI OVARY. 

Dr. Munde presented another specimen, Avhich in his OAvn 
experience Avas the more common form of disease of the ute- 
rine apiiendages, namely’, abscess of the ovary. TAventy-two 
years ago, when he Avas assistant to Prof. Seanzoni, he had a 
case of abscess of the ovary’ in a puerperal woman in the Ma- 
ternity Hospital at Wurzburg, but the diagnosis Avas not made 
until after death, which took place suddenly’ of peritonitis. 
The post-mortem shoAved an ovarian abscess which had rup- 
tured and excited the peritonitis. Prof. Seanzoni then said 
that it Avas A’eiy unusual to have abscess of the ovary, except 
as a result of the puerperal state. That opinion was expressed 
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in most text books of to-day, but Dr. Miinde did not agree 
with it. Among liis lapai atomies be bad liad eight cases of 
abscess of tbe ovary not connected with the puerperal state.. 
Of these, five were double, three single. The tube was more 
or less involved in all tbe eases. The patients all recovered. 
Tie was satisfied that in some of tbe cases in wbicb be bad 
made a diagnosis of pyo-salpinx and drained, successfully too, 
per vaginam, the real condition was an abscess of tbe ovary, 
lie did not know that tbe two conditions could be differenti- 
ated positively until during laparatoiny. 

Du. Lusk kid he had not thought much about the. point 
just raised by Dr, Munde, but would state that only a few 
weeks ago he presented a case at bis clinic which turned out 
to ba one of abscess of tbe ovary not connected with childbed 
or its sequel®. 

Du. Coe remarked, as to tbe frequency of nou-puerperal 
abscesses of tbe ovary, that be bad seen several cases at tbe 
Woman’s Hospital. He bad been impressed by the fact that, 
at autopsies foi- acute septic peritonitis following operations 
on the cervix, it was not at all uncommon to find an abscess, 
of tbe ovary. Last summer a jiatieutof Dr, Cleveland’s came 
under bis treatment, a strong, healthy woman, who, just be- 
fore her menstrual period, got up in the night and went about 
in her bare feet, Kext day she had a chill and developed tbe 
ordinary symptoms of dysentery. Tbe following day she bad 
general peritonitis. The third day Dr. Coe opened the abdo- 
men. and at first supposed he liad removed tbe diseased ver- 
miform appendix, but it proved to be an abscess of tbe ovary 
which bad ruptured into the bowel in that short time. The 
patient died a few hours afterward with a temperature of 
109° F. in the axilla, siiowing the extremely virulent nature 
of the process. She denied having bad any pelvic trouble 
before, except that she bad been curetted for endometritis 
two years previously. Dr. Coe added that there was a direct 
connection between the lymphatics of tbe body of tbe uterus 
aud of the ovary, while there was no such direct connection 
between the tnbe and ovary. Therefore one might expect a 
septic process to be transmitted from the uterus to tbe ovary. 

Dr. Wylie thought it difficult fo distinguish between eases 
of abscess of tbe ovary aud those of pyo-salpinx, for it was 
very common to find disease of the ovary connected with pyo- 
salpinx. This was true of two of tbe cases wbicb be I’lad 
related during tbe evening. He believed that eases of pyo- 
salpinx requiring an operation, or those forming a pelvic ab- 
sc'es«, were nearly always tbe result of septic trouble after 
labor or abortion. Take tbe several hundred eases operated 
upon during tbe past five or six yearn, and be thought tbe 
trouble could be traced, in more than fifty i^er cent of them. 
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to labor or abortion— more, probably, to abortion propor- 
tionately. Wliile gonorrhea might cause pyo-salpiux, yet it 
did so far less frequently, in proportion to septic influences 
after labor and abortion, than had been taught by Dr, JSloeg- 
gerath or even Dr. Emmet. 

De. H. T. Hanks said he thought there was no difference 
•of opinion as to the fact that if a tumor were found, after the 
puerperal state, about the uterus, tube, or ovary, it, as a rule, 
•contained pus. This fact had been impressed upon him at 
-operations the past two years. Regarding the point raised by 
Dr. Munde, he then recalled four cases in which he found pus 
in patients who had not been conflned or had an abortion for 
months or years. Yet where fluid was found in the puerpe- 
ral state it was generally pus. He saw no reason why an 
.abscess of the ovary might not exist independently of pus in 
the tube, and vice versa. 

:modified self-eetaiking sPEcanuJi. 

Dk. Clement CLE^^ 2 LAND presented the self-retaining specu- 
lum which he had devised some years ago, in a modi tied form. 
The older instrument had been made of two sizes, the smaller 
for examinations, the larger for operations. The smaller was 
:seldom used, and the blades of the larger he had found some- 
what too long, interfering with operations on the cervix. 
Therefore he had shortened^ the blades ; and in order to pre- 
vent the instrument from slipping out owing to this change, 
he had placed a bulbous projection on the under surface of 
the blade which grasped the perineum, and a corresponding 
depression oi"! the other side, which permitted freer manipula- 
tion than when the blade was straight. 

De. I. H. Hance then read the paper of the evening, 

AN INFEEQUENT FOEM OF PUEEPEEAL INFECTION.’ 

De. Munde said he had always regarded the three chief 
locations for septic infection in the puerperal state to be, 
first, the placental site ; second, the cervix ; third, the vagina 
and perineum. In the majority of cases seen by him in con- 
sultation, the infection came from the jihicental site. In such 
cases he usually found that the body of the uterus had not 
•contracted well, and that coagula had adhered to the rough 
placental site and become decomposed ; or there had been a 
localized inflammatory process at that point, a septic endo- 
metritis, with decomposition of the thrombi, from which the 
infection sprang. But there were some cases in which infec- 
"tion took place at the lacerated cervix, still fewer in which it 
took place from a laceration of the vagina or perineum. He 

> See original article, page 288. 
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i;hought there could be uo question of the propriety of treat- 
ing the cervix and attempting to stop further infection when 
•other sources for the infection could not be found. Carbolic 
acid, or a solution of iodoform in ether, might be applied, 
and the iodoform pencil be introduced. He did not agree 
•with the reader of the paper that the cervix was an uncom- 
mon source of infection, although it was far less frequent 
than the placental site. 

Dr. a. H. Buokmaster referred to a ease in which there 
was considerable temperature and evident septic infection, 
with laceration of the cervix. Other treatment proving un- 
availing, he applied pure carbolic acid to the entire inner sur- 
face of the uterus, closed the laceration, after which the 
temperature fell and remained normal. The same treatment 
proved successful in another case where douches had failed. He 
did not think the source of the infection could be determined 
by the effect of the intra uterine douche. This might have no 
•effect, yet the source of the infection be within the uterus. 

Dr. J. H. Fruitnight thought it well to call the attention 
•of the general practitioner to the fact that the lacerated cer- 
vix was sometimes, though infrequently, the source of septic 
infection. 

Dr, Coe said it had been his custom at the Maternity Hos- 
pital, and also in private practice, to use the vaginal douche 
in cases in which he knew there was a laceration. In several 
bad high-forceps cases with extensive laceration, this method, 
he was convinced, had prevented sepsis. He agreed with Dr. 
Munde that the cervix was not a very ihfrequent source of 
rseptic infection, but it was sometimes extremely difficult to 
locate the seat of infection, and, for this reason, to decide on 
what course of treatment to adopt. One might, for instance, 
be relying on washing out the uterus when the infectious 
trouble had already extended to the tubes. 

Dr. Hauks thought the author had brought an important 
subject before the Society. We were all in doubt, in some 
cases, where the sepsis had entered the circulation. He thought 
Dr. Lusk would recall the case of a primipara in which the 
speaker and his assistant had found it necessary to give hypo- 
dermic injections of ergot and ammonia because of severe 
flooding. On the second day the temperature rose rapidly to 
105°, but within_ twelve hours fell to 97°. The consultant 
thought the sepsis had entered the torn cervix, although Dr. 
Hanks felt certain that there could be no great tear of this 
tissue. The temperature oscillated between high and low for 
three or four days, when they discovered an abscess on the 
thigh where one of the injections had been made. On open- 
ing the abscess the patient improved rapidly. He knew of 
■other cases which had ended fatally, and the physician still 
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remained in tlie dark concerning tlie point of entrance of the 
infection. Where laceration of the cervix existed alone, it 
Avas fair to suppose tliat that was the point of entrance, fle 
Avas called to a case in consultation a few dajs before in Avhich 
the physicians Avdio had seen the Avoman expected a burial 
soon. He found a SAvelling over the right broad ligament, 
and thought it might contain pus, but puncture failed to verify 
the supposition. “The uterus was then thoroughly curetted, 
two tablespoonfuls of debris AA’^ere removed, it was washed out 
thoroughly, and the patient began to recover. Six or eight 
days later an abscess developed in an inguinal gland and was 
opened. 

Dr, a. P. Dudlea: wished, Avith the others AA’^ho had spoken, 
to emphasize the fact that the lacerated cervix AA’^as not an in- 
frequent source of infection. He agreed with Dr. Munde 
that sepsis arose most frequently from the site of the placenta, 
but believed that the point at Avhich it entered the circulation 
AA^as most frequently at the internal os. He believed that if 
careful digital examination were made in cases of puerperal 
sepsis, a tear would often be found which extended to the in- 
ternal os and opened up the lymphatics and veins which com- 
municated with the broad ligament. Those who had operated 
for lacerations of the cervix had found scar tissue at this junc- 
tion which could only have arisen from a direct lesion. IVeat- 
ment should go beyond that point. The uterus should be 
thoroughly cleansed and then touched with a caustic. The 
lesion situated at the junction of the broad Ugament, as just 
described, should also be touched, and one or two stitches in- 
troduced. Dr. Dudley also spoke of the frequency of sejitic 
material being carried in from Avithout during examinations. 
Puerperal fever was so common in a maternity ward at one 
time that he forbade the nurse making any examination in the 
waiting room. They had no more cases of puerperal fever 
during the term, of three months. Where sepsis existed and 
it Avas necessary to cleanse the uterus, the curette Avas not 
sufficient ; one must introduce the finger. The speaker thought 
lacerations in all degrees Avere liable to be the source of infec- 
tion — smaller ones even more likely than the larger, because 
hemorrhage from the latter swept away septic matter. They 
should be sewed up. 

Dr. Lusk said he had been someAA’hat horrified by Dr.. 
Munde’s remark that, from his experience in consultation 
practice, lie believed the point of infection, with rare excep- 
tions, was from the placental site and from the uterine cavity.. 
If there was anything in Avhich the speaker firmly believed, it 
was that the uterine cavity Avas never infected — never except 
from improper conduct on the part of the accoucheur. “ If 
I leave a portion of the placenta behind, if it has become- 
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decomposed, or if lochia decompose in the iderine cavity and 
the woman dies, I know to a certainty I am the woman’s mur- 
derer. And I wish every practitioner of medicine would feel 
the same way.” In the ordinary conduct of labor the physi- 
cian did not infect the uterine cavity, and this cavity could 
never he infected except from below. Wlien the infection 
began below there was a lapse of time before it reached the 
uterine cavity. But if it began in the uterus it was because 
the accoucheur did not properly conduct his case, and did not 
understand the principles of the practice of obstetrics. 

If sepsis occurred at all, he believed that it occurred in the 
great majority of cases from the cervix, for he took it ’for 
granted that most practitioners were so careful in conducting 
labor that they did not infect the uterine cavity. He also 
spoke very favorably of the pad introduced by Dr. Garrigues. 

Dk. "W. M. PoBK made some remarks upon the manage- 
ment of puerperal sepsis. He believed in drainage in cases 
of this kind, applied on the same principle that one applied it 
in general or abdominal surgery. Take a case like the one 
mentioned by Dr. Hanks. If the temperature did not go 
down after washing out the uterus, he would proceed to cu- 
rette thoroughly, using the sharp curette, then wash out the 
cavity and introduce a drain consisting of iodoform gauze. 
Under this procedure he expected his patients, seen in con- 
sultation, to continue to get well, as they had done in the 
past. It was imperative, he thought, that the genital tract 
should be drained in these cases as thoroughly as any other 
canal or sinus the seat of sepsis. 

Dr. Wathek, of Louisville (present by invitation), said he 
had seen no eases of septic infection in obstetrical cases ex- 
cept in consultation. He did not believe inf eetion would take 
place where the accoucheur observed strict cleanliness. It 
would not arise from a tear of the tissues, unless the infective 
agent were introduced from without. Indirectly antiseptic 
agents were to blame, for in placing confidence in them some 
physicians had become careless about cleanliness. Antisepsis 
without cleanliness would not prevent infection. 

Dr. Munde could not agree with Dr. Lusk that the cervix 
was the usual site of septic infection. Cases were not infre- 
quently seen which refused to yield to treatment until the 
uterus had been curetted and irrigated, bringing away a mass 
of material which might or might not have a foul odor. Dr. 
Lusk must not forget that the general practitioner is exposed 
to all kinds of infection, and that many physicians habitually • 
have their “ finger nails in mourning.” And in the practice 
of such obstetricians an infection of the uterine cavity is 
surely nothing to be surprised at. If the rule were observed 
to invariably wash and disinfect the hands lefore as well as 
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after a vaginal examination, infection would Ije practicallj 
absent. However, we must not forget that in addition the 
genital canal, for the first few days after parturition, is more 
or less patulous and exposed to the atmosj)here. Hence the 
aseptic vulvar pad and its great success in preventing infec- 
tion. 

He. a. P. Dudley thought something more was necessary 
to give rise to puerperal sepsis than the mere introduction 
into the vagina and genital tract of uncleanly material, else 
septic infection would occur much more frequently. Doubt- 
less many physicians attended obstetrical eases without wash- 
ing their hands. 

Dii. Hance, in closing the discussion, expressed the belief 
that some one coming in contact with the lying-in woman in- 
troduced the septic material when infection developed. The 
■point which he desired to bring out in his paper was that in 
some instances the entrance was at the lacerated eervdx, and 
that there the effect migiit remain localized. He believed 
the vaginal douche after labor was called for only on spe- 
cial occasions. Regarding the adnsability of sewing up 
•lacerations of the cervix immediately, he had seen very few 
cases which could have called for it. He had done the imme- 
diate operation only once, and then simply to control hemor- 
rhage. If one suspected laceration, the vaginal douche would 
have a favorable infiuence and tend to diminish the size of 
the wound. 


TRANSACTIONS OF THE G-YNEOOLOGIOAL 
SOCIETY OP CHICAGO. 


Regular Meeting, Noveviber 21si, 1890. 

The President, Dk. W. "W. JagOaed, in the Ghair. 

EXHIBITION OF SPECIMENS. 1. EXTRA-UTERINE PREGNANCY. 

Dr. C. T. Parkes. — The first specimen I have to show is 
that of an extra-uterine pregnancy of three months’ standing — 
that is, the history goes back to three months and the symp- 
toms of rupture to three weeks. As I pass it about you will 
see the umbilical cord, the feet, the body, and the head par- 
tially embedded in this large clot of blood. It is a very inte- 
resting case, in that it shows so perfectly the entire fetus. The 
operation was done three days ago, and of coarse it is not right 
that I should say anything about what will be the result in this 
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case, "but so far there has not "been a temperature exceeding 
99°. This afternoon I removed a part of the gauze packing 
wiiich was placed in the wound to control hemorrhage. Here 
is a remnant of the sac in which the hlood clot was contained 
that to me is quite interesting, because it lined the floor of the 
pelvis, and I peeled it out subsequent to the removal of the 
blood clot. It was evidently a rupture of a Fallopian preg- 
nancy, the weakest, part of which was close to the broad liga- 
ment. Here rupture occurred, and the bleeding took place 
into the broad ligament ; therefore it was circumscribed so far 
as the amount of blood lost was concerned, but it was large 
enough to till up the entire pelvis and displace the uterus to 
the opposite side and upon the brim of the pelvis.- The ru])- 
ture occurred in the left Fallopian tube. An incision was 
made to uncover it, and this mass was found embedded in ad- 
hesions to the large and small intestines posteriorly and supe- 
riorly ; these' adhesions were found to be recent and very vas- 
cular. I attempted to separate them, but found I should not 
be able to get through without a hemorrhage that would com- 
plicate the case very much, so I resorted to the plan of laying 
open the broad ligament over the mass. By that means I was 
able to get my finger in between the folds of the broad liga- 
ment and turn this mass out without dividing any vessels that 
bled severely, and without interfering with the adhesions. I 
then packed this cavity by putting a single layer of iodoform 
gauze at the bottom of the cavity, opening the top of it, and 
filling the cavity with ordinary gauze, in that way making 
pressure which prevented all oozing. To-day I removed a part 
of the packing. I could not sew the broad ligament to the 
margins of the incision, on account of absence of any sac wall 
and the proximity of the intestines on the posterior surface to 
the margin of the opening ; it would scarcely have been pos- 
sible to nave done it without unnecessarily prolonging the ope- 
ration, and not accomplishing much if anything if it had been 
done.' 

II. FIBKOID TUMOES. 

The other cases which I have to show you are subperitoneal 
fibroid tumors. ^ They had only a very small attachment to the 
uterus, such as is usual in subperitoneal tumors. When first 
taken out one tumor weighed forty pounds exactly, and the only 
attachment there was to the uterus was a rather thick and broad 
mass which extended downward into the right broad liga- 
ment and grew from the right side of the body of the uterus 
into the broad ligament, and then the tumor carried the broad 
ligament and tissues up on top of it. It is interesting for an- 

1 Patient -well December 8th, 1890. 
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otlier reason : this lady carried the tumor live or six years, and 
for the last two years she has been treated by the application 
of electricity, Avithont this treatment interfering at all in the 
increase of the growth of the tumor. We would hardly expect 
.that the application of electricity to a subperitoneal tumor 
would have as much effect as if it Avere intramural. I was able 
to remove this tumor Avithout interfering, with the ovaries or 
uterine body. I simply detached it from its broad ligament. 
The patient recovered. 

The second tumor Avas attached in the same Avay to the 
posterior surface of the uterus. The uterus, the ovaries, and 
broad ligainents Avere perfectly normal. This surface of sepa- 
ration is spi’ead out a good deal because, in order to get a 
pedicle to control, I Avent up a slight distance on the wall of 
the tumor. The tumor Aveighs about fifteen pounds, and is 
made up entirely of fibrous tissue. It filled the abdomen 
of the Avoman, who had never been pregnant. It went up 
tOAvards the sternura, and the narrow portion of the tumor lay 
on the abdominal aorta and was pressed against it by the 
undistended abdominal wall, so thatAvhen palpation Avasmade 
it seemed certain that the abdominal aorta was displaced in 
a circular manner around the edges of the tumor ; it gave 
this impression so strongly that I was inclined to believe the 
tumor postperitoneal. When I first made the incision 
through the abdominal walls I saw these glistening lines ; 
they are so regular that they appear very much like intestines 
stretched ovei’ the surface, so I Avas in doubt as to Avhether it 
was in the peritoneum or behind it. Getting my fingers 
down into the pelvis, I found the uterus, ovaries, aud broad 
ligament normal, but finally I came upon the attachment to 
the uterine wall. The tumor Avas then turned out and the 
pedicle seized with the forceps and cut away; These are in- 
teresting cases, in that they have reached such a size with 
only a small pedicle to nourish them ; interesting, again, be- 
cause they have been subjected to electricity, Avhich produced 
no influence upon them whatever. 

This patient has a half-dozen or more scars over the surface 
of the abdomen, made by electricity, so the treatment was by 
puncture in some way. 


Discussion. 

Dk. W. W. Jaggaed. — I would like to ask two questions of 
Dr, Parkes : First, What were the symptoms of the extra- 
uterine pregnancy ? and second, Was the diagnosis made be- 
fore the operation? Concerning the fibroids, I think, to get 
anything like an intelligent idea of Apostoli’s method, Ave 
ought to know who the operator was, and Avhether the case 
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Tias been recorded, and particularly whetlier it has been re- 
corded as a cure. 

Dr. Paekes, — I will say that extra-uterine pregnancy was 
■suspected before the operation. The symptoms leading to 
the necessity of operation were the presence of the tumor, 
history of the case, and condition of the patient — not exhaus- 
tion from bleeding, but fever from apparent commencement 
of infection. The question about the electrical treatment I 
cannot answer, as I have had no experience with it whatever. 

Dr. JMaetin. — I would like to ask Dr. Parkes in what 
manner he secured the pedicle in the second case. 

Dr. Parkes. — I secured it temporarily with a long pair of 
forceps, and then divided it into three segments • and ligated 
it ; then I cauterized the surface of the stump thoroughly, so 
as to make a perfectly smooth, even eschar over the sni’face — 
that is, treating the surface without any destruction of car- 
bonized tissue — and then it was dropped. 

Dr. Martin. — I would ask, in regard to the first case, 
whether it was possible to determine with any degree of ac- 
curacy the fact that the tumor was subperitonem and that 
the uterus was simply natural or normal size. 

Dr. Parkes. — It could not be determined. 

Dr. ]\£artin. — I ask that question because the case had been 
treated by electricity. It is a fact that, unless a galvano-cau- 
tery is used in treating these eases, it is almost impossible to 
effect any relief whatever. As a rule, in these cases there 
would not be excessive hemorrhage. Unless the case was 
treated by galvano-cautery according to the radical method 
of Apostoli, we could not expect to get any effect. The 
probability was that it was treated by inti-a-uterine or vaginal 
•application, which would not allow of the electricity coming 
in contact with the tumor with sufl&cient density to produce 
appreciable effect. 

Dr. Parkes. — I would like to ask if the use of galvano- 
puncture means an eschar left on the skin % 

Dr. Martin. — Thepld method of puncture — Cutter’s meth- 
od — through the abdominal walls is not now practised by 
those who treat these cases after Apostoli. If the puncture 
cannot be made from the vagina, it is not made. The eschar 
left on the skin was undoubtedly the result of an improper 
form of abdominal electrode. 

cancerous uterus. 

Dr. F. H. Martin.-=— I have a couple of very interesting 
ispecimens here. The first one is interesting to me because 
it helps to carry out the idea incorporated in a paper that I 
Tead at the Hashville meeting of this 3’ear, which received a 



360 


TRANSACTIONS OF THE 


very spirited discussion. It was on the subject of vaginal 
hysterectomy. The proposition that paper was based upon 
was something like this : Vaginal hysterectomy is the most 
justifiable surgical procedure we yet know of for the cure of 
cancer of the uterus. The case I wish to report illustrates the 
truth of one argument presented in support of the above pro- 
position, namely, that vaginal hysterectomy will enable one 
to go beyond the diseased tissue in a greater proportion of 
cases than with any other operation. There has been much 
discussion in regard to the relative value of the two opera- 
tions, high amputation and complete extirpation. Those 
who take the former ground would naturally have performed 
high amputation in this first case, because apparently the cer- 
vix only was involved. They would, however, have been 
deceived. The specimen was given to Dr. Wing, and he dis- 
covered that the cancer extended to within two lines of the 
fundus, traversing the tumor to this point by way of the mur 
cons membrane of the uterus. _ If high amputation had been 
done in this case, the woman would have long since been dead, 
whereas she is now in perfect health after eighteen months. 

FIBROID OTERUS REMOVED PER VAGINAM. 

The second specimen I have to show is a fibroid uterus re- 
moved by the vagina in August of this year. The ease was 
sent to me by Dr. Priestman, of Neponset, 111., for electrical 
treatment on account of excessive hemorrhage. 1 rather hesi- 
tated in applying the treatment, as the symptoms were of a 
malignant character, so I advised the doctor to have a vagi- 
nal hysterectomy performed. However, electricity was thor- 
oughly tried, and the case grew rapidly worse until she was 
almost exsanguinated, when vaginal hysterectomy was decided 
upon and done at the Woman’s Hospital in August of this 
year. The woman recovered from the operation. After re- 
moving the uterus and incising it we found the reason why 
electricity did not cure the hemorrhage. Projecting into the 
uterine cavity was a small fibroid, which it was impossible to 
cauterize with the intra-uterine electrode, and wliich inter- 
fered with the proper cauterization of the other portion of 
the mucous membrane of the uterus. 

Possibly the case would have been favorable for ergot. If 
I am not mistaken, ergot was used in large quantity for some 
time, and if it had been persisted in the ease might have been 
cured in that way. 

OVARIAN ABSCESS. 

Dr. Karl Sandberg. — The first specimen I have to pre- 
sent is a large-sized ovarian abscess. The history of the case 
was that of a lady married several years, never pregnant ; she- 
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tad been suffering for years from attacks of severe, pain in 
the left ovarian region, and “was taken dov?n -with pelvic in- 
flammation in the left side. She was sick for quite a while 
and then got up again. I saw her about a month afterward 
and found this tumor in the left side of the pelvis. She had 
a temperature of 102°. She was advised to have an opera- 
tion performed, but refused and was treated by a gynecolo- 
gist of this city for a couple of months. During that time 
there was some discharge of pus from the rectum, which re- 
lieved her for a short time ; but, her pains returning again, 
she was in such a miserable condition that she finally con- 
sented to the operation. It was found that in addition to this 
tumor there was an abscess between the rectum and the va- 
gina in the cul-de-sac of Douglas. The first thing done was 
to make an incision from the vagina into this abscess, drain 
it, and wash it out daily. It closed up inside of three weeks, 
and she went home with normal temperature. At the next 
menstruation her temperature went up, and she was again 
admitted to the hospital, when laparatomy was performed 
and this tumor removed. Behind the tumor was a collection 
of four or five ounces of serous fluid. She made a good re- 
covery and has been well since. 

SUPPOSED PAPILLOMA OF OVARY. 

The second specimen is from a young girl about 18 years 
old who had suffered since childhood with pain in the right 
ovarian region. When 12 years old she had an attack of 
scarlet fever, and she dates her trouble from that. Two or 
three years afterward she had what she called inflammation 
of the bowels, with pain in the right side, and since that time 
she has now and then suffered with pain in that side, with ele- 
vation of temperature. That was her condition when I sa-vy 
her two or three months ago ; the right ovary was enlarged 
to the size of a small egg, tender and movable. I advised the 
removal of that ovary as the only sure cure, and after some 
hesitation she consented. The ovafy ruptured during the re- 
moval and some soft matter escaped ; it appeared like pro- 
liferating granulations — there did not seem to be any fluid in 
it whatever. She made a good recovery. This specimen 
was submitted to a pathologist for examination, but was re- 
turned without any diagnosis. The only diagnosis I can make 
is papilloma of the ovary without any fluid collection. 

REMOVAL OF OVARY AND TUBE. 

The third specimen is a tube and ovary that do not appear 
very abnormal, and it may seem that it mi^ht have been just 
as well to leave it where it was. The history of the case may 
explain the removal. The lady was confined some nine or 
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ten months before the operation, and had been sick in bed 
ever since. By examination the uterus was found not en- 
larged and in a normal position, but back of the same could 
be felt a large tumor about three and one-half inches long and 
two and one-half inches broad, with the longest diameter up 
and down, and a cord could be felt running from the right 
side of the uterus toward this mass. The lower part of the 
mass was extremely tender, and it was supposed at the time 
that the middle of the mass constituted a pyo-salpinx which 
had caused her all this trouble and still kept up irritation 
■enough to explain her sufferings. She submitted to an ope- 
ration, and this tube and ovary were shelled out from the 
eeutre of the mass. There did not seem to be any pus in it, 
and I thought for a minute of leaving it inside of the abdo- 
minal cavity ; but, considering all the mischief it had done al- 
ready, I thought it more prudent to remove it. She made a 
good recovery, but left the hospital while I was away from 
^e city, and I have not been able to trace her since, I should 
have been interested in ascei-taining how far the mass had 
disappeared. 

SALPINGOTmirT, 

The fourth specimen is a pyo-salpinx removed three weeks 
ago. This was another puerperal case. The patient, a girl, 
was delivered at the County roorhouse three or four months 
before the operation, and had been sick ever since. She was 
well enough to go home for a while, but was not able to do 
anything, and came into the County Hospital in a miserable 
condition, with extreme suffering and a temperature running 
sometimes above 103°, and with her mind seriously affected. 
She acted very queerly at all times, and there was but one 
opinion in the ward about her being insane. I was successful 
in removing this mass whole. You can see the tube twisted 
upon itself, with the fimbriated extremity firmly adherent to 
the ovary, and with the same forming a cavity full of pus. 
There is no doubt about there being pus there, because at the 
time of operation pus came oozing out of the small lumen of 
the tube where it was cut off. She made a good recovery, 
and what is not the least interesting part of the history is that 
her mental condition has impi’oved remarkably. In fact, 
from the time she woke up after the operation she has shown 
no sign whatever of insanity. 

Dr. Henry P. Hewman read a paper on 

THE REMOTE RESULTS OP SHORTENING THE ROUND LIGAMENTS 
FOR UTERINE DISPLACEMENTS BY THE DIRECT METHOD,’ 

Dr. a. W. Abbott (of Minneapolis, Minn.) — In making up 
I See original article, page 257. 
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•our miuds about any operation we ought not to be too en- 
thusiastic . over it because it is theoretically gpod, nor should 
we laugh an operation down until sufficient time has elapsed 
and we have, given it a practical trial. I had, previous to 
hTovember, 1888, operated upon twenty cases. Nineteen of 
these I have the history of and can give you my experience 
in. reference to them. I assure .you, gentlemen, that these 
statistics are absolutely correct, so far as I can make them. 
There is no prejudice about it one way or the other ; _ I 
give you the facts just as the cases stand to-day. I will 
not weary you with any detail of the eases, but just give 
a summary of some few points in reference to them. There 
were nineteen of the cases operated on up to November, 
1888, which would make them all over two years old. I 
would say that these operations were all made, not for pro- 
lapse, but for retroflexion of the uterus. I followed Dr. 
Alexander’s method as closely as possible in all these opera- 
tions. I had no difficulty whatever in doing the operation in 
any case. I have never found a ease in which the ligaments 
were lacking, and never found a case in which there was any- 
thing of the trouble which has been described by some in 
doing the operation. If Dr. Alexander’s method is followed 
implicitly, I think the operation is simple and easy ; and at the 
.same time I think Dr. jNewman’s ideas are correct, and should 
he inclined to think his operation a good moditication, for the 
reasons he gives. Out of these 19 cases there are 13 in which 
the position remains normal to-day or when last seen, and out 
of these 13 cases 11 have improved and 2 have not improved ; 
so that out of the 13 cases which are anatomically successful, 
there are therapeutically 2 which are not successful. Of 
those in which the position is not improved — namely, 6 — in 

3 the symptoms are improved. Of the total number of 
operations, the symptoms have entirely disappeared in 10, in 

4 they are improved, and in 5 there is no change. 

There is a point that I have'not seen mentioned in refer- 
ence to this operation, hut which seems to have its influence — 
that is, as to whether the women have borne children or not. 
I find in these cases that 4 of the women who had borne chil- 
dren were not improved and 6 were improved, and of those 
■who had not boi’ne children 8 were improved and 1 was not 
improved. Of the reasons for lack of improvement in some 
of these cases, there were adhesions in 3 eases, and, of course, 
the operation should not have been done. They were among 
my early cases, and I did not realize fully the importance of 
that point. In^ one of the eases which did not improve, the 
tubes and ovaries were subsequently removed at Montreal, 
hut without improving the patient, and it remains a question 
to this day what the cause of her suffering is. In one of my 
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■own cases in wliicli this operation was a failure, I operated 
subsequently for removal of the tubes and ovaries, and the 
relief was perfect. While the operation should never be done 
when there are manifest adhesions, or when there are inflam- 
matory conditions of the ovaries and tubes, there are also 
•certain conditions, which we cannot determine beforehand, 
that are just as liable to render the operation unsuccessful. 
One of these is the extension of the falx of tlie broad liga- 
ment backward to the meso-colon on one or both sides (1 
have seen this in the cadaver in two cases), the effect of 
which is that, if the uterus is pulled up to place, the tension 
of the broad ligament is sufficient to pull it back again.' An- 
other point is unrecognizable adhesion of the fundus of the 
uterus to the small intestines; we can replace the uterus com- 
pletely, but on account of these adhesions the movements of 
the intestines will constantly tend to counteract the effect of 
the shortened round ligaments. Another point is that the 
round ligament, between the fundus of the uterus and the point 
where the peritoneum is reduplicated upon 'the round liga- 
ment, is sometimes so long that, when we get the peritoneum 
•pulled through the internal ring as far as possible, there is 
still such a distance between the two points, and the slack of 
the ligament is so great, that it does not pull up the uterus' 
and does not hold it. Another point now well recognized : 
the round ligaments are sometimes so small and weak that 
they will not afford any strength and are very easily broken. 
I operated in two cases in which I broke the ligament on one 
.side, although I was extremely careful, both of them being 
extremely weak and small. In one case the ligament was 
hardly larger than a knitting needle and very soft. It was 
examined afterwards and' was found to be the seat of fatt}-- 
degeneration ; it would hold nothing. In considering the 
indications for Alexander’s operation, I should limit it to an 
exceedingly small class of cases — i.e., to a class of women in 
whom there had not been the slightest history of peritc- 
nitis. If they had ever had peritonitis, no matter how slight, 
I would not operate. I would avoid every case where there 
was any inflammation of the tubes or ovaries, and would 
eliminate as far as possible the other conditions I have men- 
tioned. Then the question would arise in regard to women 
who had borne children. If I did the operation, it would be 
with the understanding tiiat here success would be extremely 
doubtful. My statistics show that nearly fifty per cent of 
women who have borne children, where everything pointed to 
a favorable conclusion, did not do well, and the uterus finally 

' Dr. Hendricks, Prof. Anat. Med. Dept. University of Minnesota tells 
me that he has made the same observation. ’ 
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retroyerted. While theoretically the operation is first-class^ 
yet in considering the results practically I think the opera- 
tion should be cautiously limited. 

De. F. H. Maetin. — Mr. President, 1 would like to speak to 
some extent in answer to the last speaker. You can always 
make up your mind, when a speaker gets up and attacks with 
considerable vehemence the propositions of another, that he 
will always end his remarks hy presenting a fad of his own ; 
therefore, as soon as I heard the remarks just uttered deroga- 
tory to the successful operations of Dr. Newman, and the 
alarm assumed by the speaker that such results would cause 
everybody to run to the operation, I had no idea but the re- 
marks would end with tamponade, as they did. I believe 
this Society ought to take a broader ground. I believe that 
Dr. Newman’s operations were well selected, and if cases are 
not well selected in this operation, as in any other, failure is- 
inevitable. I believe that Dr. Abbott’s cases were not well 
selected, as he himself admits, and the result is they are not 
all successful. I have done the operation the same number of 
times as Dr. Abbott — nineteen— and I believe my eases were 
not all well selected, because I have had some disastrous re- 
sults. These, however, will not deter me in the least from 
performing the operation in the future ; they have simply 
been grave lessons to me. The cases that were well selected 
I am proud of, and amply demonstrate the jusfifiableness of 
the opei'ation in selected cases. In looking at the cases I 
could get at to day, I find the following results in ten cases, 
that I remember and have seen within a year : seven are com- 
pletely cured, and by that I mean that they are absolutely 
relieved of all their symptoms. We have heard from the: 
previous speaker the astonishing assertion that there is no- 
reason in the world why there snould be any pain or distress 
or sensation from a misplaced uterus, providing the uterus is- 
healthy. The fundus may press upon the rectum, causing con- 
stipation and backache ; or upon the bladder, and cause the 
woman to rise six times a night to pass urine with great dis- 
tress and pain ; there may be hemorrhoids, and dragging upom 
the broad ligaments and ovaries, and all that and much more.. 
Notwithstanding these are symptoms not recognized in the 
practice of the previous speaker, they certainly do occur in 
your practice and in mine. These symptoms are very severe- 
and should be relieved, and can be I'elieved successfully by 
this operation. I believe this operation is only justifiable- 
when the uterus can be retained in proper position by means 
of a properly fitting pessary, without symptoms. In other 
words, if the uterus can be replaced and held in position by 
a Smith’s modification of a Hodge, or by a Hodge, or any 
other well-fitting pessary, and all symptoms are absent, I 
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Tielieve Alexander’s operation, if it can properly be performed,, 
is indicated. I believe also that in those eases alone should 
the operation be performed. The first case 1 operated upon 
which was a failure was a dispensary case, and 1 remember 
it because of the trouble it has given me. The woman is not 
yet well. The uterus is in position; however, there were evi- 
dently adhesions and there is considerable pain and distress 
remaining, and I wish I had not i>erformed the operation. 
The second case was taken to the Presbyterian Hospital a 
year after the operation, and the suffering of that patient was 
simply horrible. She thought she had cancer of the rectum.. 
She was put under ether and an examination made, and what 
seemed to be an adherent prolapsed ovary in the cul-de-sac of 
Douglas was the diagnosis. The case was referred the next 
day to Dr. Parkes, who made an examination and advised an 
exploratory incision. In three or four days an exploratory in- 
cision was made, and the prolapsed ovary in the cul-de-sac of 
Douglas was found, with the addition of a small fibroid pro- 
jectingfrom the fundus of the uterus. The ovary was adherent 
undoubtedly at the line of the operation for retroversion, hence 
aggravated symptoms followed. The ovary was removed, 
and the wound closed ; the woman died in five weeks. The 
third case was a woman who had, I discovered afterwards,, 
pyo-salpiux and enlargement of the ovaries. I know that 
was the case, because the symptoms were so aggravated by 
the operation that I performed abdominal section and re- 
moved the ovaries and tubes with their adhesions, and found 
the cause of my failure. This woman recovered. 

De. T. J. W ATKINS. — I am glad to hear of the good results 
of this operation reported by Doctors Newman and Martin. 
Although it has now fallen somewhat into disuse, it had at 
one time numerous adherents. 

I have done Alexander’s operation only a limited number 
of times, but liave had the opportunity to observe its results 
in a large number of cases. None of these cases were cured 
therapeutically, but in many of them an alleged anatomical 
cure resulted. The snlfering in these so-called anatomical 
cures is caused, in my opinion, either by adhesions, by mallo- 
cation of the uterus, or by continuous strain upon the short-^ 
ened ligaments — that is, muscular strain. 

It has been claimed that the pain in these eases is due to 
adhesions,_but it is difficult to see how this could occur unless 
the operation ^yas followed by extensive pelvic inflammation. 

That the pain is due to malloeation of the uterus seems 
probable, since the mechanical effect of the operation is to 
draw the uterus upward and forward, and thereby to partially 
obstruct the pelvic circulation and to change the direction of 
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.the intra-abdominal pressure upon the uterus and its appen- 
dages. 

\7hen the patient is erect, a perpendicular line from the 
promontory -of the sacrum passes through the pubes. This 
line is parallel, or nearly so, to the superior strait of the pelvis 
und to the vaginal canal. The location of the pelvic organs is 
almost or entirely posterior to this line. Under these "condi- 
tions the intra-abdominal pressure upon the pelvic organs is 
exerted only laterally. Alexander’s operation draws the ute- 
rus anterior to this line. The direction of the intra abdomi- 
nal pressure is then vertical. 

The pain in retroflexion of the uterus is usually rather the 
result of the uterine prolapse than of its malposition, for the 
pain is usually relieved, without reposition of the uterus, by 
sustaining it in its normal plane in the pelvis, Eetroflexion 
seldom if ever causes pain until prolapse occurs. 

Prolapse of the ovaries should not, I think, be considered 
an indication for Alexander’s operation, for, if their descent 
is due to malposition of the uterus, they require no attention 
except that provided by repositing and sustaining the uterus 
in its normal position. If the prolapse of the ovaries, how- 
ever, is not a result of malposition of the uterus, Alexander’s 
operation will not relieve it, for then the descent of the ova- 
ries is due to rupture or stretching of the tissues which nor- 
mally retain them in position. 

Dr. a. W. Abbott. — I have nothing further to say, except 
to call attention to two points. One is that, after some of 
these operations — I think three — there was a pain which the 
patients ascribed, not to the position of the womb, but to the 
position of the ligaments, describing it as a sharp pain when 
they exercised a good deal ; and I have seen one or two 
others that had been operated on with the same results. I 
do not know but this is the fault of the operator, and perhaps 
it would not be so with Dr. Newman’s method. The other 
is a contra-indication to the operation whicli I did not men- 
tion, but which I have found on several occasions — that is, 
a pendulous ovary, with the mesovarium so long that, even 
after the uterus is put in place, the ovary will hang down in 
the Douglas’ cul-dc-sae. These cases are not fit for the ope- 
ration. 

The twentieth case I have not placed in the table, as the 
patient died, a week after the operation, of peritonitis, due 
largely, I think, to an accident. Her husband was an epilep- 
tic, and upon the second daj*, while stepping over her, had a 
seizure and fell with his whole weight (175 pounds) upon her 
abdomen. 

Dr. H. P. Newmajst, in closing the discussion, said : I have 
little to say, as some of the criticisms made to-night have 
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loecH based on tbeoretical grounds, and by those evidently un- 
familiar with the operation; for these objections have been 
previously made and long since refuted by the clinical expe- 
rience of eminent operators. 

As regards success in these cases, they were well selected, 
with one or two exceptions. The first was a very troublesome 
case, one that I supposed would be a failure. There were 
some adhesions from previous pelvic inflammations, and, fol- 
lowing the operation, the pain was increased, probably from 
the position in which the uterus was held by the ligaments 
being shortened. However, pregnanc_y followed, and the pa- 
tient is now cured. In the other instance the patient lives 
in Nebraska, and I iiave not as yet been able to get an intelli- 
gent description of lier case, particularly as to the position of 
the pelvic organs. "When I heard from her last spring her 
condition was one of freedom from her former troubles ; she 
was doing her own housewmrk, and had not suffered a return 
of any of the old symptoms, therefore had not consulted a 
jihysician or had an examination. 

i have had two failures in my more recent cases, but they 
were failures due to my mistaking the indications. , 

In each ease I did the operation for prolapsed, enlarged, 
and tender ovaries, together with bad retroversions^ — ovaries 
that had been in this condition a long time, and where I 
thought that restoring the uterus with the ovaries might 
prevent the necessity of removal. In both instances the sub- 
sequent pain and increase of symptoms induced me to remove 
the ovaries, which proved in each case to be cystic. 

There will always be failures in this operation where it is 
done for indications that Alexander’s operation is not claimed 
to cure. Where done as a conservative operation for restor- 
ing ovaries, their condition not being deflnitely known, there 
is always an element of uncertainty and always a possibility 
of failure ; but the failure should not be referred to the opera- 
tion, but to the judgment of tlie physician. 

In regard to the method I have brought foi’ward,the points 
that I have stated, I think, are well taken, and, if put in prac- 
tical use, will perhaps be better realized than they can be by 
•simply hearing theui tabulated here. I think some of the 
cases Dr. Abbott referred to might possibly have been fol- 
lowed by better results, certainly in finding larger and better- 
developed ligaments, if the operation had been done after the' 
high or direct method. 

You know the distribution of the round ligament begins 
before it escapes from the abdominal ring, and consequently 
in dissecting the ligament from its attachments, as is necessary 
in the old operation, some of its fibres are destroyed and the 
ligament weakened. 

24 
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It stands to reason t]iat drawina: upon tin's weakened liga- 
ment may cause stretching in tbemgninal portion, rather than 
pulling on the abdominal portion, wiiich is essential in restor- 
ina: the uterus to a normal or anteverted position. 

In upward of thirty eases, my own and those of others using 
the direct method, as many pairs of strong, well-developed 
ligaments have been found — this in significant contrast to the 
atrophied and attenuated atfairsspoken of by those still using 
the old method of operating. 

In regard to the point brought out by Dr. Watkins, as to 
putting the uterus in too high a position, it must he, remem- 
bered that the round ligaments are not suspensory in the 
sense of holding the uterus up, they simply antevert the uterus 
and hold it forward across tlie brim of the pelvis ; and from my 
own experience in operations, and from repeated e.xperiments 
made upon the cadaver, I believe they are capable of doing 
this in all cases where there are no adhesions. In short, there 
ought to be no anatomical failures in properly selected cases. 

I have yet to know of a single physician, who has operated 
any number of times, using an improved method, who has not 
met with good results, and with whom the operation has not 
gi’own in favor. 

Dr. Bayard Holmes then read a paper on 

THE TREATMENT OF ACUTE ANE.MIA BY. INFUSION.' 

Dr, Parkes. — I should ask what effect Dr. Holmes found 
was produced by the introduction of a quart of this solution 
in the back — I mean locally, the amount of distention ? I 
know personally of two instances in which this method was 
adopted, apparently with perfect relief. One I saw prac- 
tised by Prof. Schede in a young fellow about 16 years of 
age, upon whom he had previously done an operation on the 
lower end of the femur, and some two weeks after this opera- 
tion the young fellow was taken, the wound unhealed, with 
a severe and profuse hemorrhage and nearly bled to death. 
He was brought to the hospital one afternoon, and Prof. 
Schede injected this solution of salt — one teaspoonful of 
salt to a quart of water — I should say a pint of it, into the 
boy’s body, with apparent restoration of vitality ; at least 
his pulse was perceptible afterwards and his general appear- 
ance much better, so that Prof. Schede went on and secured 
the vessels in the popliteal space. ' 

In another operation, by Prof. Leopold, be transfused a 
solution of a teaspoonful of salt to a quart of water two 
days previous to doing an abdominal hysterectomy for a. 
bleeding fibroid ; the woman had bled so badly that she was 

' See original paper, page 881. 
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practically exsanguiHatecl. Appai'cntly the hysterectomy was 
clone without any more effect upon the patient than the ope- 
ration would have caused under ordinary circumstances. 

I have also seen two cases in ^yhich there lias heen direct 
transfusion of defibrinated blood, with a very small apparatus^ 
in which the effect was that of restoration or restitution of 
the patient from the effects of profuse hemorrhage. In botli 
tliese instances the direct transfusion of blood was made witli 
the ordinary black hard-rubber ounce syringe. The opening- 
' was made directly into tlic vein and the blood injected intO’ 
it ; four syringefiils only were introduced in each case. 

De. F. 11. Martin. — Mr. President, I would like to express-, 
my admiration of this little machine. I must confess that 
when I telephoned Dr. Holmes, asking him if he could jier- 
form transfusion, and he very positively said he could and 
that he bad the apparatus, I was delighted. 1 was very much: 
surprised, when he came, to find that the whole apparatus was- 
contained in this little box, I expected Dr. Holmes would’ 
come with a sheep or a negro, or something, of that kind, 
from which blood would have to be drawm and defibrinated, 
etc. He, however, accomplished the end with astonishing 
quietness, without any fuss or turmoil at all, and it certainly' 
had a wonderful result in reviving the patient. 

The President. — The apparatus is substantially the one; 
employed by Miinchmeyer, plus the Allen pump. One; 

‘ theoretical objection to this method has been advanced by 
Prof. Schafer. From his experiments on dogs he has demon- 
strated that in many cases death from hemorrhage is due not 
so much to loss of fl,uid as to loss of corpuscles. In these 
cases the injection of a physiological salt solution will prob- 
ably accomplish no great good. I saw Dr. Holmes transfuse.- 
in the case of extra-uterine pregnancy. The hemorrhage was. 
into the sac behind the peritoneum, and due to the detach- 
ment of the extra-uterine placenta. The woman was pulse-: 
less, pallid, and you could scarcely hear the heart beat by ap- 
plying the ear over the precordium. Her skin was leaky and 
she was in the most profound condition of collapse, shock, and! 
hemorrhage I have ever seen an individual in and still survive... 
The transfusion was made in the subcutaneous tissue about 
the lower angles of the scapula and over the small of the back.. 
I rubbed the salt solution in as Dr. Holmes injected, and the 
fluid was very easily dispersed throughout the connective tis- 
sues, and without apparent local reaction. We did get a little, 
emphysema over the loins, but that was due to the insertion 
of the needle, for which I was accountable. The effect in that 
ease seemed to me to be magical ; within six hours after the 
injection the pulse came up, and the next morning the woman 
got out of bed and walked around the room. In addition to^ 
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this, however. Dr, Mattison injected a quantit_y of peptonized 
milk into the rectum. Either as tlie result of the salt solution, 
or ',the enemata, or the wonderful tenacity of life that some 
Germans in particular seem to manifest, or of all three fac- 
tors, that woman recovered. 


TRANSACTIONS OP THE OBSTETRICAL 
SOCIETY OP CINCINNATI. 


Regular Meeting, October 9M, 1890. 

Tlie President, W. H. Wexning, M.D., in 'the Chair. 

De. E. S, McKee read a paper on 

OBESITY IN ITS RELATION TO MENSTRUATION AND CONCEPTION.* 

Dr. Julia Carpenter said she had had some experience in 
reducing weight, but was hardly able to express an opinion as 
to whether obesity was the cause of sterility or not. She had 
been quite successful in reducing the weight of obese persons. 

She cited the case of a lady, 29 years old, with an exces- 
sive amount of flesh. Ordered milk diet, one ounce every two 
hours; added a little soda to prevent constipation. Patient 
continued to do some house work, and in a short time breathing 
was much easier, so much so that she could run up and down 
stairs without difficulty. The milk diet was gradually left 
ofi and the patient allowed the ordinary diet, but after a few 
months she began again to take on flesh and is now as large 
as at first. 

Dr. G. S. Mitchell said it was hard to determine where 
obesity began and. where healthy nutrition ceased. Physiolo- 
gists are agreed that obesity, properly speaking, is a perver- 
sion of healthy nutrition, and that there are many causative 
factors. Heredity is one of the important factors ; the circu- 
lation is sluggish, the number of red corpuscles comparatively 
few. 

It is known that there is an intimate relationship between 
sexual relation and obesity in animals and eunuchs. Whether 
it is directly the eause of sterility, he cannot from his own 
experience express an opinion. He could recall several very 
large women who were very prolific, also many with scant men- 


' See original article, page 295, 
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stiTiation wlio were prolific; yet, generally speaking, scanty 
menstruation and obesity go together. 

He remembers to have seen in the altitudes of Tyro.l cor- 
pulent persons lose sixty to seventy pounds during a six to 
eight weeks’ course drinking chalybeate waters. It is a recog- 
nized fact that obesity is not found in, mountainous regions. 

Anything that improves the nutrition lessens the amount of • 
flesh. The very treatment that makes lean people fat makes 
corpulent subjects lean. 

Dk. Reamy said, with reference to the remarkable reduc- 
tion of obesity obtained in Dr. Carpenter’s case, there could be 
no marvel, for the small amount of food allowed this patient 
by Dr. Carpenter was about equivalent to starvation. He 
could not, therefore, commend the treatment. The same rea- 
sons would explain tlie rapid recurrence of obesity when this 
patient was allowed liberal diet. 

The important question to be considered in such eases as 
those presented by Dr. McKee is : Does the patient actually 
suffer of obesity associated with anemia? This is a diseased 
state, associated with which sterility is quite common. He 
had noticed some curious clinical facts. "Women who have 
been married from three to five years, who seemed before 
marriage to be in good health, except slight dysmenorrhea, 
but who were of rather spare habic before marriage, seek the 
advice of a physician, as above stated, three to five years after 
marriage. 

They are now obese, increasingly so ; they are sterile ; men- 
struation is very scanty, not necessarily painful. An exami- 
nation will disclose that the cervix is atrophied, presenting 
to the examining finger the conditions of the infantile cervix. 
And this notwithstanding the fact that at the time of mar- 
riage the cervix was normal in size, thus separating such cases 
from the usual eases of infantile cervix. This condition, as 
is well known, is a failure of development, and therefore is 
from childhood. In these women the sexual propensity and 
power are not diminislied. The neurotic state usually present- 
ing in such subjects — apparently largely due to the intense 
but imgratiiied desire for children, associated with the fact 
that ordinarily the physician can promise no relief — makes 
them truly objects of pity. 

The speaker had in a few instances, but very few, been suc- 
cessful in the treatment of such eases by dilatation of the cer- 
vix and the alternate use of the galvanic and faradic currents. 
Hut failure in the treatment of such cases is far more fre- 
quent than cure. 

In other cases, a few years after marriage the sexual desire 
and capacity are abrogated from causes which cannot be de- 
tected, no physical change in the ovaries or condition of cer- 
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vix being detected, but obesity rapidly supervening upon 
abrogation of the sexual desire. There are questions con- 
nected with this whole subject which need to be worked out. 

Dr. E, S. McKee, in closing, said that in answer to Dr. 
Kearny’s question, whether obesity caused sterilit}' or sterility 
obesity, lie believed, Avith our knowledge of to-day, no one 
could answer. There was hardly any doubt but that certain 
cases of anemia induced obesit}’. He remembers a ease that 
had been sterile for nineteen 3’ears, and, after a course of 
treatment with Bland’s pills, became pregnant. The speaker 
thinks that the two are closely united, and if Ave can cure the 
•obesit}- there is hope of likeAvise curing the sterility. 

Dr. Rufus B. Hall reported 

A CASE OF SUPRAVAGIKAL HYSTEREOTOMA', 

when he removed the uterus at the vaginal junction, and 
exhibited the specimen, Avhich Avas removed twenty-four 
ago. The specimen weighed six pounds, and had both 
ovaries and tubes attached. 

Mrs. G., age 34-, widow seven ^-ears, mother of one child 9 
years old. Was sent by Dr. Culver, of Kingston, 0. She had 
sought relief in vain for several 3 'ears. The tumor Avas first 
noticed five years ago, since Avhen she has had hemorrhage at the 
inenstrna ‘1 period, lasting ten to fifteen days, until nine months 
ago. Since that lime the hemorrhage has been so severe that 
■she could leave her bed but little, and latel_y she bled so 
freely that she could not leave her bed at all. The tumor 
filled the pelvis and pressed so much on the rectum and, blad- 
der that she suffered greatly on that account. Both broad 
ligaments were involved. At one time she was a strong, poAV- 
■erful woman. Of late she has lost flesh and has become much 
•depressed, finding that she could no longer make her living, 
;and having no friends to fall back upon. After the opening 
Avas made and the tumor pushed out, Avhen tlie pelAue por- 
tion could be examined, it seemed as if it AAmuld be impossible 
to secure this tumor by any extraperitoneal method, the base 
"being as thick as any portion of the tumor and extending 
•across the pelvis. But b.y the aid of Tait’s I’ope clamp it was 
possible to make a pedicle after the plan of Bantock. With 
great tension the stump Avas brought into the wound and 
secured. This made the drag excessive. She required large 
doses of morphia for the first tAvo weeks. Recovery Avas 
uninterrupted. When the clamp was removed a cavity 14 
inches by 2 inches and 1-4 inches in depth remained, Avhich is 
filling up rapidly. The patient is uoav convalescent. 

Dr. Hall also presented 
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OVARIES AND TUBE 

retnoved yesterday. The left ovary had coniained a cyst as 
large as an English walnut. While removing the ovary the 
outer coat gave way, and the cyst was removed without rup- 
turing it, and presented to the Society. The ovary was 
partly destroyed, and in the broad ligament on the same side 
there are two parovarian cysts as large as a hickory nut, and 
another small one. The tube and ovary from the right side 
did not appear to be extensively diseased, yet the ovary was 
adherent to intestine. They were removed on account of the 
presence of a uterine fibroid, as large as a black walnut, in the 
anterior wall of the uterus. 


TRAETSAOTIONS OF THE OBSTETRICAL 
SOCIETY OP LOHDON. 


Wednesday, Decemher 2>d, 1890. 

A. L. Galabin, F.R.C.P., President, in the Chair. 

Specimens. — Dr. Aust-Lawrence : (1) Large Polyjioid 
Myoma ; (2) Calculi from the Female Bladder •, (3) Cast of a 
Stone, with a Hairpin as its Nucleus, from the Female Blad- 
der. Dr. Percy Boulton ; Calculi from the Female Bladder. 
Dr. Dakin ; An Eight-months’ Fetus with Atresia of the 
Anus. Mr. Meredith : Ovarian Cyst with Papillomatous 
Growth complicating Pregnancy. Mr. Gow : Lympho-Sar- 
coma of the Uterus. Dr. Phillips : Ruptured Uterus due 
to Yiolence during Labor. 

Dr. Aust-Lawrence read a paper 

ON THE OPERATION EOR RESTORING THE PERINEAL BODY IN 
COMPLETE RUPTURE OE THE EEMALE PERINEUM. 

Out of 30 cases, 28 succeeded at the first operation, the 
other 2 after a second operation. All the cases suffered from 
incontinence of feces and inability to restrain flatus, the rup- 
ture in all being completely through the lower portion of the 
rectum. He believed that the loss of the supporting and re- 
straining power of the levator ani was an important factor, 
the rectum retracting out of the way of the grasp of the peri- 
neal muscles. The rectum should be freed from its attach- 
ments in its abnormal situation, and brought down and fixed 
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in its proper place. The operation he recoininencled was 
that known as splitting the septum, for the first idea of which 
he was indebted to lEr. Lawson Tait. He then related de- 
tails of a case. He operated, as a rule, three dajs after a 
inenstrual period. The bowels were made to act well each 
da}-^ for one week prior to the operation, but no action was 
solicited on the day of the operation. For one day beforeand 
ten aftei', oidy liquid nourishment was given. Ho opium was 
given. The catheter was used eveiy eight hours. One week 
after the operation the bowels were relieved b3’^ repeated 
small doses of conf. seunae et sulphur, and daily evacuation 
M^as subsequently obtained. The sutures were removed on 
the tenth to the fourteentli day. The,y were made of carbol- 
ized silk. Minute details of the operation were then given. 

De. Peect Boulton read a paper on 

THE PUESE-STEING SUTUEE : ITS USE lU C0:MPI,ETE EUPTUEE OF 

THE PEEINEUM. 

The paper describes an opei-ation wliich the author has em- 
ployed successfully in seventy-three eases of complete rupture 
of the perineum- The method of using the jmrse-string 
suture is e-vplained, and it is claimed that Ity means of it the 
sphincter aniismore perfectly restored than by other methods 
of operating. 

De. John Phillips said his own experience was entirety in 
favor of the purse-string operation. He had operated nine- 
teen times with seventeen successes. He generalty left a 
gum-elastic catheter in the rectum after operation, to give 
exit to tiatus. He obtained bowel action on the fourtJi day. 
He considered catgut the best ligature. 

He. Horkocks said that his colleague, Dr. Galabin, and 
himself, at Guy’s Hospital, used catgut for those ligatures 
Avhich were tied in the rectum, and silkworm gut for the 
rest, because it had been found that in removing the ligatures 
there was a danger of breaking down the new tissue, and so 
impairing to some degree the successful result of an opera- 
tion. The catgut required no removal, and could be left to 
absorb. The surface ligatures were easily accessible. 

De. William Duncan considered transverse sutures in the 
torn septum I’^ital to the success of the operation. He bad 
seen several cases where, after the flap-splitting operation, 
the reunited perineum had stretched, rendering a second ope- 
ration necessary. He now preferred to have the bowels open 
daily instead of having them locked up for several days. 

De. Handfikld- Jones was unable to accept the view that 
the rectum was drawn upward, and needed to he freed and 
drawn down at the operation. The edges of the torn rectum 
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•were rolled outward aud forward by tbe retractiou of the 
elastic tissues to'wards tlie iscliio-rectal fossjB. Similarly tlie 
mucous membrane of tbe ruptured posterior vaginal -wall was. 
drawn outward and backward. 

Dr. Heywood Smith refeiTed to Dr. Duke’s modification 
of the fiap-splitting operation. He thought it was best to 
get the bowels opened the da}' after the operation, and on 
every subsequent day, by small doses of castor oil, as then 
there w'as less chance of tlie newly adhering parts being torn 
through. 

Dr. Gebvis said he had used the purse-string suture for 
many years. He used fine catgut in repairing the laceration, 
and cut them ofi short on the rectal side. He had seen 
many excellent results from the quill sutures. 

Dr. Playfair thought the subject had been ivell -n’orked 
out, and that there was but little new to say. He had ob-^ 
tained success with many different plans of operation. He 
thought Mr. Tait’s flap-splitting operation was to be selected 
when the recto-vaginal septum ivas not torn, and some other 
procedure w'hen it was torn. He always used buried catgut 
sutures for the split, and of late years had discarded silver 
wire for chromic gut. As to the purse-string, it was obvi- 
ously much the same tiling as the lower suture described by 
Thomas. It should be inserted low dow'ii on either side. 

Dr. Aust-Lawrenoe, in reply, said that his illustrations 
had been used for simplicity, and not with any idea of their 
scientific correctness. 

Dr. Percy Boulton, in reply, said that nothing raised the 
ends of the sphincter to the middle of the perineum so well 
as the purse-string suture used in the way he recommended. 
In some cases where the stitches cut through early, he let go 
the purse-string suture after three or four days. This suture 
(1) raised the ends of the retracted sphincter, (2) dre^Y dowm 
the recto-vaginal w'all, aud (3) made the rectal tear doubly 
secure ; onlyyu the last point was it truly a suture. He pre- 
ferred silver wire for all the sutures, and used it in two 
thicknesses: Ho. 5 for the purse-string, and slightly thicker 
for the perineum stitches. He thought they cut less than 
gut and kept the parts more at rest. 

Dr. Leith Hapier read a paper on 
habitual abortion. 

Some authorities assert that “habitual” abortion is often 
due to^ indefinite sources of uterine irritation impossible to 
recognize. Others esteem syphilis as the most common cause 
of habitual abortion. Both views are disputed. Apai't from 
disease, malformation, or physiological ineompeteney, there is- 
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Eo ‘‘habit ” of abortiBg. The pathology of “habitual ’’ abor- 
tion is the same as that of ordinary or single abortion. 

More than half the cases are due to uterine congestion or 
disease, and only 9 per cent to s^'philis. Eeflex causes are 
discussed ; at most only 7 per cent are truly reflex. 

Syphilis is much more commonly the factor of premature 
birth than of abortion. Sevent 3 ’'-seven per cent of women 
subject to “ habitual ” abortion are either nulliparous gravidfe 
who begin their obstetric career by frequent abortions, or 
multiparous women who often terminate fecundity by re- 
peated abortions. 

Women who habitually abort are, as a class, very fertile. 

“ Habitual ” abortion is highlj’- amenable to treatment. 
Over 67 per cent of the patients were delivered at term after 
■cure of the cause of the “ habit.” 

Dk. ■ Phillips ashed if the author had included under the 
term rejiex those eases in which no apparent cause could be 
discovered. He bad lately treated two such cases by free ad- 
ministration of viburnum prunifoliuin, with the result that 
both had gone to full term. 

Dr. a. Route alluded to paternal albuminuria as a cause 
•of recurrent abortion. 

Dr. Handfield- Jones thought the importance of cardiac 
incompetency as a cause of repeated abortion had been over- 
looked in the paper. A failing left ventricle led to sluggish 
circulation in the uterus, and, as a result of this, to extravasa- 
tion of blood between tlie membrane and the muscular wall 
of the uterus. Hence the good results by administering car- 
diac stimulants. The term “ habit of abortion ” was unscien- 
tific; there Avas always a pathological cause. 

Dr. Leith Hapier, in repljq said be bad wholly avoided 
treatment in his paper, but he regarded viburnum with favor. 
He thought congestion of the uterus more important as a fac- 
tor in abortion than retroflexion. He admitted the importance 
•of chronic cardiac disease. 


REVIEWS. 


Anatomy of Ahvanoed Pregnancy and Labor. By A. H. 
F. Barbour, M.D., F.K.C.P. Ed., and J. 0. Webster, M.B., 
M.C. With 16 lithographic plates. Pp. 61. Edinburgh: 
Royal College of Physicians, 1890. 

This is a study of the topographical anatomy of the pehds 



EBYIEWS. 


379 


•and its contents, and of tlie changes and anatomical relations 
that are bronght about during the progress of labor, made by 
means of carefully prepared frozen sections and easts. 

Four bodies were examined ; one dead at the beginning of 
the eighth month of pregnancy ; one with labor just begin- 
ning ; one (unique) toward the end of the second stage ; and 
one just after the completion of the third stage. 

A point of clinical significance in regard to rupture of the 
genital tract is shown in the sections from the third body, 
which demonstrate that the peritoneum in front of the uterus 
is drawn upward out of the pelvis, so that the portion of the 
genital tract within the pelvis has peritoneum in relation to it 
owly posteriorly. 

Other sections of this same body confirm the view advanced 
by Barbour in former papers that the placenta does not be- 
come separated during the second stage of labor as the result 
of diminution of its site. 

From a cast of the child at the end of the second stage, we 
see that the flexion of the head normally present during preg- 
nancy has heeu diminished rather than increased during labor; 
and from the study of other frozen sections of the same stage, 
Barbour holds that it is doubtful whether we should describe 
flexion as one of the movements of normal labor. The body 
of the fetus as a whole shows an elongation of the oval of 
pregnancy into a cylindrical form. This elongation has been 
noted clinically, but no direct anatomical proof has been ad- 
vanced until Barbour obtained this unique cast. 

The sections of the fourth body afford valuable information 
of the normal conditions after the expulsion of the placenta. 
The pelvis is shown to be completely filled by the uterus, so 
that the latter compresses all the extra-uterine structures 
against the bony wall and the pelvic floor, and thus greatly 
interferes with the flow of blood in them ; for this reason the 
general bloodlessness of the pelvic contents was very notice- 
able. It would seem that for some time after delivery the 
pelvis is plugged by the great mass of the uterus, and that 
bleeding from its inner surface is prevented and retrogressive 
changes in its substance rapidly started through the checking 
of the blood supply, not only as a I’esult of retraction and con- 
traction of the muscular walls of the organ itself, but also 
through the mechanical pressure of the uterus as a whole 
upon the broad ligaments and the tissues lining the pelvic 
wall which contain the greatly enlarged vessels leading to it. 
In speaking of hemorrhage from a lacerated cervix, Barbour 
says : “ The uterine body compresses the lower uterine seg- 
ment and cervix against the pelvic floor ; the cervix, however, 
from its position is little affected by this pressure from above, 
and, together with the vascular vagina, vulva, and perineum, 
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becomes congested and eccbymosed, in sliarp contrast to tliC’ 
bloodless tissues in the upper portion of the pelvis.” If the- 
cervix has been torn during labor, and especially if the lacera- 
tion have extended into the parametrium — rich in venous 
sinuses — we can understand how it is that there ma}' often be 
a considerable amount of hemorrhage. Should this not be 
readily checked by the ordinary' means (hot douche), pressure 
of the uterus against the pelvic floor must tend to check the 
bleeding by diminishing the flow of blood to the lower ute- 
rine segment and cervix. 

The greater frequency of hemorrhage after the end of the 
third stages in cases with either abnormally large or small 
pelves, is accounted for b}' the fact that in a contracted pelvis 
the body of the uterus stands above the brim, the lower ute- 
rine segment being elongated and lax. There being no pres- 
sure exerted either toward the bony wall or pelvic floor, the 
whole pelvis is engorged with blood. In a kyjyJiotic pelvis the 
uterus sinks down, but, owing to the great size of the pelvic 
cavity, it can be of no use as a plug in hindering the flow of 
blood to itself and to tlie other contents of the pelvis, so that 
in both these cases the conditions favor e.xeessive bleeding 

B. H. w. 

'Sterility IN "Women ; Including its Causation and Treatment. 
B.y ArthukW. Edis, M.D. Lond.,r.Il.C P., Senior Physician 
to the Chelsea Hospital for Women, Late Obstetric Physi- 
cian to the Middlesex Hospital, Late President of the- 
British Gynecological Society, etc. Pp. 112; 33 illustra- 
tions. Philadelphia; P. Blakiston, Son & Co., 1890. 

As its author states in his preface, this work is practically 
a reproduction, with certain additions, of a portion of his 
“Manual of Diseases of Women ” published in 1881. While- 
at that time it fairly represented the prevailing teachings 
upon this subject, it is now fully ten years behind the times. 
Much of its teaching is entirely obsolete, and all that it con- 
tains of value can be found in any good modern text book on 
gynecology. Great sti’ess is laid on the influence of uterine 
displacements per se in inducing sterility, and on their treat- 
ment bj’’ pessaries, while scarcel}'^ anything is said of the 
complicating conditions, the endometritis or tubal troubles, 
which are now considered the important factors. Por “ste- 
nosis of the os internum ” the author recommends dilatation 
by steel dilators or by the practically obsolete sponge tents, 
using the latter with no efficient antiseptic precautions, and 
naturally finding that after their use “ nausea or vomiting, 
heats and chills, at times occur,” and that “ the pulse may in- 
crease considerably in frequenejrand the temperature run up.” 
In flexions the intra-uterine stem is favored, no less than 
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■eight heing figured in the text, and is advocated with a dis- 
a'egard of important details and cautions which, with several 
other procedures advised, make us consider the book an unsafe 
one to put into the hands of any general practitioner wlio may 
mot appreciate the truth of modern pathology, the value of 
modern aseptic methods, or the risk of permanent injury to 
his patient which their disregard entails.' 

B, n. AV. 

The Johns Hopkins Hospital Hepoets. Yol. II., Fasc. 3 
and 4. Report in Gynecology. By Howaed A. ICellt, 
M.D. Pp. 120, with photogravure plates. Baltimore ; 
The Johns Hopkins Press, 1890. 

These reports appear during the year as several fasciculi, 
which together make a very readable and interesting volume 
of some live hundred pages. They contain medical, surgical, 
and gynecological papers, details of cases, the technique of 
operations, pathological researches, etc. The present fasci- 
culus, by Dr. Kelly, describes the operating room, and the 
aseptic and antiseptic rules in force in his department, gives 
a resume of the laparatomies and other gynecological opera- 
tions performed since his incumbency, and includes papers on 
the Managemeut of the Drainage Tube in Abdominal Sur- 
gery ; the G-onococeus in Pyo-Salpinx ; Tuberculosis of 
the Tubes and Peritoneum ; Ligature of the Trunks of the 
Uterine and Ovarian Arteries as a means of Checking Hem- 
orrhage ; Carcinoma of the Cervix Uteri in the I^egress ; 
Elephantiasis and Myxo-Sarcoma of the Clitoris; Kolpo- 
ureterotomy, etc. 

Quiz-Compends. GrYNECoLOBY. By Heney Moeeis, M.D., 
Late Demonstrator of Obstetrics and Gynecology in Jeffer- 
son Medical College, Philadelphia, etc. Pp. 175 ; 45 illus- 
trations. Philadelphia ; P. Blakiston, Son & Co., 1891. — 
Diseases of Childeen. By Marcus P. Hatfield, A.M., 
M.D., Professor Diseases of Children, Chicago Medical 
College, etc. Pp. 182, with colored plate. Philadelphia ; 
P. Blakiston, Son & Co., 1890. 

The first of these little books is, of its kind, fairly well 
written, the^ portion devoted to gynecological examination 
being especially to be commended. It is, however, elemen- 
tary in scope and excessively condensed, the whole subject of 
tubal disease being disposed" of in less than a page and a half. 

TJie second, on diseases of children, is one of the best com- 
pends that we have seen, and because of its clear style, its 
general completeness, and the skill shown by its author in the 
selection of material, deserves that success in its i^artieular 
branch which has been won in obstetrics by King’s manual. 
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Tkaxsaotions of the American Gynecological Society^ 
Yolume XY. ; pp. 406. YTiii. J. Dornaii, Piiilaclelphia^ 
1890. 

Ah abstract of the more valuable papers and discussions 
making np this volume appeared in this Journal in October, 
1890 (see pages 1099 to 1138), to •svliicli our readers are re- 
ferred. The volume wears its familiar dress, and bears the 
same impress of authority which characterizes the former- 
utterances of tlie society’s distinguished members. 

On Severe Yo:miting during Pregnancy. By Graily 
■ Hewitt, M.D. Loud., F.C.R.P., F.R.S. Ed., Emeritus 
Professor of Obst. Medicine Univ. College, Consult. Obst.. 
Physic, to Univ. Col. Hosp., Late Pres’t Obst. Soc. of Lon- 
don, Hon. Fellow Amer. Gyn. Soc., Obst. Soc’s Berliu 
and Boston, etc. Pp. 148. London and Hew York: Long- 
mans, Green & Co., 1890. 

Two years ago the author published in the Transactions of 
the American Gynecological Society a pajier of some forty 
pages which he has used as a basis in the construction of this. 
The present volume contains a collection, in abstract, of 
authenticated eases published by various authorities during- 
the last twenty-five years, arranged and tabulated so as to 
facilitate their study and analysis, and to enable rational and 
sound conclusions to be drawn regarding the nature and treat- 
ment of the affection. The author holds that there is always 
a cause for severe vomiting in pregnancy, which must be- 
found and corrected. Among the more important causes he 
places displacements of the gravid uterus, thic'kenmg or in- 
duration of the cervix, abdominal tumors, endometritis, alco- 
holism, disease of the abdominal or pelvic viscera, etc. Where 
the cause can be found and removed, cure will probably fol- 
low, though rarely abortion becomes necessary. 

Hysteropexie Abdominale Anterieure et Operations 

SuS-PuBIENNES DANS LES ReTRODEVTATIONS dc FUtERUS. 

Anterior Abdominal Hysteropexie and other Supra- 
PuBic Operations in Uterine Betrodisplacement. By 
Marcel Baudouin. 22 Illustrations ; pp. 416. Paris : Le- 
crosnier et Babe, 1890. 

This very prolix and exhaustive work, while valuable foi- 
reference to one wishing a complete history of these opera- 
tions and their literature to the present time, would have been 
more useful to the average reader had it been condensed one- 
half. 

The general consideration of the various surgical measures 
employed for the relief of backward displacements of the 
uterus; a historical review of true (^intraperitoneal) hystero- 
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pexie, with its indications and contra-indications ; the tech- 
nique of the operations, both extra- and intraperitoneal ;_a 
comparison of the results obtained, etc. — make np the main 
portion of the work. The illustrations are well chosen and 
add much to the clearness of the text. Tlie last one lumdred 
and fifty pa 2 :es include a tabular synopsis of all recorded cases 
and a complete bibliographical index. The author deserves 
credit for his painstaking and careful research. 


ABSTRACTS. 


1. Dimitri, O. H. : Total Extirpation op the Dtbrhs by 
THE Yagina {Beti. des Sc. Med., January, 1891). — The author 
defends very energetically this operation in the case of can- 
cer of the uterus. He supports his position by relating thirty 
operations which were successful — a very i-emarkahle series, 
since the statistics published oscillate between 18 per cent 
(Olshausen) and 60 per cent (Leopold). 

The subsequent history of the operations was interesting. 
Eight times the operation was performed early ; in one the 
return took place in a year after the operation ; the seven 
others, during from one to three years, have shown no signs 
of return. In nine cases the operation was performed when 
the disease was far advanced ; the return of the earliest was 
in a month, the latest eleven months after the ojieration. 

G, P. 

2. JoEisENNE, G. : A Point not Recognized in the Treat- 
ment OP Metrorrhagias {Arch, de Toxicologic et de Gyne-. 
cologie, January, 1891). — The author speaks of the great 
thirst which accompanies various hemorrhages, and thinks 
that in extreme cases, where the hemorrhage has exsangui- 
nated the patient, all drinks should be withheld, and that 
such a course, used with the other means ordinarily employed, 
will moderate, if not suspend, the loss of blood. He claims 
that this is true in cases of epistaxis, hemoptysis, and other 
hemorrhages besides uterine. He cites a case as illustrative. 

g. p. 

3. Roussel, Marie; Sympathetic Troubles of the Heart 
IN Uterine Diseases {These de Paris, 1890 ; Bev. des Sc. 
Med., January loth, 1891). — Cardiac diseases are frequent in 
uterine, ovarian, and peri-uterine affections. They can be 
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described as of four types ; an asystolic type, an arhythniic 
type, a syncopal type, and a latent type. 

In the first the patients present the same form as those of 
the gastro-hepatic asystolici It occurs more frequently in 
'^voinen of advanced age. 

In tlie arhyfchmieal and s^mcopal forms eardiopathic trou- 
bles consist principally in intermittent palpitations, of dyspnea 
•and distress, of lipoihyimia or syncope. They are ordinarily 
coincident with anemia and nervousness. 

The latent type is the most frequent of all. It is charac- 
terized by the e.vistenee of a presystolie murmur, sometimes 
accompanied by a doubling of the second sound. 

These cardiac disturbances are due, according to the author, 
io the increasing vascular tension in the lungs, to the nervous 
excitation, moral influences, and mechanical disturbance. In 
order to cause their disappearance there are different factors 
which must be considered. grace peckhajiE 


NOTE. 


Dr. E. C. Doolet calls attention to an error in the de- 
scription of the operation in his paper on “A Plastic Opera- 
tion Designed to Straighten the Anteflexed Uterus,” pub- 
lished in the February number of this Journal. On page 
14:’6, reading from the seventh line of the third paragraph, 
the description of the operation should be as follows ; 

“ These sutures are not introduced in such a manner as to 
stitch the inti’a-eervical to the vaginal margin of the cut sur- 
face, but the cut surface is folded upon itself in a direction at 
Tight angles to this, «.e., on either side that point, at the mar- 
gin of the os externum where the backward incision com- 
menced, is stitched to the very angle of the incision, so that 
the cut surface is folded upon itself, not from within outward, 
but from before backward. Thereby the os externum is car- 
ried directly back to the angle of the incision.” 

It is not the “ cut .surface’'’’ which is stitched to the angle 
•of the incision, but the '''"point ” where the backward incision 
commenced. 
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The Sloaue Maternity Hospital of the College of Physi- 
cians and Surgeons of New York is situated at the corner of 
Tenth avanne and 59th street. It was erected in 1886 and 
1887 by William D. Sloane, Esq., whose wife, a daughter of 
tlie late William H. Yandex’bilt, endowed the institution by 
making all its beds free in perpetuity. It was opened Janu- 
ary 1st, 1888, for the reception of patients, and np to Octo- 
ber 1st, 1890, 1,000 women have been confined in its wards. 
As it has been pronounced by many physicians, both in this 
country and in Europe, a model lying-in hospital, and as its 
reputation is as yet in its infancy, a short description of the 
25 
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building and, the management of the service may not be out 
of place. 

Its dimensions are sixty-five feet by seventyrfive. It is of 
three stories and an attic. It is built of brick, with mould- 
ings of granite and terra-cotta, and its construction is fire- 
proof throughout. The flooring of the halls and wainscoting 
of the stairways are of white marble ; the flooring of the wards 
and operating rooms is of white vitrified tiles. The surfaces 
of the walls are in hard finish and painted white. 

In the basement are located the laundi’y, the kitchen, the 
servants’ dining room ; the coil chamber and fan for warming 
and ventilation ; a bath room where newly admitted jiatients 
are thoroughly cleansed before going to the wards ; and a room 
fitted with lockers for the safe-keeping of the clothing worn 
by patients on admission. 

On the first floor are the I'ooms of the house physician, the 
assistant house physician, and the matron ; a reception room, 
dining room for the staff, manager’s room, and a large exami- 
nation room. 

On the second floor there are three wards, one containing 
nine beds, the other two four beds each ; a delivery room, 
sleeping rooms for the nurses, and the drug room ; also a 
dining room for women awaiting confinement. 

On the third floor there are three wards similar to those on 
the second, a delivery room, the apartment of the principal of 
the Training School, two isolating rooms for patients requiring 
separation from the rest, and sleeping rooms for ward nurses. 
The total number of beds is thirty-nine. In the attic are the 
rooms of the house servants. 

The warming and ventilation of the building are provided 
for by a fan which drives the air, rearmed by steam-heated 
coils, through ducts to every part of the house. Under a 
moderate speed of the fan engine 580,000 cubic feet of air are 
supplied to the wards per hour. 

The bath rooms, sinks, and water closets are all situated in 
the northeast corner of the building, removed as far as pos- 
sible from the wards and special delivery rooms, in which 
there are no pipes, not even for the supply of water. 

The lying-in wards are used in rotation. Each one, having 
been occupied by four patients, is thoroughly cleaned, the 
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furniture washed with a solution of carbolic acid, and left un- 
occupied, with open windows, for several days. 

Patients awaiting confinement are kept in wards by them- 
selves, and separate from the puerperal women. On entering 
tlie hospital each patient is obliged to take a full bath under 
the supervision of a nurse, plenty of soap heing used and 
special attention given to the hair, which is thoroughly sham- 
pooed with delphinium or ether, or both ; or, if very dirty, 
with bichloride solution. A vaginal douche of bichloride 
(1:5,000) is given and a rectal enema of soapsuds. The woman 
is then attired in clean clothes, the property of the hospital ; 
her own garments being placed in a bag and subjected to a 
heat of 250° F. in a small room special]}' designed for this 
purpose, and afterward stored in a locker in the basement. 
This arrangement is found very useful in protecting the wards 
from vermin. 

The patient is then permitted to enter the ward set apart 
for waiting women, and allowed the following diet : Break- 
fast, oatmeal or hominy, tea or coffee with milk and sugar, 
bread and butter. Dinner, meat, vegetables, bread and butter, 
dessert, soup three times a week. Supper, tea with milk and 
sugar, bread and butter, stewed or fresh fruit. 

All confinements take place in the s^iecial delivery rooms, 
which are located conveniently near the wards. Each of these 
rooms contains a table of special design (see Fig. 1), upon 
which all deliveries take place. Its length is five and a half 
feet ; breadth, twent3'-seven inches ; height, thirty inches. It 
is admirably adapted for operative procedures. The top is 
divided into two parts ; the one on which the patient’s head 
rests being fastened to the legs of the table, and united by 
hinges to the other part, which is movable. By means of a 
screw near the lower end, the foot of the table can be raised 
to any height desired, thus providing for the instant lowering 
of the patient’s head in case of hemorrhage. When covered 
with a double blanket and sheet, it forms a very comfortable 
bed. The bedding is protected by watei'-proof paper, which 
has been found an excellent substitute for the ordinary india- 
rubber sheet, and is used on all the beds in the wards. It is 
a soft .brown paper, very flexible, covered with a thin coating 
of tar, over which is spread a single layer of gauze, which 
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gives it tlie appearance and feel of cloth. It is made for the 
hospital by Messrs. Heald Brothers, 59 Knightrider- street, 
•London, and imported in rolls of one hundred yards each, fifty 
inches wide. Its cost is about six cents a yard, free of duty. 
"Whenever soiled, it is removed from the beds and burned. 

Injections are given by means of fountain syringes. These 
are of agate ware, specially^ made for the hospital. Each can 
has a capacity of two quarts. Hear the bottom of the vessel 
is a projecting nipple, over which is fitted a soft-rubber tube 
joined at the other end to a glass nozzle for insertion in the 



vagina or uterus. When not in use, these glass tubes are kept 
in jars containing a solution of bichloride. 

The house staff is composed of a resident physician, an 
assistant physician, a principal of the Training School for 
Hui'ses, and an assistant. By an arrangement with the Hew 
York Hospital, nurses are received regularly every two months 
from that institution, and given an obstetrical training before 
their graduation. This plan works admirably, and the pa- 
tients have the benefit of intelligent and skilful nursing. 

CONDUCT OF LABOK. 

When a patient is taken in labor, she is transferred from 
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tlie waiting ward to tlie delivery room, where a vaginal donclie 
and rectal enema are given early in the first stage. 

Chloroform is given when necessary in. the latter part of 
the second stage — to the obstetrical, not the surgical degree. 

Delivery usually takes place with the patient lying on her 
left side, if a primipara ; on her back, if a multipara. 

The placenta is expressed by the Crede method at the end 
of fifteen minutes ; one drachm of fluid extract of ergot then 
administered, a vaginal douche of three pints of bichloride 
solution (1 : 5,000) of a temperature of 116° F. given, and the 
uterus held for one hour after delivery, when, if well con- 
tracted, the binder is applied, the patient placed upon another 
table which is provided with wheels, and removed, to the 
ward where she is to remain during the puerperium. The 



perineum, if torn to any extent, is sutured at once with silk- 
worm gut. 

The intra-uterine douche is only given in cases of instru- 
mental delivery or where the hand has been introduced. 

The entrance to the genital canal is closed by an antiseptic 
pad, twenty-eight inches long and eight inches wide, made of 
gauze and filled with absorbent cotton. On the first day these 
pads are changed every four hours; ou'subsequent days once 
in eight hours, the pads being somewhat smaller as the lochial 
discharge diminishes in quantity. 

If after-pains occur, a draught is given containing one-sixth 
of a grain of the acetate of morphia, one minim of fluid extract 
of digitalis, and one drachm of spiritus Miudereri, and repeat- 
ed if necessary. 

The diet during the first day consists exclusively of milk ; 
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on tlie second and third days oatmeal or hominy with bread 
and blitter are given for breakfast, soup with some vegetable 
food and a dessert for dinner, bread and butter with stewed 
fruit for supper. Milk is given between meals. After the 
third day the patient is allowed full diet, similar to that given 
to those awaiting confinement. 

The process of involution is promoted by the administration 


three times a day of 

Extracti Ergot® fluidi Til, xv. 

Extracti Digitalis fluidi HI ii. 

Quini® Sulphatis gr. ii. 


On the sixth day usually the patient is wrapped in blankets 
and allowed to sit up for two hours ; for five or six hours oh 
the seventh and eighth days. On the ninth day the binder 
is removed and patient allowed to walk. On the tenth day, 
if all has gone well, she is discharged — the average stay in the 
hospital being ten days in simple, uncomplicated eases. 

ETo visitors are allowed in the wards. Patients and nurses 
wear only clothes that can be washed, and the physicians sack 
coats of white duck. All soiled articles of clothing and bed- 
ding are put in bags and at once sent to the laundry in the 
basement by means of a copper chute, the opening being in 
the hall, near the wards, and covered by a small iron door. 

Physicians and nurses exercise the most scrupulous care in 
regard to personal cleanliness and disinfection. Before mak- 
ing a vaginal examination the hands are scrubbed and a 
nail brush used ; they are then immersed in alcohol and after- 
ward in a solution of bichloride (1:2,000). Alboline, kept 
underneath a bichloride solution, is used as an emollient. ETo 
sponges are allowed in the hospital, being replaced by absor- 
bent cotton. 

The Newly -'born Child . — The cord is tied a few minutes after 
birth, and immediately afterward one drop of a two-per-cent 
solution of silver nitrate is put in each eye. The rectal tem- 
perature is then taken, the child weighed, wrapped in a blanket, 
placed in a crib, and surrounded by hot-water bags. Each 
child is weighed every morning and has a full bath (tempera- 
ture 98° F.). The cord is dressed with iodoform and bismuth 
subnitrate, equal parts. The mouth is washed with saturated 
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solution of boracic acid. The cbild is put to tbe breast of 
the mother twelve hours after birth for the first time. After . 
Jactation is established, the cliild is allowed to nurse once in 
two houi’s from 6 a.m. to 10 p.m., and again at 2 a.m., ten 

nursings daily. 

The following statistics are of interest : 

TABLE I. 

NATIONALITY. 

Out of the 1,000 women confined, there were born in the 


United States 

377 

Canada 

11 

Ireland — 

....320 

Russia 


Germany 

104 

Switzerland 

8 

England 

52 

Hungary 

5 

Sweden 

32 

Wales 


Scotland 

17 

Saxohy 

3 

Austria 

17 ' 

Norway 

3 

France 

17 

Poland 

4 

Denmark 

4 

Roumania 

1 

East Indies. ...... 


Spain 



TABLE II. 

AGES. 

The oldest patient was 46 years of age, the youngest 12 
years and 10 months; 154 were under 20 years of age, 659 
were between the ages of 20 and 30 years, 171 between 30 
.and 40, and 16 between 40 and 50. 

TABLE III. 

SHOWING THE PROPORTIONATE NHSIBER OP CASES OCCURRING IN 
THE SEVERAL PREGNANCIES. 

Pregnancy, 1st, 2d. 3d. 4tb. 6tli. 6th. rth. 8th. 8th. 10th. 11th 12th mh Total 
JIo. of cases 647 2.32 91 B2 23 11 14 9 10 5 1 2 1 1000 

TABLE IV. 

PRESENTATIONS UNDER WHICH CHILDREN WERE BORN. 


Vertex 


or 

93.6 

per cent. 

Breeclj 

49, 

< ( 

4.9 

C ( 

Transverse 


(C 

1. 

f< 

Shoulder 


<t 

0.5 

u 

Face 

9. 

ft 

(\ 9 

c< 

Brow 


tt 

0.2 

ft 

Foot 

9, 

cc 

ft 0 

tt 

Doubtful 


t< 

0.6 

i< 
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TABLE Y. 

SHO'YIKG RELATIVE FREQTJEHCT OP THE FOUR POSITIONS IN VERTEX: 

PRESENTATIONS. 


Position. 

L. 0. A. 
R. O. A. 
R. O. P. 
L. O. P. 


No. of cases. 


610 

237 

77 

22 


TABLE YI. 


SHOWING THE NUMBER OF CASES REQUIRING OPERATIVE INTERFERENCE,. 
AND OPERATIONS PERFORMED. 


Induction of labor, 

Forceps 

Version 

Craniotomy 


. . 13 cases. 

...83 “ 
...14 “ 

... 3 “ 


Total 


112 “ 


TWIN CASES. 

Of twin cases there were 13, about 1 in 77 of the whole- 
number of women delivered, or 1.3 per cent. 

No. of Cases. Both Males. Both Females. One of each. 


13 3 4 7 

Presentations. 

Vertex in both 6 

" and breecb 4 

“ “ transverse 2 

Breecb or “ 1 


13 

In 7 cases there were two amuiotic cavities and a single 
placenta ; in 6 eases there were two amniotic cavities and a 
double placenta. In no case was there a single amniotic; 
cavity. 

FACE PRESENTATIONS. 

No. of cases. Living. Dead. 

3 3 0 

Two of the patients were delivered by natural efiorts, one 
by forceps. In two cases the position was L. M. A.; in one- 
L. A[. P., rotation, howevei-, taking place, so that it terminated 
as R. M. A. Two children were born alive; the one delivered, 
by forceps was still-born. 
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VERSION. 

This operation was performed fourteen times, or one in 
nearly seventy-one, or 1.4: per cent. The version was podalic 
in thirteen instances, cephalic in one instance. The opera-- 
tion was made necessary by malpresentation in nine cases, in 
four by placenta previa. Of the malpresentations, eight 
were shoulder cases, one a compound of head and foot. Of 
the mothers, three died, or one in five nearly. Two out of 
the three who died were in labor with placenta previa ; the 
third entered the hospital moribund, with the child’s arm 
prolapsed, and a ruptured uterus, and died twenty minutes 
after admission. Of the fourteen cases, six children vfere 
born alive, ten were still-born. Of the latter, four were pre-- 
mature, two macerated. In all the eases where the mother 
died the children were still-born. Of the fourteen cases, six 
were brought by ambulance, in labor. The versions were all. 
performed by the combined external and internal methods,, 
chloroform being used. Details of cases are briefly given 
below : 

Case I. Transverse Presentation', Podalio Yersion . — 
..^t. 29 ; Illpara. Patient came into the hospital in labor,, 
the os being dilated to size of a dollar. Membranes ruptured 
spontaneously, followed by prolapse of right arm. Chloro- 
form was given, the arm returned into the uterus, and left, 
foot brought down. A still-born male child was easily de- 
livered, weighing three pounds, premature and macerated.. 
Mother made a good recoveiy. 

Case II. Twins / Shoulder Presentation / Podalio Yer- 
sion. — .yEt. 29 ; Yllpara. Patient brought by ambulance,, 
after having given birth to a female child at her home. On 
examination a second child was found in an abdomino-ante- 
rior position, the right shoulder presenting, the ainniotic sac 
having ruptured. Chloroform was given, hand introduced, 
shoulder pushed up, and left foot seized and brought down.. 
The child, a male, was easily exti’aeted. Both children were 
small and poorly nourished, labor being premature. Mother- 
did well. 

Case III. Oontracted Pelvis; Plaeenta Previa.— Th\?, case: 
is described under Placenta Previa (vide Case I.). 
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Case IV. Placenia Pr'evia. — (Vide Case II., Placenta 
Previa.) 

Case V. Left Shoulder Presentation. — Mt. 30; third con- 
^.nement. Patient brought in by ambulance, in labor, child’s 
elbow being in the vagina, os fully dilated. Hand drawn 
■down to determine position ; found to be the left hand, with 
head on right side. A hot douche of bichloride solution was 
given (1 ; 5,000), chloroform administered, hand returned 
into uterus, head pushed up by external manipulation, right 
leg seized and brought down, and head extracted by the 
Smellie-Veit method. The left arm became extended, and 
in sweeping it over the face the humerus was fractured. The 
■child was living. "Weight, seven jiounds four ounces. Mother 
made a good recovery. 

Case YI. Twins Compound Presentation of Second 
Child. — Mt. 30 ; third confinement. First child inesented 
by the breech and was born without difiiculty ; weight, five 
pounds four ounces ; living. Membranes of second child 
were ruptured, and head and foot presented. Bipolar ver- 
sion was performed, the head being pushed up and the foot 
brought down. A living male child, weighing nine pounds 
four ounces, was delivered, the after-coming head being ex- 
tracted by the Smellie-Veit method. Mother made a good 
recovery. 

Case VII. Right Shoulder Presentation. — ^t. 28 ; sixth 
■confinement. Membranes raptured spontaneously. Child 
was in a dorso-anterior position, head being on left side of 
pelvis, right elbow at os uteri. Patient was put under chlo- 
roform, hand introduced into the vagina with three fingers 
passed through the cervix, and a bimanual version easily per- 
formed, the left leg being brought down. The breech was 
expelled by natural efforts. Arms became extended, but 
were drawn down without diflSculty, and the after-coming 
head- delivered by forceps. The child was living (a female) ; 
weight, six pounds six ounces. A hot intra-uterine and 
vaginal douche was given of bichloride (1 : 10,000). Mother 
recovered easily. 

Case VIII. Rupture of Uterus. — (Vide Case I. under that 
head.) 

Case IX. Twins j Right Shoulder Presentation of Second 
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Child. — jEt, 24; primipara. Eirst child presented in the 
&st cranial position, and was born after labor of eighteen 
hours’ duration. It was living, and weighed live pounds two 
ounces. Uterine action then ceased. Bj palpation the pre- 
sence of another child in ntero was discovered, but no fetal 
movements could be detected and no heart sounds heard. 
The membranes were ruptured, and the right shoulder was 
found presenting at the dilated os uteri. A bimanual version 
was performed and the left foot brought down. Head was 
extracted by the Smellie-Veit method. The child was still- 
born (a female), weighing four pounds four ounces. Mother 
•did well. 

Case X. Shoulder Presentation ; Cephalic Version. — ^JEt. 
37 ; fourth confinement. Patient entered hospital in labor. 
•Child was in a transverse position, dorso-anterior, Jiead to 
the left side, and right shoulder presenting. The membranes 
being unruptured, a cephalic version was perfornaed under 
■chloroform by combined external and internal manipula- 
tion, and the presentation converted into a vertex L. 0. A., 
pads and a binder being employed to keep the child in this 
position, and the labor proceeded regularly, though slowly, 
until the' birth of a living female child weighing four pounds 
fifteen ounces. The mother did well. 

Case XL Placenta Previa CenVrdlis', Version. — (Tide 
Case III., Placenta Previa.) 

Case XII. Placenta Previa. — (Tide Case lY. under that 
head.) 

Case XIII. Shoulder Prestntationj Dead Fetus. — ^t. 30'; 
fifth confinement. Patient came into the hospital in labor, 
the membranes having ruptured, and the child presenting by 
the shoulder, the elbow being at the os uteri. The uterine 
tumor was flaccid, and the child’s form could not be made 
out by palpation. Ho fetal movements or heart sounds could 
be detected. Patient had not “felt life” for three weeks. 
An attempt at version by the Hicks method was made, 
but, owing to the contraction of the cervix and to the death 
of the child, leading to the loss of resiliency, it was unsuc- 
cessful. Hot vaginal douches were given to relax the cervix, 
and the patient allowed to rest for three hours. A second 
•attempt was then made, and a macerated child, weighing 
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two pounds twelve ounces, extracted. A hot intra-uterino- 
and vaginal douche of bichloride solution (1:10,000) was theui 
given. The mother did well. 

Case XIV. Shoulder Presentation', Dorso-Posterior . — 
A2t. 39 ; fourth confinement. Patient brought in by am- 
bulance, in labor, having been attended at home by a midwife. 
Pains strong and recurring every five minutes. Membranes- 
had ruptured. As the os was imperfectly dilated, fifteen 
grains of chloral hydrate were given. In three hours os was- 
well dilated. Position of child was dorso-posterior, with 
right shoulder presenting. Ho fetal heart sounds heard. 
Patient was now put under chloroform to the surgical degree,, 
the left hand introduced into the uterus, the left foot seized 
and drawn down, and body delivered without difficulty, the 
head being extracted by the Smellie-Yeit method. The child, 
a male, weighing eight pounds one ounce, had been dead for 
some time. Uterus and vagina washed out with hot bichlo- 
ride solution. Patient convalesced without interruption and 
left hospital on tenth dajL 


FORCEPS CASES, 


Out of one thousand births, labor was terminated by for- 
ceps in eighty-three, or one in about twelve, or 8.3 per cent. 
Their frequent use has saved much maternal suffering, not 
to say many lives, and greatly reduced the infant mortality. 
Out of the eighty-three cases, none of the mothers died ; of 
the eighty-four children, seventy-five were living, nine still- 
born, including premature twins. 


Males living 

Females living. . . 

Males dead 

Females dead . . . 
Premature twins 


50 
25 
, 5 
, 2 
2 


[75 


84 84 


In nearly all the eases the long curved forceps (Dr. Mc- 
Laue’s pattern) were used, both in high and low operations.. 
The blades of this instrument are solid instead of being 
fenestrated, which renders them more easy of introduction 
and less liable to mark the child. Experience proves that 
they do not slip more than the fenestrated variety. In two- 
cases the axis-traction forceps of Tarnier were used. 

A tabular statement of all the forceps cases is appended : 
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TABULAR STATEMENT OF FORCEPS OASES. 


•O 


o 


:10 

11 

12 

13 

14 
1.5 
16 

17 

18 

19 

20 
•21 
22 

23 

24 

25 

26 
27 
28' 
29 
■80 

31 

32 

33 

34 

35 

■ 36 
■37 

38 

39 

40 
-41 

42 

43 

44 

45 

46 

47 

48 

49 

50 
-51 
-52 


Cause of interference. 


-3 *0 
Sh OQ 

. 

OG p 
ci 

S CXg 
pes^ 


25 
18 
24 
29 
29 

26 

24 
28 

25 

25 
29 

26 
191 
29 
28 
20 
17 
35 
24' 
22 ' 
26 
241 
25 
24 
29 
33 

24 
20 
28 
28 
20 

19 

20 
27 
37 
20 
31 
21 
23 
23 
33 

25 
21 


Inertia in second stage. . 2| 
Inertia in second stage . . 3' 
Inertia in second stage. . 3 
Inertia in second stage 11 

Powerless labor 

Powerless labor 

Ext's'n of head at outlet. 
Inertia in second stage. . 
Inertia in second stage. . 

Contracted pelvis 

Inertia in second stage . . 
Inertia in second stage. 
Inertia in second stage. 

Placenta previa 

Inertia in second stage. 
Inertia in second stage . 
Inertia in second stage. 
Inertia in second stage. . 

Powerless labor,- 

Eclampsia 

Inertia in second stage. 
Inertia in second stage 
Inertia in second stage. 

Contracted pelvis 

Inertia in second stage . 

Protracted labor 

Inertia in second stage. 

Powerless labor 

Inertia in second stage. 
Threatened eclampsia. . 
Inertia in second stage. 
Inertia in second stage. . 
Inertia in second stage. . 
Inertia in second stage. . 
Pelvis encroached upon 

by tumor 

Inertia in second stage . . 

Protracted labor 

Threatened eclampsia. . . 

Protracted labor 

Protracted labor ! 

Inertia in second stage . 
Inertia in second stage. . 
Inertia in second stage. . 
Inertia in second stage. . 

Protracted labor 

Prolapse of funis 

Inertia in second stage. . 
Inertia in second stage. 

Protracted labor 

Powerless labor i 

Powerless labor., ...!i 
Eclampsia ' 


50 

,35 

|05l 

30| 

25 

49! 

45 

14! 

381 

35 

30 

151 

ISO 


Position in pel- 
vis reached by 
head. 


Children. 


45 

i40l 

u 

4i32i 
2 
4 

4l35| 
15 
I50i 
30l 
25 


45 

45 

i2 

35 

45 

i20! 

05 

35! 

20 

45 


Low in cavity 
Low in cavity 

At brim *. 

Low in cavity 

In cavity 

In cavity 

Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
iiOW in cavity 
Low in cavity 
At brim . . 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
At brim . . 

At brim . . 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity; 
At brim . . , 

In cavity . . 

At brim . . 
Low in cavity 
Low in cavity 
Low in cavity 
Low in cavity 

Low in cavity 
Low in cavity 
Low in cavity 

At brim 

In cavity. . , 

At brim.. . 

In cavity. . , 

In cavity 

Low in cavity 

In cavity 

At brim. . . . 

In cavity 

In cavity. . . .' . 

In cavity 

At brim 

In cavity. . . . 
In cavity .... 
At brim 


Liv- 

ing. 


Dead. 


Mothers. 


> 

o 

o 

<u 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

I 

1 

1 

1 

] 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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TABULAR STATEMENT OP FORCEPS GASES. 


o3 

§ 

O 

<M 

o 

6 

<5 

u 

d 

U 

d 

Ph 

Cause of interference. 

Duration 2(1 
stage in hrs 
& minutes. 

53 

19 

1 

Powerless labor 

4 

40 

54 

32 

1 

Powerless labor 

1 

, . 

55 

18 

1 

Inertia in second stage.. 

1 

20 

56 

20 

1 

Inertia in second stage.. 

4 

32 

57 

21 

1 

Inertia in second stage.. 

2 

40 

58 

35 

4 

Inertia in second stage.. 

5 

21 

59 

22 

1 

Contracted pelvis 

. , 

20 

60 

25 

1 

Powerless labor 

8 

10 

61 

42 

3 

Eclampsia 

. . 

55 

62 

32 

1 

Inertia in second stage.. 

3 

18 

63 

20 

1 

Inertia in second stage.. 

1 

40 

64 

22 

2 

Inertia in second stage. 


40 

65 

16 

1 

Inertia in second stage.. 

3 


66 

26 

1 

Inertia in second stage.. 

4 

. , 

67 

25 

1 

Inertia in second stage.. 

4 

15 

68 

23 

1 

Powerless labor 

2 

34 

69 

28 

1 

Powerless labor 

2 

40 

70 

22 

1 

Protracted labor 

2 

17 

71 

23 

1 

Protracted labor 

4 

40 

72 

24 

1 

Inertia in second stage.. 

2 

19 

73 

27 

1 

Inertia in second stage.. 

, ♦ 

18 

74 

80 

7 

Contracted pelvis 


45 

75 

37 

2 

Powerless labor 

4 

20 

76 

24 

1 

PrntrflO.t.pd Inlinr 


10 

77 

35 

o 

* 

Powerless labor 

5 

15 

78 

26 

1 

Prot.rnf'fpd Ifihnr 


25 

79 

23 

2 

Inertia in second stage.. 

2 

25 

80 

25 

1 

Inertia in second stage.. 

3 

02 

81 

26 

1 

After coming head 

, , 

30 

82 

32 

2 

Inertia in second stage.. 

1 

50 

83 

31 

2 

Inertia in second stage.. 

1 

16 


Position in pel- 
vis reached by 
head. 

Children. 

Mothers. 

Liv. 

iTig. 

Dead. 

-d 

> 

o 

u 

& 

Died. 

M. 

F 

it. 

F 

Low in cavityi 

1 




1 


Low in cavity. 

1 




1 


Low in cavity. 

1 




1 


In cavity. . . . 

1 




1 


In cavity, . , . 

1 




1 


Tn /'./ivjt.y 

3 




1 


At brim 



1 


1 


In cavity 

1 


3 


1 



1 



. . 

1 


Tn mvity 


1 


. . 

1 


Tn pfivit.y 

1 




1 


In cavity 





1 


Low in cavity. 





1 



3 




1 


Low in cavity. 

, . 

i 



1 


Low in cavity. 

, , 

1 



1 


Tn r.avity, .... 

1 




1 


At brim" 

3 


• » 


1 


Low in cavity. 

, . 

1 



1 


Low in cavity. 

3 




1 

• • 

Low in cavity. 

3 

* ' 



1 


At brim 

1 




1 


At brim 

1 




1 


At brim 


3 



1 


Tn cnvitv 

1 




1 


In cavity. . . . 

1 




1 


Low in cavity. 

, . 

3 



1 


Low in cavity. 

3 




1 


Low in cavity. 

1 

. . 



3 


Low in cavity. 

, , 

1 



1 


Low in cavity 


1 



1 



CRANI0T051T. 

Tlie number of eases in wliicb tlie fetal bead was perfo* 
rated was three, or one in three hundred and thirty-three, or 
0.3 per cent. The causes which led to the operation were in 
two cases impacted brow pi’esentation, in one contracted pel- 
vis. In all the cases the children were dead prior to the ope- 
ration. !N^one of the mothers died. 

Case I. Brow Presentation ; Impaction ; Gephalotripsy^ 
— Mt. 37 ; ninth confinement. Patient’s second labor was 
difficult, owing to hydrocephalic child ; the other seven were 
easy and normal. Brought in by ambulance, having been m 
labor five days under the care of a midwife. Labor begJin 
with rapture of membranes. On the second day she ivas 

' Twin 'presentation. 
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able to get up and attend to her household duties ; dui’ing 
next two nights pains were very severe, since which time 
they have gradually diminished. hTo fetal movements have 
been felt for four days. Patient’s condition on admission 
exceedingly bad. Uterus retracted, and tightly contracted 
about body of child; cervix hypereinic and edematous. 
Highly oifensive discharge from uterus. Child presented by 
the brow, which was impacted ; large fontanelle collapsed ; 
child dead. Soon after admission patient had severe chill ; 
rectal temperature 107° ; pulse very rapid and weak. Chlo- 
roform was given, the head perforated and afterward crushed 
with Scanzoni’s cephalotribe and extracted. The child was 
a female of large size. The uterus and vagina were thor- 
oughly washed out with a hot bichloride solution, and a full 
dose of opium administered. On the following morning 
the temperature was 95°, aiid the mother made a rapid re- 
covery without the development of any symptoms. The 
rapid fall of temperature from 107° to 95° in twelve hours, 
with no subsequent rise, and the entire disappearance of 
septic symptoms after the intra-uterine irrigation, are worthy 
of note. 

Case II. Brow Presentation^ Contracted Pelvis . — ,i®t. 
23 ; primipara. Patient brought in by ambulance, having 
been in labor thirty-two hours. Her physician had per- 
formed a version for the correction of a transverse presenta- 
tion, with the result of substituting for it a brow, which was 
found tightly impacted in the pelvis. Membranes ruptured 
spontaneously the day before labor set in. Uterus was re- 
tracted, and closely contracted about the body of the child. 
The following measurements were made of her pelvis : Ex- 
ternal conjugate, six and one-quarter inches; distance be- 
tween spines nine and three-eighth inches, between crests ten 
and one-half inches ; internal conjugate, two and three-quar- 
ter inches. Patient was anesthetized and head perforated 
through the^ right orbit. Lusk’s cephalotribe was then ap- 
plied and considerable traction made, aided by external pres- 
sure over uterus. When the head had been brought low in 
pelvis, cephalotribe was removed and another perforation 
was made through the left frontal bone. The cranioclast was 
then used for the final delivery of the head ; shoulders were 
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extracted with blunt hook. Slight hemorrhage followed. 
The vagina and uterus were thoroughly washed out with hot 
bichloride solution (1 : 10,000). The mother made a good 
recovery. 

Case III. Contracted Pelvis. — ^t. 22 ; primipara. Pelvis 
normal in shape, but the internal conjugate diameter was 
fully one inch shortened. Child presented by the vertex ; 
position L. O. A. Pains occurred at intervals of fifteen 
minutes, their strength being variable. After eight hours of 
labor the funis came down into the pouch of membranes in 
front of head. Patient placed in knee-chest position and 
cord pushed up into the uterus. Pains continued strong for 
several hours, then grew weaker. There was no descent of 
the head. Symptoms of exhaustion developed. No fetal 
heart sounds could be heard. Patient anesthetized and head 
perforated. Scanzoni’s cephalotribe was then applied and 
the head delivered. Considerable hemorrhage followed. 
Uterus was flabby and filled Avith clots. Hand introduced, 
clots removed, and intra uterine douche of hot bichloride 
solution (1 : 10,000) given, which at once stopped the bleed- 
ing. Mother made a good recoA’'ery. 

INDUCTION OF PEEMATUEE LABOE. 

Labor was induced twelve times. The indications for the 
operation were as follows : Albuminuria in four cases ; eclamp- 
sia in one case ; contracted pelvis in three cases ; chorea in 
one case ; placenta previa in one ease ; death of fetus in one 
case ; accidental hemorrhage in one case. All the mothers 
recovered. Seven children were born alive ; five were still- 
born, not one of these being viable. Details of these inte- 
resting cases are given below : 

Case I. Chorea. — Hit. 17, not married ; six months ad- 
vanced in her first pregnancy. Patient enjoyed good health 
until she was eight years old, when she had an attack of acute 
rheumatism lasting a month. Three years after she became 
fretful and at times excited, with twitching in her arms and 
legs, and since that time she has been choreic. Menstrua- 
tion began tAvo years ago, and occurred regularly until she 
became pregnant. The chorea was greatly intensified by her 
pregnancy ; twitchings became almost constant. She slejit 
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joorlv and grew very tnncb emaciated, and finally was com- 
pelled to remain in bed. On , admission patient was anemic 
and poorly nourisbed, and snfEering from continual jactitation 
of all tbe muscles of tbe body. Pulse rapid, co-ordination 
impaired, deglutition difficult. Heart normal in size, first 
sound prolonged ; no murmur detected. Breasts large and 
flabby. Fetal movements distinct, and heart beating 150 per 
minute. After consultation with Prof. T. Gaillard Thomas 
it was decided to terminate her pregnancy. The vagina was 
■washed out witli a solution of bichloride (1 ; 5,000), and a 
"bougie passed into the uterus seven inches. . Labor came on 
within twenty-four hours, and patient gave. birth to a small 
fetus, the placenta and membranes coming away intact. Hot 
vaginal douche was repeated after delivery, and her conva- 
lescence was uninterrupted.. The choreic movements daily 
grew less, and had nearly ceased by the tenth day when she 
left the hospital. 

Case II. Alhummuria. — ..Ht. 19 ; primipara ; eight and 
one-half months pregnant. Patient noticed two months ago 
that her legs began to swell, and soon after she suffered from 
headache, vertigo, and visual disturbances. On admission 
there was considerable edema of the feet and legs, and the pro- 
labia were enormously distended. Urine scanty, smohy, con- 
taining sixty per cent of albumin . A dose of calomel was given 
and the bowels kept freely open each day afterward by sal 
Bochelle, and patient placed on a milk diet. The albumin 
steadily increased, until in five days the urine contained 
seventy-five per cent. 

It being deemed best to induce labor, the patient was chlo- 
roformed, a bougie introduced into the uterus and kept in 
place by a vaginal tampon. Labor pains began in half an liour. 
Chloroform was given continually until the head was born. 
Duration of labor, twelve hours. After delivery a hot vaginal 
douche of bichloride (1:10,000) was given and a full dose of 
morphine administered hypodermatically. The child was a 
male, weighing six pounds nine ounces ; asphyxiated when 
born, owing to tlie tightness of the cord around the neck, but 
resuscitated by friction with alcohol, a hot bath, and insufflation 
of lungs by catheter. On the following day eight ounces of 
urine were passed in the morning, containing twenty-five p er 
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cent of albumin, and in the evening forty-two ounces, contain- 
ing ten per cent. During next twenty-four hours seventy 
ounces were passed, containing no albumin. Patient left the 
hospital on the tenth day, well. 

Cask III. Albuminuria. — vEt. 25 ; primipara ; pregnant 
eight and one-half months. Urine contained forty per cent 
albumin. Microscopical examination revealed nothing of 
importance. Uo nervous symptoms. Put on milk diet for 
three days, but quantity of albumin steadily increased. Labor 
was induced by introducing a bougie into the uterus. Pains 
began in ten hours afterwards ; chloroform was given labor 
was without complication, and terminated in fourteen hours 
and twenty-five minutes from the introduction of the bougie. 
The child was born alive, a well-nourished female, weighing 
six pounds ten ounces. Milk diet was continued, and albu- 
min steadily decreased, on the eleventh day being only five 
per cent. She left the hospital in a few days afterward. 

Case lY. Eclampsia; Twins; Prolapse of Funis . — uEt. 
41 ; third pregnancy; advanced seven months. Patient was 
perfectly well till four weeks ago, when she began vomit- 
ing everything she took into her stomach. Had frequent 
micturition, scanty and burning. Four days ago had a convul- 
sion, which, from the description given, was evidently eclamp- 
tic. She had several during the day, and the physician who 
was called in made hot applications to the head, gave her 
some chloroform and some “ powders.” Dui’ing the next two 
days she had no convulsions, but suffered from severe head- 
ache. On following day she had a return of the eclamptic 
seizures, and up to the time of admission she had had twenty- 
six convulsions, one occurring while being brought to the 
hospital in the ambulance. On admission she was in a state 
of complete stupor ; face fiushed, pupils strongly contracted, 
respiration labored, pulse hard, temperature 98° ; face, feet, 
and vulva edematous. She was taken at once to the delivery 
room, chloroformed, and a vaginal examination made. Cervix 
one inch long, soft, but not at aU dilated; vagina hot and dry ; 
bladder contained two drachms of smoky urine, which was 
removed by catheter and found to contain thirty per cent 
albumin. 

The os was dilated moderately by finger, and membranes 
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ruptured, patient being still kept under cbloroform. Con- 
siderable liquor amnii escaped ; rectal enema then given, fol- 
lowed by a small movement of the bowels. A Barnes dilatoi 
w^astben introduced. Labor pains began in three hours ; bag 
expelled, and funis was found prolapsed. It was replaced, 
but came down again with the next pain, and, as it was pnl- 
sating well, it was left in vagina. As soon as cervix was fully 
dilated, forceps were applied and a child delivered weighing 
one pound seven ounces. The circulation was good, but re- 
spiration could not be established. On examination another 
child was found presenting by the breech. Membranes -were 
ruptured and a foot brought down,- and child extracted easily, 
weighing one pound nine ounces. Heart action fairly good, 
but no attempt at respiration . Placenta expressed by Crede 
method; no hemorrhage. Hot intra-nterine and vaginal 
douche (1 : 10,000) given. The chloroform was supplemented 
by acetate of moiphine, with spiritus Mindereri and digitalis, 
every four hours ; millc diet. Patient’s tongue was very 
much swollen and bitten badly. On following morning 
stupor continued ; eight ounces urine drawn by catheter ; fifty 
percent albumin ; high colored ; specific gravity 1.016. Patient 
cannot see. Stupor alternating wdth delirium during the day.. 
Hext day much better ; forty-eight ounces urine passed in 
twenty-four hours ; tempei’atui’e 100° ; able to see and speak. 
Seventy-six ounces urine were passed on the following day, 
with only a trace of albumin; general condition good. On 
thirteenth day she left the hospital. This case illustrates the 
immediate effect of rupturing the membranes in putting a 
stop to the convulsions. 

Case T. Ante-parium Remorrloage. — JKi. 36; Xp»arta,' 
washerwoman, eight and a half months pregnant. Previous 
labors normal. Patient stated that while carrying one of hei' 
children she slipped and fell to the floor; she remained un- 
conscious for some time, and on being put to bed it w'as dis- 
covered that she was bleeding ; also had severe pain in the 
abdomen, but absence of all true labor pains. While being- 
brought to the hospital by ambulance hemorrhage was still 
going on. Face and mucous membranes very anemic ; pulse 
138 andfeeble, os admitted finger; whiskev given every fifteen 
minutes, and pulse came down to 120. Patient could not lie 
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on her hack, as it caused severe pain in the abdomen. Mem- 
branes were ruptured, binder applied, and liquor amm'i evacu- 
ated. Bleeding now entirely ceased. Labor came on in six 
hours, and a still-born child was delivered at the end of ten 
hours. Several large clots came away after birth of child. 
Placenta was expressed. No chloroform was given ; pulse 
after delivery 132 ; no further hemorrhage. Patient left the 
hospital on sixteenth day. This plan of treatment in cases of 
hemorrhage occurring late in pregnancy, with a normally im- 
planted placenta, has uniformly stopped tlie bleeding. It 
allows the uterine walls to contract, and provokes labor. 

Case VI. Death of Fetus j Albxirriinuria, — ^.^t. 43; sixth 
pregnancy, advanced eight and a half months. Patient fell 
down-stairs ten days ago, since which time she has not felt 
any life in her child. On examination upon admission, no 
fetal movements could be distinguished, no heart sounds. 
Urine contained forty per cent albumin. 

Labor was induced by the bougie passed up on the right 
side of the uterus. Pains began in four hours, membranes 
ruptured spontaneously high up, and in eleven hours she gave 
birth to a still-born child which had evidently died at the 
time of her fall. The albuminuria rapidly disappeared, and 
in forty-eight hours the uidne contained only about one per 
cent. Patient discharged on tenth day. 

Case VII. Contracted Pel/ois. — JEt. 26 ; native of Austria ; 
primipara ; pregnancy advanced eight months. When three 
years old patient had a fall, and has since had scoliosis. She 
is of short stature. Pelvic measurements as follows : Dis- 
tance between anterior superior spines, ten and a half inches ; 
distance between crests, eleven inches ; external con jugate, 
six and three-quarter inches. Promontory of sacrum tilted 
to one side and projecting inward toward symphysis. 

Labor was induced by bougie. Pains began in six hours. 
At the end of twenty-one hours, os being dilated, bougie was 
removed, a hot douche given, and the membranes were rup- 
tured. Pains now increased in frequency and force, but no 
rotation of the head took place.- Its position was P. O. A. 
Chloroform was now given, forceps applied, and head de- 
livered in the left oblique diameter. Child a male, weighing 
eight pounds eleven ounces. Duration of labor, twenty-six 
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liovii’s fifty-sovEH HHHVitss. Motliei’ and cliild did woll and 
left tlie liospital in sixteen days. 

Case YIII.— Same patient; second pregnancy, advanced a 
little over eight months. Labor was induced by same method. 
Pains began one hour after the introduction of the bougie, 
and in hve hours, the os being well dilated, bougie was re- 
moved and the membranes were ruptured. Pains were 
strong and frequent, but the head made little advance, the 
occiput being directed posteriorly, the head in position P. O. 
P. Chloroform was given, forceps applied, and the head 
delivered with the occiput posterior. The child a female, 
weighing seven pounds. Length of labor, five and a half 
hours. Patient left the hosifital on tenth day with her 
child. 

Case IX. Albumimiria. — ^^t, 20 ; first pregnancy, ad- 
vanced seven and a half months. Patient had been under 
treatment for albuminuria before coming to hospital. On 
admission she was suffering^ from no- weU-marhed nervous 
symptoms, but her feet and legs were swollen, and the edema 
of the vulva was so great that she was unable to walk. TJrine 
scanty, forty-three per cent albumin, no casts. It was neces- 
sary to. puncture the labia in order to make a vaginal exami- 
nation. The cervix was soft and dilatable. Labor was induced 
by dilating the cervix and rupturing the membranes. Pains 
began soon afterward, and labor progressed regularly until 
terminated in five and a half hours by the birth of a living 
male child, well nourishedj weighing four pounds ten ounces. 
Hot douche of bichloride (1 ; 5,000) given. On following day 
edema of vulva had nearly disappeared, and albumin in urine 
steadily decreased. She left the hospital on tenth day. 

Case X. Bright‘‘s Disease. — ^Et. 25 ; first pregnancy, ad- 
vanced seven months. Patient had suffered for three months 
from pain in back. Three weeks ago noticed that her urine 
was very scanty and dark colored. The pain in the back be- 
came more severe and her legs began to swell. Was under 
treatment for a week before entering the hospital. On ad- 
mission, headache, visual disturbances, vomiting; urine, 
specific gravity 1.035, ninety per cent albumin, scanty, and 
loaded with granular, hyaline, epithelial, and fatty easts. Put 
on milk diet. Infusion of digitalis and citrate of potassa. 
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At the end of five days, there being no decrease in the albu- 
min, labor was induced. Chloroform was given and bougie 
introduced. The instrument punctured the membranes high 
up and liquor amnii slowly drained away. Pains did not 
begin until evening of next daj’’ and were very feeble. On 
following day they became stronger ; cervix now dilated 
rapidl}’^, the expulsive stage lasting only eight minutes. 
Child still-born, weighing two pounds ten ounces. Patient 
was greatly benefited by the emptying of the uterus; left 
the hospital in ten days, the urine still containing albumin, 
but only twenty-five per cent. 

Case XL Contracted Pelvis. — JEt. 28; Illpara; eight 
months pregnant. Patient delivered “by instruments” of 
her first child in England five years ago ; child was “ dead.” 
Two years ago was confined in Bellevue Hospital and deliv- 
ered by craniotomy by Prof. Lusk. A vesico-vagiual fistula 
followed, for which she has been operated upon several times. 
Patient is of small stature, fifty-eight inches in height. Pelvis 
generally contracted, witli following measurements : Distance 
between spines, nine and one-half inches; distance between 
crests, ten and one-half inches ; external conjugate, six and 
three-quarter inches. Vaginal canal greatly obstructed by 
cicatricial tissue ; no vaginal cervix, the os being apparently 
an aperture in the vaginal roof. Labor induced by bougie 
introduced on right side, and, as it showed a tendency to slip, 
it was kept in place by a tampon of cotton soaked in solution 
of bichloride. Slight pains were felt at expiration of six 
hours. Tampon removed and hot vaginal douche given. 
Cervix was somewhat dilated. Tampon replaced. On fol- 
lowing day bougie and tampon were removed and membranes 
ruptured. Pains w'ere strong and followed one another in 
quick succession. Chloroform given. Head descended in 
transverse diameter. Caput succedaneum very large. De- 
scent of head now ceased, though pains were severe. Tem- 
perature 102.6°; pulse 144. Forceps were applied and a living 
male child delivered weighing six pounds. The moulding of 
the head was very marked. Duration of labor: First stage, 
five hours; second, four hours thirty-five minutes; third, 
fifteen minutes. Mother and child did well and left the hos- 
pital on the seventeenth day. The following year patient 
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returned pregnant for tlie fonrtli time, witli placenta previa 
(under whicli heading lier fonrtli labor is described). 

Case XII. Placenta Previa; Breech Presentation, — Mt 
21; priinipara ; eight months pregnant. Patient brought in 
by ambulance with this history: Two weeks ago had a severe 
hemorrhage, followed by two slight ones after interval of 
several days, and then by another copions one the night be- - 
fore admission. On examination, the cervix admitting the 
tip of finger, the placenta was found centrally implanted. 
Os was dilated, placenta separated on one side, both feet 
grasped and brought down, and patient rapidly delivered of a 
living child. Placenta quickly followed, with a great rush 
of fresh blood and clots. There was no hemorrhage during 
delivery of child. An intra-uterine and vaginal douche of 
bichloride solution were given, and ergot hypodermatically. 
Patient made a slow convalescence and left the hospital on 
the fifteenth dajL 

PLACENTA PREVIA. 

Nine cases occurred, or one in one hundred and eleven, 
or 0.9 per cent. Of these, five were complete, four partial. 
Two of the mothers died, or one in 4.5, or about twenty-two 
per cent. Details of these cases and two others are given 
below. In one this fatal result was due to delay in obtaining 
medical assistance, the patient having nearly bled to death 
before coming to the hospital. In both transfusion was per- 
formed. 

Four of the children were still-born, five were delivered 
alive ; of the still- births, two wmre premature, the child not 
being viable. Version was performed in four of the eases ; 
one child was delivered by forceps. 

Case I. Contracted Pelvis. — JEt. 30; fourth confine- 
ment. (History of third confinement, vide Case XL, Induc- 
tion of Premature Labor.) Patient was confined in this hos- 
pital in her third labor, prematurely, two years ago. Now 
again pregnant six months. On examination, pelvis found 
justo-minor ; previous measurements confirmed. Cervix 
veiy high, two bands of cicatricial tissue in the upper part 
of vagina narrowing the canal very much. General condi- 
tion good. After being in the hospital a feiv days, pa- 
tient had a severe hemorrhage, without warning or pain. 
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twent}’’ ounces of blood being lost. Yaginal tampon was in- 
sei’ted. In two hours tampon removed, when another gush 
of blood occurred. The cervix was undilated and very high ; 
but placenta could be felt, its attachment being nearly central. 
A second tampon was introduced : in an hour pains began, 
tampon became saturated with blood, and some blood escaped 
from vagina. Tampon again removed, and os found dilated 
to size of silver dollar, placenta being distinctly felt. Pulse 
very rapid, 160, and weak. Stimulants were given, the 
membranes ruptured, and a version performed, both feet 
being brought down ; the funis came down with feet. Hot- 
withstanding pressure made over fundus to preserve flexion 
of the head, arms became extended, but were brought down 
with little difficulty, and child extracted, still-born, showing 
a development of six months. Ho hemorrhage during deliv- 
ery. Placenta was removed and uterus contracted well. 
After delivery patient grew very restless; pulse 160 and 
thready. Whiskey, ether, and digitalis were given hypoder- 
matieally, foot of table elevated, lower extremities bandaged. 
Temperature 101°. Transfusion was performed, a saline so- 
lution being used. Pulse became temporarily better, but soon 
again flagged ; the respiration became irregular, labored, and 
rapid, restlessness intense, and patient passed into an uncon- 
scious state and soon died. 

Case II. Placenta Previa ^ Yersion ; Transfusion . — 

33; ninth confinement. Patient brought by ambulance ; had 
severe hemorrhage four weeks previous, which stopped Avith- 
out treatment. For two Aveeks past has been bleeding all the 
time more or less, and during thattime has also had three flood- 
ings. On admission, pulse 140 and very feeble ; respiration 
shallow, rapid, and labored ; completely exsanguinated. Oer- 
Aux AA'-as partially dilated, and placenta felt completely cover- 
ing the os. Tampon Avas applied and a rectal enema of 
brandy administered. As soon as patient rallied a hand was 
passed into the vagina, the placenta sepai’ated from the os, 
the head pushed up from the lower segment of the uterus, 
one leg bi’ought down, and the body delivered by traction 
upon this part. Both arms were extended over the head, 
causing some delay in the further delivery. Placenta came 
aAvay spontaneously. During the operation whiskey was 
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given hypodermaticallj. Uterus contracted well and tliere was 
no hemorrliage during delivery. Kadial pulse, liowe^ei, Ije- 
caine imperceptible) tliougli the abdominal aorta could be felt 
pulsating lYS to the minute. Ether was "now given by the 
sldn and a rectal enema of brandy. Pulse improved tempo- 
rarily. Foot of table was elevated, lower limbs bandaged, 
bags of hot water placed about the body, and a saline solu- 
tion slowly injected into the right arm. In spite of all eiforts 
she gradually sank into unconsciousness and died. 

Case III.— .^t. 18; primipara. Brought in by ambulance 
with vagina tamponed, having lost “ a half -bucketful ” of 
blood. Pulse 108 and barely perceptible ; very restless ; ex- 
tremities cold. Uo fetal movements could be felt, no heart 
sounds heard. Some dribbling of blood in spite of tampon. 
As soon as she rallied from shock, tampon was removed ; 
cervix was found dilated, and the placenta centrally im- 
planted over os. Vertex presentation. Position P. O. A. 
Hand was passed into the vagina, two fingers introduced into 
the uterus and swept around without reaching edges of the 
placenta. Some bleeding now occurred. The forehead was 
pushed up, and as the knee came within reach the placenta 
was bored through on the left side, the knee seized, the leg 
brought down, and the delivei’y completed. The child was 
still-born. A hot intra-utcrine douche of bichloride solution 
(1 : 20,000) was given. The uterus was held for two hours, 
and then a full dose of morphine was administered hypoder- 
matically. Mother made a good recovery. 

Case IV . — ^t. 22 ; primipara. Patient gave a history of 
having had two floodings. On examination placenta could be 
made out, occupying the lower uterine segment. A Barnes^ 
bag was introduced' of the smallest size, which was expelled 
in forty-five minutes ; the next larger was inserted through 
cervix, and came away in one and three-quarter hours ; the. 
largest remained in position one hour and thirty-seven min- 
utes. The cervi.x now being sufficiently dilated, the hand 
was introduced into the vagina, a bimanual version j)er- 
foimed, and both feet brought down. The placenta was ex- 
pelled before the child, which was still-born. The uterus- 
contracted well and there was no further hemorrhage. Mo- 
ther made a good recovery. 
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The plan of treatment of placenta previa adopted is to 
turn as soon as one or two fingers can be passed through the 
cervix^ employing the well-known method of Braxton Hicks 
— combined external and internal version — and bringing 
down a leg, to tampon with it the bleeding vessels. The 
membranes are ruptured at the placental margin where this 
is possible ; but where this cannot be done, the placenta is 
bored through and the leg pulled down. 

ECLAMPSIA. 

Four eases occurred, or 1 in 250. In two the convulsions 
came on before labor, in two during labor; in one of the 
latter the fits continued after deliveiy. One mother died. 
The urine was albuminous in all the cases. In one (vide 
Case IV., Induction of Labor) there were twent 3 ’'-six con- 
vulsions, the children — premature twins — being still-born. 
In the three other cases the children were born living. 

Case I. — JEt. 21; primipara. On admission urine was ex- 
amined and found non-albuminous. Four hours afterward 
the membranes ruptured spontaneously, and, with the occur- 
rence of the first strong uterine contraction, patient had an 
eclamptic seizure lasting five minutes. The urine passed 
after the fit contained about tliirt^'-five per cent of albumin. 
Pulse 130, tension high. The cervix was dilated by Barnes’ 
bags, the patient being kept moderately under chloroform. 
As soon as dilatation was sufficient, forceps were applied, and 
a living male child, weighing seven pounds, delivered. Con- 
valescence was uninterrupted until the seventh da}’^, when a 
second convulsion occurred, of an epileptiform character, fol- 
lowed by unconsciousness and stertorous breathing. Pupils 
contracted, pulse rapid and of high tension. Five hours 
afterwards a third fit occurred, lasting twenty minutes. 
Chloral was administered. After this there was no return of 
the convulsions, and the mother made a good recoveiy. In 
this ease albuminuria did not develop until after the first fit. 

Case II. — Mt. 21 ; primipara. Patient had noticed edema 
of face and hands for three weeks ; had some visual disturb- 
ances and headache. Her urine, on admission, contained 
thirty per cent of albumin, hyaline and granular casts. The 
membranes were ruptured and labor began soon after, the 
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pains steadily increasing in frequency and force. Fifteen 
grains of cliloral were given and repeated. As os dilated 
slowly and tke fetal heart sounds were faint, chloroform 
was administered, the cervix was forcibly dilated, the forceps 
were applied, and a living child delivered without diffi- 
culty. Hot douche of bichloride solution (1:10,000) was then 
given and patient put on a milk diet. Ten hours after de- 
livery symptoms of eclampsia were developed, with great 
restlessness, and a convulsion occurred, followed in an hour 
by a second one. Morphine \vas given bypodevmatically and 
patient placed in a hot pack for three and a half hours. After 
removal she sank into a muttering delirium, with muscular 
twitchings all over the body, the eyes being turned up so that 
only the whites were visible. Pulse 88 ; temperature 98° ; 
respiration 21. During following day delirium continued, 
and towards evening she had another tit. Temperature rose 
to 101°. Urine was freely secreted, having a specitic gravity 
of 1.006, with only a trace of albumin. A dose of elaterium 
was given and she was again placed for tliree hours in a hot 
pack. After this there was no return of the convulsions and 
no interruption to convalescence. She left the hospital on 
the sixteenth day following confinement. 

Case III. — Hilt. 28 ; fourth confinement. Patient had 
been in the hospital nearly two months, acting in the capacity 
of a servant while awaiting confinement, and her ui’ine ex- 
amined I'egularly every week ; no albumin had ever been 
found. After she had been in labor fourteen hoiu’s, with 
membranes intact and fairly good pains, she suddenly had an 
‘epileptiform convulsion, which began with a turning-in of the 
thumbs, rolling of eyeballs, frothing at the mouth, and grind- 
ing of the teeth, with tonic and clonic spasms followed by 
coma. The membranes were at once ruptured, and a living 
ehild was born in about five minutes without assistance. 
Hemorrhage was slight. Ten minutes afterward a second 
convulsion occurred. Chloroform was administered and the 
placenta expressed. Eight ounces of urine were drawn off 
by catheter, containing nearly twenty-five per cent of albu- 
min 5 micioscopie examination revealed the presence of many 
granulai casts. A quarter of a grain of morphine was given 
hypodermatically. Patient soon had another fit. Thirty 
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grains of chloral were given per rectum. Convulsions oc- 
curred at intervals of about forty-five minutes, and the coma 
gradually deepened. Dry cups applied over the kidneys and 
a dose of elaterium administered. Pulse after the eleventh 
convulsion was rapid ; arterial tension high ; temiierature by 
rectum, 106°. The fits continued in spite of treatment, there 
being eighteen in all. Antipyrin was freely given, but the 
reduction of temperature- was only one degree. In a few 
hours the patient died. The temperature post mortem was 
108°. 

In this case the albuminuria first appeared after the con- • 
vulsion. 

POST-PAETDM HEMORKHAGE. 

The total number of eases of hemorrhage after delivery 
was fourteen, or nearly one in sevent 3 ’'-one, or 1.4 per cent.. 
All of the mothers recovered, and only one of the children 
was still-born. In all the eases ergot was given, in the form 
of fluid extract, by the mouth, and in three cases ergotinhypo* 
dermatieally. In four cases, after the failure of the ordinary 
means, vinegar was applied to the interior of the uterus, with 
the invariable result of arresting the bleeding and securing 
uterine contraction. The method of using it is as follows : 
A piece of gauze or absorbent cotton is saturated with the 
vinegar, carried with the hand into the uterus, and then 
squeezed, the vinegar flowing over the sides of the cavity, 
causing the muscle to instantly contract. This is a remedy 
of the highest value. Ice was used four times by vagina, 
with not satisfactoiy results. The hot inti’a-uterine douche 
(temperature 120°) was used in every case, and usnallj" found 
efficacious. In eleven cases the hand was passed into the ute- 
rus to remove clots, and also for its stimulating influence 
upon the uterine muscle. Squeezing and manipulation of the 
uterus was always employed, and pressure kept up through 
the abdominal wall for a long time after the cessation of the 
bleeding, in one desperate case for three hours. The quan- 
tity of blood lost varied in these cases from two to four and a 
half pounds. Special report is given of one case. 

Case I. Adherent Placenta. — Mit. 34; fourth confine- 
ment. Labor normal and easjq of three hours and twenty- 
flve minutes’ duration in the first stage and twenty-five 
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luiiiutss^ in tii6 second. .All went well until tlie cliild urfis 
born, wlien liemorrbage set in. Hepeated efforts to express 
tbe placenta were ineffectual. Hand was introduced and pla- 
centa found firmly adherent, except at the lower margin. 
Patient became blanched from the loss of fifty ounces of 
blood, very restless, and extremities cold. Placenta was de- 
tached, but uterus was in an atonic condition, and was only 
Pept contracted by squeezing and pressui-e. Hot intra-uterine 
douche given. Ho further hemorrhage. Foot of table was 
elevated, hot bottles applied to extremities, lower limbs ban- 
daged, and whiskey given hypodermatically. Uterus was held 
for three hours before binder Avas applied. The child, a 
female, was alive and weighed seven pounds twelve ounces. 
Patient made a good recovery. 

RUPTURE OF UTERUS. 

One case occurred, or one in one thousand, details of 
which are here given. 

Case I. Transverse Presentation; Imjoacied Shoulder ; 
Ante-pa7'tu7n Hemorrhage; Ruptxm^e of Uterus; Heath . — 
^t. 36 ; fourth confinement. Patient was brought to tlie 
hospital by ambulance in a moribund condition, having been 
in labor three days and suffered from profuse hemorrhage. 
On admission Avas still bleeding ; no radial pulse ; extremities 
cold. The shoulder was impacted, and the arm and hand 
protruded from the vulva. Hypodermatic injections of Avhis- 
key, digitalis, and ether were given, the shoulder pushed up, 
a foot seized, and a still-born child easily delivered. Bleed- 
ing continued in spite of every means employed to arrest it, 
.and the patient died in twenty minutes after admission. Au- 
topsy revealed a rupture of the uterus, evidently due to the 
long compression between the pelvis and the shoulder before 
patient entered the hospital. There Avas no uterine contrac- 
tion after delivery, the womb remaining flaccid and atonic. 

PUERPERAL MANIA. 

There Avas only; one ease. The patient’s age, 26 ; third 
confinement ; a native 'of the East Indies, Her labor was 
normal; duration,' tAvelve hours thirty-two 'minutes. Child 
alive, small, but Avell nourished. 
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On the second day after delivery she developed symptoms 
of insanity, was restless and sleepless, insisted on going home, 
and had hallucinations and delusions. No pyrexia. It was 
ascertained from friends that she suffered in’ a similar way 
after the birth of her last child, and did not recover for six 
weeks. She was removed to an asylum for the insane six 
days after confinement. 

TRANSVERSE PRESENTATION; SPONTANEOUS EVOLUTION. 

Case I. — .^Et. 31 ; twelfth pregnancy. Patient began to 
menstruate when 11 years of age. Has given birth to seven 
living children, and had three miscarriages in succession. In 
three of her labors there was a “cross-birth.” Brought in by 
ambulanc^, having been in labor four hours, during which 
time a midwife had administered a large dose of ergot, and 
the ambulance surgeon gave her ten minims of Magendie’s 
solution hypodermatically. The left arm and funis were 
found presenting and the uteruc in a state of tetanic contrac- 
tion about the child. . Chloroform was administered, and de- 
livery took place by spontaneous evolution, the head remain- 
ing fixed in its original position, while the fetus rotated about 
the point where the neck was jammed against the pubes, the 
body being doubled up upon itself. The labor occupied in 
all four hours fifty minutes. Perineum and cervix were 
intact. Child was dead, ecchymosed, not macerated, pre- 
mature, weighing four pounds two ounces. Hot bichloride 
douche (1 : 10,000) was given. Patient rapidly convalesced 
and left hospital on ninth day. 

LABOR IN A VERT YOUNG PERSON. 

Miss , mt. 12 years and 10 months, had hip-joint dis- 

ease when 5 years of age, and has always been sickly ; was an 
inmate of St. Luke’s Hospital for three years, and had several 
operations performed. Menstruation began in her eleventh 
year, since which time she has been “ regular,” being unwell 
two days. Nine months ago she became pregnant by her 
brother. Cn admission, general condition anemic ; partial 
ankylosis of both hip- joints, most marked on left side; pel- 
vis normal ; labi’a majora very small, labia minora large ; vul- 
var orifice diminutive. The labor was natural ; the child 
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presented by the vertex, in tbe first position. ' Tbe cervix 
dilated slowly. First stage of labor occupied twenty-five 
bours thirty-five minutes ; the second, twenty-five mmntes ; 
the third, fifteen minutes. Tbe child was a male, weighing 



Fig. 3.— Pregnancy -with pendulous abdomen. 

seven pounds two ounces. The cord was eighteen inches 
long. Placenta weighed one pound one ounce and had under- 
gone some calcareous degeneration. After delivery the cer- 
vix was found to have a deep laceration on the left side ; the 
perineum was also tom and the labia minora lacerated 



416 


McLANE : THE SLOANE MATERNITY HOSPITAL. 


transversely. The perineal wound was closed by sutures. 
Patient suckled the child, and made a good recovery. Her 
infant, being unusually comely, was taken for adoption, and 
the girl soon afterward returned to school. 

LABOR WITH PENDULOUS ABDOMEN. 

Case I. — Mi. 27 ; third confinement ; previous labors nor- 
mal. On admission, abdominal walls much relaxed, pelvis 
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normal, uterus hanging down in front of pubes, the fundus 
reaching to a point opposite the middle of the thigh. 



The position of the child is shown in Figs. 3 and 4, pa- 
tient being in the erect posture. 
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Upon tlie advent of labor patient was placed on her back 
and the uterus restored to its normal position. The first stage 
of labor occupied sixteen and a half hours, the second ten 
minutes, the third fifteen minutes. Child weighed nine 
pounds ten ounces. 

Fig. 5 shows the position of fhe uterus after the malpo- 
sition had been rectified. Mother and child did well. 

As there has occurred no case of mastitis or mammarj 
abscess, it may be of interest to describe the management of 
lactation, since the freedom of patients from inflammation of 
the breasts is believed to be due to the method of treatment. 

. The breast binder (Fig. 2) is used on all patients ; it holds 
the breast well up on the front of the chest, and exerts com- 
pression if there is overdistention. It is made of unbleached 
muslin and pinned from below upward. The child is allowed 
to nurse, not over twenty minutes, once in two hours during 
the day and once in three hours during the night. The nipples 
are washed with a saturated solution of boraeic acid before 
nursing, and again after the removal of the child ; they are 
then rubbed with a few drops of alcohol (fifty per cent), and 
thickly covered with a powder composed of equal parts of 
bismuth subnitrate and salicylic acid, and covered with 
a piece of lint. The mouth of the infant is thoroughly- 
washed with a saturated solution of boracic acid before and 
after each suckling. Fissured nipples are touched with a 
solution of silver nitrate (gr, xl. to % i.), and if eroded they are 
protected by the use, during nursing, of Ware’s nipple shield. 

TABLE OE FATAL CASES. 


Chronic Bright's disease 

Rupture of the uterus 1 

Placenta previa 

Placenta previa with contracted pelvis 1 

Eclampsia j 

Septicemia j 


Total 0 

An analysis of these cases shows that in one instance death 
was due to chronic organic disease and not to labor ; in an- 
other the patient was moribund when taken from the am- 
bulance ; in a third — a case of placenta previa the fatal 

27 



418 


fengee: the taginal opekation 


termination was owing to delay in procuring medical 
assistance, tlie woman having nearlj’^ bled to death before 
coming to the hospital. There was one death from puerperal 
septicemia. This patient was admitted in the second ■ stage 
of labor, in a most filthy condition, having been examined at 
lier home, and, fi-om her symptoms and temperature, was 
believed to be in a septic condition when she entered the 
hospital. 

There were six deaths among the one thousand cases — one 
in nearly one hundred and sixty-seven, or 0.6 per cent. Tak- 
ing into consideration the character of the service ; the large 
number of emergency eases brought to the hospital by ambu- 
lance, many of them well advanced in labor ; the bad condition 
of many on admission, owing to neglect or unskilful treatvnent, 
the record of mortality is very satisfactory. The result is due 
to a combination of measures looking to the safety of the pa- 
tients, each having a certain value of its own, and in the ag- 
gregate producing a very low death rate. The small size of 
the wards, their use in rotation, the scrupulous care exercised 
to guard against all sources of infection from without and 
within, the skilful nursing, the free use of antiseptics, the 
strict cleanliness enforced, and the lavisli supply of fresh air, 
are, it is believed, in great degree accountable for these 
results. 


THE VAGINAL OPERATION IN EXTRA-UTERINE PREGNANCY.* 


BT 

CHRISTIAN FENGEE, M.D., 

Professor of Clinical Surgery, College of Physicians and Surgeons and Chicago Poly- 
clinic ; Surgeon to Cook County Emergency and the-German Hospitals, etc., 

Chicago. 

Introduction . — Having been invited by the President of 
the Chicago Gynecological Society to take part in the discus- 
sion upon the question of the treatment of extra-uterine preg- 
nancy at or near term, and having for my associates in the 
discussion the President himself and Professor Parkes, I have 
chosen, as the part of the entire subject for my consideration, 

* Read before the Chicago Gynecological Society December 19tli, 1890.' 
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-the vaginal operation, el.ytrotomy, as applied to extra-uterine 
pregnancy^ I have made tliis choice because, three years 
•ago, I met with a case of this kind and resorted to the vagi- 
nal method of operation, because at that time I considered it 
to be the one indicated under the circumstances. I shall first 
relate the case, and afterward bring the question of this 
method of operating, as it now presents itself to me, before 
the Society for consideration and discussion, 

I am very much indebted to Dr. William Mackie, of Mil- 
waukee, Wisconsin, for the notes of the following case, as well 
as for his extremely able management of the after-treat- 
ment. ■ Dangerous and troublesome as this always is, I con- 
sider the success due only to his unremitting care and attention. 
The ease was operated upon in Milwaukee during the absence 
in Europe of Dr. Senn, who, on his departure, requested me 
to operate on the patient. 

J. X., 28 years of age, unmarried, had a single intercourse 
(her voluntary statement) in March, 1886. A month later she 
experienced dragging pains in the right iliac region. She 
menstruated regularly until June, 1886, after which menstru- 
ation ceased until November 25th. In June she first noticed 
an enlargement on the right side of the abdomen, which 
gradually increased in size, the increase being unaccompanied 
by pain. In November some hemorrhage appeared, which 
she supposed to be her regular menstruation. It was not 
periodical, however, as a slight hemorrhagic discharge per- 
sisted until the following March. The amount of hemor- 
rhage varied, usually increasing after exercise. 

In November, 1886, she first consulted a physician, who 
diagnosed a fibro-cystic tumor and advised her to enter a lios- 
pital. She entered St. Mary’s Hosjiital, Milwaukee, and was 
under treatment there until the end of January, 188Y. Dur- 
ing this time the vaginal discharge resisted all treatment, but 
the tumor did not increase in size. If there was any change, 
it seemed rather to decrease. 

On January 31st, 1887, she was admitted to the Milwaukee 
Hospital. On examination her condition was found to be as 
follows : A tumor occupied the abdomen, which, on inspec- 
tion, appeared to be most prominent to the left of the median 
line. On palpation the outlines of the fetus could be dis- 
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tinctly felt through the abdominal parietes. The head of the. 
fetus lay iu tlie left iliac fossa, and tbe body was inclined 
upward obliquely to the right. On vaginal examination the 
uterus was found displaced upward and to the right. Doug- 
las’ fossa and the posterior lacuna were pressed dewnward 
into the vagina, most prominently on the left side, where, 
through the thin, distended walls, the fetal head could be felt 
and the posterior fontanelle distinctly made out. Ausculta- 
tion failed to detect any fetal heart sound, but the placental 
souffle could be heard over the abdomen most distinctly at a 
point three inches below the level of the umbilicus and a little^ 
to the left of the median h‘ne. 

The patient had no idea that she was pregnant, and denied, 
or would not admit, ever having felt any fetal movements. 
In this respect the patient’s statement may be considered 
perfectly reliable. 

About the end of February she had an attach of chicken- 
pox. On March 2d the vaginal discharge ceased, and on 
March 6th the placental souffle was inaudible. 

On March 13th, 1887, the external genitals having been' 
shaved and thoroughly disinfected, antiseptic injections hav- 
ing been applied to disinfect the vagina, liquid diet and 
cathartics having been given for several days, together with 
an enema on the morning of operation, with the able assist- 
ance of Dr. Mackie, and in the presence of the members of 
the German Medical Society of Milwaukee,' I operated in the 
following manner 

The patient was anesthetized and placed in the lithotomy 
position. After a median incision through the perineum to 
enlarge the field of operation, the vagina was distended by 
Simon’s retractors, the left index finger in the rectum marking 
out the extent to which the tumor was covered by the rectal 
wall, and a transverse incision made in the posterior lacuna 
above this point by the knife of a Paquelin cautery. Upon 
entering the cavity a moderate amount of almost clear, sero- 

* Verein Deutscher Aerzte aus Milwaukee. 

* Dr. Bayard Holmes, of Chicago, accompanied me with some culture 
. substances, with a view to the investigation of the existence of microbes 

in the fetal sac and the organs of the fetus. A report of these veiy careful 
and valuable investigations was read about two years ago by Dr. Holmes 
efore this Society. 
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sauguinolent flaid escaped, and the head of the fetus pre- 
sented in the opening. The opening was dilated transversely 
as far as it was deemed safe, but it was soon ascertained that 
it would be impossible to deliver the fetus through an opening 
of this size. I therefore performed craniotomy, and, after 
emptying the brain substance, introduced a biconcave cranio- 
clast and extracted the head, guided hy two fingers of the left 
hand, slowly and with some diificulty, it being necessary to 
cut away with bone scissors portions of the cranial bones as , 
they presented in the opening. The delivery of the remainder 
of the body was comparatively easy. 

The umbilical cord was ligated as a precautionary measure, 
pulsation being absent. The fetal sac was thoroughly irri- 
gated with boracic acid solution. Gentle digital exploration 
•of the sac showed that the placenta was attached high up in 
the left iliac fossa, that it was apparently of normal size and 
still adherent all over. 

Two large rubber drainage tubes, three-quarters of an inch 
in diameter, were introduced into the cavity and surrounded 
by a packing of sterilized gauze thickly dusted over with 
salicylic acid to which had been added some tannic acid. The 
vagina was also filled with this packing. The drainage 
tubes extended to the introitus vaginse, over which a large 
antiseptic gauze and salicylated cotton dressing was applied. 

At the close of the operation the patient was somewhat 
collapsed, but toward evening she rallied. Pulse 160 and 
feeble; temperature 100.5°. 

March 14th to 16th ; Temperature from 99° to 102.5°; pulse 
108 to 120. March 16th the gauze tampon was removed from 
the vagina and cyst. The discharge had then become fetid. 
The rubber drains were replaced by glass drainage tubes. 
Evening temperature 103°. After one hour of irrigation with' 
saturated solution of boracic acid, ordered by Dr. Mackie, the 
temperature fell one degree. A similar irrigation was repeated 
every three or four hours. On March 17th the discharge was 
very fetid and sangninolent, and contained many shreds of 
broken-down tissue. 

March 18th : Discharge coffee-colored, containing much pla- 
cental debris. Evening temperature 102°; pulse 134. .Al- 
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ternate lionrly irrigation witli boraeic acid and two and one- 
balf per cent carbolic acid solution ordered, 

March 19th : The urine was cloudy and of a greenish hue, 
indicating the presence of carbolic acid. After this a two- 
per-cent solution of acetate of aluminium was substituted for 
the irrigations with carbolic acid solution. On digital explo- 
ration Dr. Mackie found that most of the placenta was still 
firmly adherent. 

March 24th, eleventh day : Morning temperature normal, 
A small portion of the placenta came away with the irri- 
gating fiuid. March 30th, seventeenth day, the placenta- 
was found to be free at the margins, and Dr, Mackie broke it 
up with the finger and completely removed it. The placenta, 
as removed, consisted of edematous connective tissue contain- 
ing numerous calcareous particles. Many of the blood vessels 
were also undergoing calcareous degeneration. On the fol- 
lowing, the eighteenth day, all the fetid odor had disappeared 
from the discharge, and a week later the patient was allowed 
to get out of bed. 

On May 25th menstruation reappeared. July 14th the 
patient was discharged from the hospital. On vaginal ex- 
amination the uterus was found to be of normal size, but 
firmly adherent to the left side of the pelvis. 

The child was a fully developed fetus at term, and pre- 
sented no further signs of decomposition than local desqua- 
mation of the epidermis and a slightly grayish color of the 
skin, indicating beginning aseptic maceration. It was still in 
many places covered with smegma. All the organs were ap- 
parently of normal development. It had no odor whatever, 
and, as Dr. Holmes’ bacteriological investigations proved, was 
in a perfectly aseptic condition. 

The later fate of the patient Dr. Mackie has kindly ascer- 
tained for me, and reported as follows : About the end of 
April, 1881, during the convalescence after the operation, 
symptoms of commencing pulmonary tuberculosis, an apex 
catarrh, were discovered by Dr. Mackie. The disease pro- 
gressed gradually into pulmonary consumption, of which the 
patient died a year ago, that is, two and a half years after the 
operation. 

Meinarks . — As to the duration of pregnancy before the 
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opsration in this case, it must have varied between ten and 
twelve months. If we take the single coitus as the point of 
departure, the period would be twelve months j if we take 
the last regular menstruation, it would be ten months. As no 
fetal heart sound was heard at any time, it is impossible to as- 
certain the exact time of the death of the fetus. The indi- 
cations of development of the fetus to full term, however, 
would make it likely that death occurred in the eighth or 
ninth month. 

At the time when I first saw the patient, in January, 188J, 
the symptoms ivere not urgent, and I consequently consid- 
ered that I had the choice of the time in operation. In this 
regard I resolved to follow the advice of Litzmann, namely, 
to postpone operating in cases where the child is dead, and 
where, consequently, the life of the child does not have to be 
taken into consideration, until a time when we may be sure 
of the cessation of placental circulation. As to this question, 
it was necessary to take into consideration how long after the 
death of the fetus we might expect the placental circulation 
to continue. "Werth gives this time as ten to twelve weeks ; 
Litzmann, as five to six months, Schroeder saw a case in which 
there was hemorrhage from the placenta in an operation per- 
formed nine weeks after the death of the fetus. 

As in my ease it was impossible to know the exact time of 
the death of the fetus, and as there was a symptom present — 
namely, the iilacental souffle — which I considered indicative of 
placental circulation, I resolved to wait until this- bruit had 
ceased, and operate a week later. As seen from the history, 
there was a slight hemorrhage at the time of the spontaneous 
detachment of the placenta. The placental circulation, as in- 
dicated by the souffle, lasted for at least five weeks after the 
death of the fetus. Tlie operation was thus performed one 
week after the supposed cessation of fetal circulation, at a 
period when as yet no symptoms of fermentative intoxication 
or sepsis had appeared. 

There is one other feature in the symptoms of the case to 
which I wish to call attention — the fact that the patient was 
a young primipara. It is usually stated that we most com- 
monly meet with extra-uterine pregnancy either in old primi- 
parm, or in multipart where a long period of sterility has 
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elapsed after the birth of the last child — five to ten years or 
more. The patients then unexpectedly recognize the symp- 
toms of pregnancy from the experience of former years, or 
find the symptoms of the present condition so different that 
they hardly believe in the possibility of pregnancy. The dif- 
ficulty of an early diagnosis is naturally much greater in 
primiparse. 

I will briefly mention in this place 'another case of extra- 
uterine pregnancy in a young primipara, which I have re- 
cently seen ; Mrs. E,. S., of Chicago, 26 years of age, always 
in good health. She menstruated first at 13, and was always 
regular, and continued so after her marriage four years ago. 
She had never been pregnant. In February, 1890, menstrua- 
tion ceased. About tiie middle' of March she had an attack 
of pain low down in the pelvis which lasted a few days. In 
April a similar attack of pain in the region of Douglas’ fossa 
(involuntary statement by the patient during exploration) 
was accompanied by the passage of what she considered to be 
a clot of blood, by pain and vomiting, which confined her to 
bed for a week. In May she went into the country. At this 
time the abdomen had already commenced to enlarge. In 
June she had a severe attack of abdominal pain and vomiting 
which confined her to her bed and room for several weeks- 
After this time the abdomen grew larger and fetal move- 
ments were felt almost daily. In September an almost con- 
stant bloody^ discharge occurred from the uterus. In Novem- 
ber normal labor was expected, and by the end of the month 
labor pains came on, but ceased after about a week. Exami- 
nation in narcosis revealed a condition which led to the diag- 
nosis of extra-uterine pregnancy, and expectant treatment was 
advised. 

I was called in by the patient to verify the diagnosis, 
and found the following condition : Patient healthy, well 
nourished, with pigmented areolse in the well-developed 
mammee ; colustrum could be pressed out of both nipples. 
The abdomen was un-uniformly enlarged, a round prominence 
being seen below and to the right of the umbilicus, extending 
from this point downward and to the left, filling both iliac 
fossae, the left iliac fossa being much less prominent than the 
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riglit 'umbilical region. The linea alba ■was dark brown fiom 
.pigmentation. 

The tumor was semi-solidj elastic, non-fluctuating. JlTo fe- 
tal heart sound could be heard, but a distinct placental bruit 
or souffle could be heard in a round area, four inches in dia- 
meter, from an inch below the umbilicus toward the symphy- 
sis, the larger half of the area being situated to the left of the 
median line. JSTo brnit was heard over the remainder of the 
tumor. 

Yaginal exploration showed the vaginal walls to be soft, 
the vaginal portion of the uterus high up, pushed forward 
behind and somewhat to the left of the symphysis, soft and 
voluminous. The fetal head could be felt in Douglas’ cul-de- 
sac as a solid round tumor, not very deep down in the pelvis, 
and somewhat movable when, pressure was made with the 
other hand over the abdomen. The patient states that from 
the time of the examination under anesthesia, five weeks ago, 
fetal movements ceased entirely and the abdominal tumor 
noticeably decreased in size. 

Diagnosis, — Extra-uterine pregnancy ; death of child flve 
weeks ago ; absorption of aniniotic fluid. Position of child : 
Head in left iliac fossa, face towards the sacrum ; dorsal side 
of child toward the abdominal wall ; breech in right iliac 
fossa, near the umbilicus, below and to the right of the latter. 
Placenta attached to anterior abdominal wall below the um- 
bilicus. Pulse 80 ; evening temperature 100°. I advised, as 
the placental circulation was yet present, as evidenced by the 
distinct souffle, and as the child was dead, to wait until the 
cessation of placental circulation before abdominal section, 
unless in the meantime alarming symptoms should occur. 

The course of the case first reported, after the operation, 
was by no means peaceful, as symptoms of severe sepsis, from 
which the patient barely escaped with her life, made recovery 
uncertain for some time and necessitated energetic antiseptic 
irrigation to such an extent as to make the after-treatment an 
exceedingly trying task. 

I call especial attention to this point, as I consider it one of 
.the great drawbacks inherent to the vaginal operation. 

JiemarJcs , — In the following remarks I shall endeavor to 
review, as far as the literature at my disposal enables me, the 
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question of the indications for, and the advisability of, the- 
vaginal operation in extra-uterine pregnancy, and its relation 
to laparatomy for the same condition. 

I. Anatomical Oondiiions Galling for or Malcing Possible 
the Yaginal Operation. — The vaginal operation is to be con- 
sidered only -when the sac or fetus is located so deeply in the 
recto-uterine fossa that it pushes the walls of this region 
downward so as to form a prominent tumor in the posterior 
wall of the vagina. Further, as stated by Herman, through 
this vaginal wall, made thin by pressure atroph}^ the head of 
the fetus, which can be recognized by the sutures and fonta- 
nelles, the breech or the feet should be felt, so as to make ex- 
traction possible without turning. If the softness of the pro- 
truding tumor in this place makes it likely that the placenta 
is here attached and placed between the vaginal wall and the 
fetus, the vaginal operation should not be done because of tl)e 
danger of hemorrhage when the incision is made through the 
placenta. 

II. Frequency of this Location of the Fetal Sac. — It is gen- 
erally stated to be a rave occurrence. If we look at Hature’a 
way of expelling an extra-uterine fetus, or the spontaneous 
evacuation when left to take its course, we might be deceived. 
An extra-uterine fetal sac, when the seat of suppuration — that 
is, when it has become an abscess — will travel on its way to 
spontaneous opening in the direction of least resistance. The 
intestinal wall is the place of least resistance ; thus elimina- 
tion through the rectum is common. 

Heeker (Bandl) found the fetus expelled through the rec- 
tum in twenty-eight out of one hundred and thirty-two— that 
is, in twenty per cent of extra-uterine pregnancies. This fre- 
quency, however, does not indicate that the sac was always 
located deep down in Douglas’ fossa, as the opening into the 
intestinal canal might be located high up above the rectum 
in almost any part of the ti'act. 

It is more safe to draw conclusions from the frequency of 
spontaneous opening into the vagina or from the number of 
vaginal operations on record. The frequency of vaginal ope- 
rations is given by Heeker as three out of twenty-six, by T. 
Gaillard Thomas as three out of thirty ; that is, respectively, 
in twelve and ten per cent of the cases. 
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Spontaneous evacuation through the vagina is rare. Ernest 
Herman, in his most excellent and scholarly paper on the 
subject of the vaginal operation, read in the Obstetrical Soci- 
ety of London in 1887, was able to collect from the literature 
only four cases (Schmitt, Santini, Charletou, and Lush). To 
this may he added a case reported by 'Werth, mahing, up to 
date, five cases in all. 

An abscess cavity low down in Douglas’ fossa is likely to 
open into the rectum, as is so well known from hematoceles 
and peri-uterine abscesses. Perforations low down in the rec- 
tum have been recently reported by Tuttle, of New York, and 
Autoriello, of Naples, in which the fetal sac could easily be 
explored and treated through the opening in the rectum im- 
mediately above the anus. 

From the above considerations we may conclude that, in ' 
about ten per cent of the eases of extra-uterine pregnancy, the 
location is so low down as to make the vaginal operation pos- 
sible. 

HI. Prognosis of ike Vaginal Operation . — About fifty 
years ago Campbell stated- that elytrotomy gave a better 
prognosis for the mother than laparatomy. In nine cases of 
vaginal operation there were five living mothers and four 
living children, a maternal mortality of forty-four per cent. 
At this time laparatomy with living or recently dead children 
had a maternal mortality of one hundred per cent, as in the 
nine cases cited by Campbell all the mothers died. 

"We shall now consider for a moment the respective mor- 
tality of the two operations as they have developed from that 
time until now. Laparatomy, with a mortality of one hun- 
dred per cent in 1841 (Campbell), will be shown to have pro- 
gressively a much better prognosis the nearer we come to the 
present time. In 1880 Litzmann gave a series of forty-three 
cases with twenty-three maternal deaths, a mortality of fifty- 
three per cent. His statistics in detail ai’e ; Ten laparato- 
mies with living children, nine deaths, or ninety per cent ; 
thirty-three laparatomies with dead children, of which ten 
were performed one to five weeks after the death of the 
child, with eight deaths, or eighty per cent, and twenty-three 
performed from six weeks to a year after the death of the 
child, with only six deaths, or twenty-six per cent. 
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The low mortality of the last series caused Litzmann to 
advise eaimestly against operation late in pregnancy, after the 
death of the child, until a sufficient time had elapsed to insure 
cessation of the placental circulation, provided that no urgent 
symptoms, suppuration or peritonitis, made immediate action 
imperative. 

In 1889 Leopold Meyer, of Copenhagen, in his most excellent 
annual compilation and summary, collected from the literature 
the operations of the previous year, 1888, twenty-four lapa- 
ratomies, with eight maternal deaths, or thirty-three per cent. 
The same author in his summary in 1890 gives the laparato- 
mies for 1889 as thirty-five, with six maternal deaths ; that is, 
a mortality from all laparatomies late in pregnancy of only 
seventeen per cent. 

It will thus be seen that laparatomy for extra-uterine preg- 
nancy at or near term, irrespective of the condition of the 
placenta and child, has had the enormous decrease in maternal 
mortality from about one hundred per cent in 1841 to seven- 
teen per cent in 1889. This is in conformity with the modern 
prognosis of laparatomy for other causes, and is, of course, 
due almost entirely to asepsis in the operation and after- 
treatment, to better technique, and to clearer indications for 
the operation. 

If we look for similar progress in the prognosis of the va- 
ginal operation, we will find a vast difference between the 
latter and laparatomy. In 1887 Herman collected Horn the 
entire literature twelve operations in which the child was de- 
veloped to full term, with seven maternal deaths, or fifty- 
eight per cent.' To these twelve cases I have added one 
published by Godson and my own case, in both of which the 
mother recovered. This makes in all fourteen cases, with 
seven deaths, a mortality of fifty per cent, in cases uncom- 
plicated by any perforation of the fetal sac. 

In cases in which spontaneous perforation had taken place 
into the vagina or rectum, and this condition necessitated 
immediate vaginal operation, the prognosis, as might be ex- 
pected, was aggravated by septic invasion into the sac. In 

’ I eliminate from this consideration the cases in -which the fetus had 
died at or before six months, as the delivery of a small fetus is easier, and 
consequently less dangerous, than that of a f ull-gro-wn child. 
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four cases collected by Senuau tliree motbers died. In a 
case reported by Charles, of Li%e, where perforation into 
the intestines had taken place, the mother also died. This 
makes a total of five cases, with four maternal deaths, a mor- 
tality of eighty per cent. 

We will, in conclusion, exclude the last-named class of 
cases from the comparative prognosis between the vaginal 
operation and laparatomy. 

It will thus be seen that the vaginal operation, even at this 
date, has a mortality of nearly fifty per cent, laparatomy a 
mortality of seventeen per cent. These statistics speak 
strongly in favor of the substitution of laparatomy for the 
vaginal operation in all cases. 

IV. Dangers of the Vaginal Operation. 1. Hemor- 
rhage . — In operating through the vagina for any disease in 
the pelvic organs, there is always considerable difficulty in 
controlling hemorrhage, because the field of operation is nar- 
row, and it is difficult, or even impossible, to secure bleeding 
vessels if they cannot be brought down into easy reach near 
the introitus of the vagina. 

In extra-uterine pregnancy where the placenta is the source 
of hemorrhage, it is entirely out of reach in the vaginal ope- 
ration, and any attempt at local arrest of hemorrhage is there- 
fore impossible. Severe hemorrhage was noted in four out 
of the fourteen cases, and was the immediate cause of death 
in two eases (Eupin and Lawson Tait). In three cases the 
placenta was removed during the operation (Lawson Tait, 
Bandl, Mathiesen). In one case (Eupin) the placenta was 
left intact. In the remaining ten cases there was only slight 
or unimportant hemorrhage. In nine of these cases the pla- 
centa was not touched, and in one of these (Chauvenet) it 
never came away. In the tenth case (Agnew) it lay loose in 
the cavity and was readily extracted. 

Tims it is advisable, in the vaginal operation, that the pla- 
centa should be left as far as possible undisturbed, to come 
away by spontaneous detachment, as litzmann has advised in 
the abdominal operation. 

Hemorrhage from the placenta is, as we should expect, 
often seen when the vaginal operation has been performed in 
the early stages of pregnancy. Erom Herman’s statistics we 
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find three vaginal operations before rupture of the sac (Tho- 
mas, Harrison, O’Hara), with two recoveries and one death. 
In one of these cases (Thomas) severe hemorrhage was 
brought on by traction on the cord. In O’Hara’s case the 
placenta was divided by an incision and peeled out with- 
out much hemorrhage. 

In four operations soon after rupture of the sac (Simpson, 
Lewers, Goelet — cited from Herman — Bernays), with four re- 
coveries, there was severe hemorrhage in two cases (Simpson 
and Lewers). In the latter case an attempt was made to re- 
move the placenta ten days after the operation, which brought 
on severe hemorrhage. In two of these four cases the pla- 
centa was removed without hemorrhage. 

2. Retention of the placenta is likely to cause intoxication 
from decomposition. It is therefore important to know when 
we may expect the placenta to come away. In the eases 
jeeorded the placenta came away on the second day in one 
case (Hancock), on the sixth day in one case (Godson), on 
the sixteenth day in one case (Herman), and on the seven- 
teenth day in one case, my own. In the two latter cases the 
decomp ising placenta caused considerable intoxication and 
fetid discharge, the fetor ceasing promptly after the sponta- 
neous removal of the placenta. 

3. Delivery of the child through the vaginal opening is 
often difficult and sometimes impossible in cases near, at, or 
after full term. To the fourteen cases cited we must add 
three cases in Herman’s series in which spontaneous opening 
had taken place, and deduct the cases of Lusk, Edis, Caignan, 
and Rupin, because the fetus died in these cases at about the 
sixth month, and was easily extracted — making a total of 
thirteen cases with full-grown children to he considered, as 
follows : 

{a) Delivery was impossible in two cases, and the patients 
died with the children in the sacs (Smith). Gharleton turned, 
but was unable to deliver the child. 

ib) Oraniotomy or Gephalotripsy was necessary in four 
cases (Herman, Herman, Godson, and my own), with two re- 
coveries and two deaths (in Godson’s case the thorax was also 
perforated). 

(c) Delivery by turning is especially dangerous in extra- 
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iiiterine pregnancyj as tlie sac walls are so tliin tliat they will 
ralmost always rupture during the manipulations. In the two 
■cases reported (Santini and Bandl) hoth, mothers died. 

(d) Forceps deliverij. Three eases are reported (King, 
Hancock, and Mathiesen), all of which recovered. 

(e) Delivery hy simple extraction. In only three cases was 
■delivei’y by extraction easy : Chan venet’s, whose patient lived; 
Lawson Tait’s, whose patient died from hemorrhage; and Ag- 
new’s, whose patient is reported to have died from poisoning 
by permanganate of potassium. 

It will thus he seen that the deliver^’- of the child developed 
to full term, through a vaginaliiicision, was easy only in three 
cases, and that more or less difficulty was present in eleven 
cases. The difficulty of delivery would he a strong argument 
.against the vaginal operation, especially against turning, which 
is probably always fatal, as Herman has pointed out. W e 
should agree with Herman’s seventh conclusion, that if the 
■ child cannot be delivered by the vagina without being turned — 
that is, when the head, breech, or feet do not present — vaginal 
section is absolutely contra-indicated. 

4. Sepsis. It is probably absolutely impossible to keep a 
fetal sac which communicate swith the vagina free from sep- 
sis by any surgical precautions as yet known. Drainage, 
combined with packing with gauze impregnated by iodoform 
or salicylic acid, or a mixture of salicylic and tannic acid 
(Werth), has proved uttei-ly insufficient to secure an aseptic 
course. Although sepsis was not mentioned in all the cases 
of unruptured sac, we find that in five (Hancock, Mathiesen, 
Godson, Herman, and my own) of the seven cases which re- 
covered, frequent daily or even hourly irrigations with anti- 
septic fluids, such as Condy’s fluid, iodine water, carbolic acid 
solution, and boracic acid, were resorted to, thus indicating 
strongly that a more or less grave se23sis was jjresent. 

In the seven cases of death there were two from j^eritonitis 
(Baudl and Herman) ; two from sepsis (Edis and Caignan) ; 
and in the remaining three cases in which death occurred 
from hemorrhage or poisoning, sepsis is, of course, not ex- 
cluded. 

In the rare instances where there is no sac, and the fetus 
- consequently lies freely movable among the intestines as in 
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King’s case, wliich recovered, and in which the intestines pro- 
truded on the tliird day; and in Lawson Tait’scase, which died 
from hemorrhage, and in which the intestines protruded im- 
mediately after extraction of the fetus — it is possible that we 
would meet with similarly favorable circumstances for the im- 
mediate closure of the abdominal cavity as we find after va- 
ginal extirpation of the uterus, when a simple iodoform gauze 
drain is sufficient to procure an aseptic course from the imme- 
diate closure of the abdominal cavity. This, however, is a 
rare condition, and in a great majority of cases we have to 
deal with the fetal sac, which must necessarily be infected 
through the vaginal opening, and the patient thereby exposed 
to an intoxication or sepsis which is beyond control and the 
outcome of which is at least uncertain. 

V. Vaginal Operation for Sxippuraiing Fetal Cavities . — 
When the fetal sac has been transformed by suppuration into 
an abscess cavity, and disintegration of the soft parts of the 
fetus has partially or entirely destroyed them, leaving finally 
only the bones, the conditions are much more favorable, and 
the treatment has the same indications and prognosis as in 
abscess cavities in the small pelvis of any other origin. 

•In eleven eases cited by Herman there were nine recover- 
ies and only two deaths. In this class of cases the vaginal 
operation is strongly indicated and is preferable to laparato- 
niy. Where the abscess presents in the posterior cul-de-sac 
there is, comparatively speaking, no difficulty in delivering 
through a small vaginal opening, and no danger of infection 
to the peritoneal cavity, which might easily be exposed to 
sepsis by alaparatomy for this condition. 

Vaginal operation eai'ly in pregnancy, although not in- 
cluded in the consideration of this discussion, I shall mention 
in a very few words. It is to-day uniformly condemned by all 
authorities. Herman has collected six eases, to which may 
be added a case reported by JBernays, making seven in all. 
Three of these were operated upon before rupture of the 
fetal sac, with two recoveries and one death ; and four ope- 
rated upon at the time of, or soon after, rupture, all of which 
recovered. Although the mortality in these cases was only 
fourteen per cent, dangerous symptoms of sepsis, requiring 
frequent antiseptic ii-rigatidn, were present in five of the 
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sevea cases (Tlioinas, Harrison, O’Hara, Ooelet, and Bernays), 
in one of which (O’Hara’s) fatal peritonitis occurred. 

However, a retro-uterine hematocele may have had its ori- 
gin in tlie rupture of a fetal sac, and a vaginal incision has 
in a few cases revealed a small fetus as the proof of such 
an origin. In an instance of this kind in which a thorough 
diagnosis cannot be made, the vaginal incision is to be re- 
garded as being made for a retro-uterine hematocele rather 
than for an extra-uterine pregnancy. 

In all cases where a diagnosis of extra-uterine gestation 
early in pregnancy can be made before the time of rupture of 
the sac, the vaginal operation should never he resorted to, in- 
asmuch as total extirpation of the fetal sac and tube cannot 
be accomplished by vaginal incision. "When the diagnosis is 
made after rupture of the sac, and operation becomes neces- 
sary, the vagiual operation is also out of the question, for the 
following two reasons ; The seat of hemorrhage, the ruptured 
Fallopian tube, cannot be reached and treated properly, nor 
can the accumulated blood in the abdominal cavity be prop- 
erly evacuated. Thus hemorrhage and sepsis cannot be 
guarded against. Abdominal section is in such cases the only 
rational and safe way of operating, as all the necessary indica- 
tions can be complied with by this method. , 

To return to the subject of to-night, “ The Anatomy and 
Treatment of Extra-uterine Pregnancy at or near Term,” I 
desire to present in regard to the vaginal operation the fol- 
lowing 

CONCLUSIONS. 

1. In cases where the fetal cavity is still aseptic, the vagi- 
nal operation exposes the patient to danger of sepsis in the 
fetal sac which cannot be guarded against. Abdominal sec- 
tion gives far better means of protection against.septic infec- 
tion. 

2. Hemorrhage from the placenta cannot he controlled by 
the vaginal operation. By abdominal section, on the other 
hand, ligation of the internal spermatic and uterine arteries, 
as devised by Olshausen, might in some cases be accomplished 
as a means of checking hemorrhage from the site of a removed 
placenta, in the territory supplied by these vessels. Abdom- 

28 
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inal section further permits of ligature en masse of the bleed- 
ing portions when the placenta has been divided at the place 
of incision. 

3. Delivery of the child at full term is usually difficult, 
and thus dangerous to the mother, by the vaginal operation, 
but easy by the abdominal operation. 

4. If the fate of the child is to be considered, the vaginal 
operation must be abandoned and replaced by abdominal 
section. 

5. When suppuration has set in, in an extra-uterine preg- 
nancy presenting low down in the small pelvis, and the pla- 
cental circulation has ceased, the vaginal operation may be 
considered in comparison with the abdominal operation. 

6. The vaginal operation is strongly indicated in old sup- 
purating fetal sacs, with disintegrated fetus presenting in the 
vagina. 

^inal Remavhs . — The vaginal operation is condemned by a 
number of modern authors, among whom may be mentioned 
Werth, Olshausen, Lawson Tait, Thornton, and others. At 
the Gynecological Congress at Freiburg in June, 1889, Ols- 
hausen condemned the vaginal operation, as well as drainage 
into the vagina after -laparatomy in such cases. 

As an advocate of the vaginal operation Landau stands iso- 
lated. He stated that he had performed thirteen vaginal 
operations and lost only one mother. As his cases have not 
been published in detail, this material is not available for con- 
sideration here, and can have no influence on the conclusions 
above stated. 
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INTESTINAL OBSTRUCTION.’ 


BY 

HORACE TRACY HANKS. M.D., 
New York. 


The following case will answer as a text for a few remarks 
wkick I wish, to offer on the importance of making a diag- 
nosis and locating tlie position of intestinal obstructions, and 
of managing the greatly distended intestines during the ope- 
ration which may follow. As gynecologists of to-day, we are 
expected to do laparatomies for other conditions than those 
absolutely depending upon pathological changes in the uterus 
and its appendages. We must remember that probably one- 
half of the deaths which follow our laparatomies are due to 
intestinal obstruction, resulting from and caused by adhesive 
inflammations around the 'pedicle, or around wounded intes- 
tines. We must remember, also, that the female is particu- 
larly prone to have pelvic peritonitis, and that therefore we 
must expect that the larger number of cases of obstruction of 
the bowels will be amonsj women. 

The following history has been furnished by Dr. Ooxe, 
house surgeon ; 

Mrs. F. D., age 47 years, married twelve years, duration 
of illness nine days, admitted to Woman’s Hospital December 
20tli, 1890. Diagnosis, uterine fibroid and obstruction of 

’ Read before tlie New York Obstetrical Society January 20tb, 1891. 
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•bowels. First menses at 13 years, last three years ago. 
One child; normal labor, though tedious; nursed the child. 
Patient has had three abortions. Has had the tumor for three 
years. It has given her no trouble whatever, excepting a 
sense of fulness. One week ago the patient was taken with 
cramps in the abdomen, and nausea and roraiting, since which 
time she has had no movement of the bowels, though she has 
taken considerable physic and many rectal in jections. Patient 
has been taking morphine constantly for pain. General health 
has always been good. Urine normal. Of late there has 
been some slight loss of flesh. She attributes these condi- 
tions to her change of habits, as she has been comj)elled to 
work nights. (Dr. Fuller, her physician, has, since her death, 
learned from a friend of the patient that she had noticed a 
slight rectal discharge and a slight odor to the discharge.) 
I placed the patient in the knee-chest position and gently 
crowded the uterus and tumor above the brim, and a tube 
twelve inches long was introduced into the rectum. Ko 
gas escaped, and the tube could not be passed further. I 
believed the tube touched the obstruction above, and 
some distance from the uterine tumor. One-quarter grain 
doses of calomel triturates were given eveiy hour for eight 
hours. In the meantime, the patient was placed in the knee- 
chest position as often, and as long, as her strength would 
allow. At the end of eight hours a saline laxative was given 
and later a high saline enema, and retained, by pressure over 
the anus, for fifteen minutes. On its exjmlsion a large 
amount of gas was forced out with great violence. Ho fecal 
matter came away. There was decided relief, however. Later, 
when the same plan was followed, no gas, even, escaped. 
After consultation with Drs. Bache Emmet, Hicoll, and Tal- 
bot, it was decided to do a laparatomy. 

The patient had retained considerable fluid food and vom- 
ited but once during the last twenty-four hours. 

December 22d, 1890, laparatomj-. Dr. Hicoll and house stafi 
assisting. Dsual antiseptic precautions. Ether used. Incision 
in linea alba five inches in length. Peritoneum found in a 
congested condition, intestines greatly distended with gas. A 
large aspirating needle was used to puncture the most distended 
portion of the intestines, and the gas allowed to escape. A 
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Lembert catgut suture was used to tiglitly close these punc- 
tures. A careful search was made for the obstruction, but it 
could not be found, as the large fibroid presented at the incision 
and filled the pelvis and abdominal cavity. The abdominal 
incision was lengthened to eight inches, and hysterectomy was 
performed. The tumor was easily withdrawn from the pelvis, 
pedicle clamped, transfixed with pins, and cut ofi. By relaxing 
the clamp the vessels were found and ligated. The pedicle 
was sutured to the lower angle of the incision. Bure carbolic 
acid was applied to the stump. A rectal tube was passed as far 
as possible up the bowel. The intestine was now run over care- 
fully with the finger. The tube could not be felt through the 
intestines. At last this tube was removed, and it was found 
that it had doubled upon itself. Another was substituted, 
and it passed above the brim and was felt by finger, and the 
hand was directed by it to a firm, hard band in the colon four 
inches above the sigmoid. Through this constriction not 
even gas could be forced. By all present the mass was pro- 
nounced malignant. About three inches of intestine were now 
excised. The lower end of the intestine was tightly sutured 
and disinfected, and dropped back into the abdomen. The 
other end was quickly sutured to the incision, just above the 
stump, leaving one inch protruding beyond the abdominal 
wall for a spur. During the operation the intestines had 
been outside of the abdominal cavity, covered with hot towels 
soaked in warm, sterilized water. They were then returned 
to the abdominal cavity. In all suturing of the stump and of 
the intestine, catgut was used. The abdominal cavity was 
then thoroughly flushed. Incision closed with silkworm gut. 
Time of operation, two hours. Patient put to bed in poor 
condition. Tree stimulation was used, but her pulse never 
improved. She died in two hours. 

I shall not detain you with a careful, methodical study of 
all the causes which may lead to an obstruction of the intes- 
tines. I wish, however, to ui’ge the importance of this sub- 
ject to the gynecologist of to-day. We must remember how 
fatal these conditions are, when not properly treated, and how 
often the accident occurs even in our own practice. I shall 
consider the subject from the standpoint of my own clinical 
experience. 
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"We are all aware that the more common obstructions are 
frequently located in the rectum and sigmoid flexure ; the 
former caused hy stricture and cancel', and the latter caused 
by twisting or volvulus. The ascending colon is generally 
the seat of fecal impaction. In the ileo-cecal region it is due 
to exudation around, and inflammation of, the appendix. In 
the region of the junction of the common bile duet and the 
duodenum, this is due to inflammation from the presence of 
gall stones, travelling towards the intestine. In children it is 
due to intussusception at the junction of the ileum and cecum, 
and in the colon, and at the sigmoid flexure. After laparatomy 
the site of the obstruction will generally be found around the 
neighborhood of either pedicle, but exactly at what part of 
the intestines cannot easilj^ be determined, except imperfectly 
by the character of the vomited fluid, and the general constitu- 
tional disturbance caused by the obstruction. 

The symptoms of obstruction of the bowel are the symp- 
toms, more or less pronounced, of strangulated hernia — ^local 
pain, tympanites, vomiting, more or less anxious expression 
of face, restlessness, increase of pulse, pain steadily incveas- 
ing unless anodynes are given, vomiting, changing from 
retching to vomiting of bilious matter, and later often of 
stercoraceous matter, constipation. The temperature is not 
affected as early as the pulse. Later, collapse. 

The possibility of being quite certain in our diagnosis of the 
condition which causes the obstruction, will depend upon our 
ability to appreciate the symptoms present, together with the 
history given by the patient. A careful ocular and manual 
inspection should be made of the abdomen. Even the ear 
should be used to learn where the gases of the intestine are 
moving, and thus help to decide what portions of the intes- 
tines are paralyzed or closed. 

I will hastily call your attention to the symptoms and diag- 
nosis of the more common forms of obstruction. 

1. Acute Strangulated Hernia . — Of course every case of 
obstruction simulates, with more or less regularity, this most 
common of accidents. The sj'inptoms are well known to you 
all, but often are so carelessly weighed that a hernia may not 
be suspected or discovered. Given the usual symptoms of 
strangulation or obstruction of the bowels, 'we ought first of 
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all to searcli for an inguinal, femoral, or umbilical strangu- 
lated hernia. This possible condition should ever be before 
our eyes when we first visit our patients suffering from ob- 
struction. 

2. Ccmcer of the Rectum . — This is a very common form of 
obstruction. It can always be located. Eighty per cent of 
malignant intestinal diseases occur in the rectum. It should 
always be suspected when certain symptoms of chronic obstruc- 
tion are present, such as pain in this region, a heavy, uncom- 
fortable sensation, sacral pains shooting through the gluteal 
muscles or down the thighs, diarrhea alternating with consti- 
pation, general emaciation, frequent desire to go to stool. If 
the disease is high up the pain will be less, and if low down, 
more intense. Discharge of pus occurs later. V omiting comes 
on later ; hiccough and vertigo during the last stage. In 
stricture of the rectum all symptoms will be less severe. A 
diagnosis can be made easily in all such cases. Even the finger 
will often reach the disease when low down, and a bulb-shaped 
tube will locate it, and before complete closure will tell 
the extent of the disease, and the amount of the stricture 
present. 

(The tube consists of a small, ovoid hard-rubber bulb, vary- 
ing from one-quarter to two-thirds of an inch in diameter, 
and one and one-half inches in length, perforated through the 
centre in its long diameter. This is attached to a handle — 
also perforated in its long diameter — by means of small, 
strong steel wire from ten to fifteen inches in length. There 
is also a soft-rubber tube which completely covers this small 
wire, and this rubber tube is attached to the ovoid hard-rubber 
bulb and to the distal end of the perforated handle. The steel 
wire’ gives elasticity to the instrument. The rubber tube cover- 
ing the wire, and connecting with the bulb and the handle, 
allows any fiuid to be injected into the rectum or descending 
colon. The bulb end is easily forced along in the track of the 
intestine, and any slight constriction of the rectum, or de- 
scending colon can be located and measured by it. The tube 
does not bend upon itself, as do most rectal tubes. It does 
not cost much. It can be made antiseptic quickly. It is 
specially useful in detecting stricture of the lower bowel.) 
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The shape of the fecal matter often leads to suspicion of 
the disease before complete obstruction has taken place. Our 
treatment must depend upon the site and extent of the dis- 
ease. When the disease is low down and not extensive, it 
should be dissected out ; when high up or very extensive, a 
lumbar colotomy, or alaparatomy, should be performed; when 
seen before complete obstruction has taken place, the patient 
must be taught to use the bougie with unfailing regularity. 

- 3. Lead Poisoning . — Obstruction due to lead poisoning 
should not be forgotten when we have any obscure case of 
obstruction. The well-known appearance of the belly, the 
location and character of the pain, the typical signs around 
the gums, the chronic constipation, make the diagnosis gene- 
rally very positive. The treatment by means of sulphate of 
magnesia and favadism is so certain, that we cannot long be in 
doubt, after such treatment is instituted. 

4. Impaction of Feces . — Obstruction due to impaction of 
feces is a not uncommon condition, but one that requires 
more than a passing word. It occurs more frequently with 
women than with men, and in those past 50 years of age. The 
condition of chronic constipation is almost always present. 
The patient gives often a history of having passed bullet- 
shaped fecal matter. Yomiting comes on late. There is often 
a distinct tumor felt in the region of the ileo-cecal valve, which 
is not tender. There is later some form of mild septic fever 
from reabsorption of fecal gases, etc. There is often the 
history of previous attacks. Under an anesthetic, which 
should certainly be given in each obscure case, the tumor will 
be found hard, movable, pitting on pressure, independent of 
the liver and in front of it. High eneinata of oxgall, or solu- 
tions of sulphate of magnesia, or glycerin, diluted, following 
proper cathartics, at the same time that faradism is used and 
massage is practised, will cure this disease. Opium pro re 
nata, but only as absolutely needed, should be given. 

5. Obstruction due to peritoneal hands comes on suddenly, 
and the symptoms are generally as well marked, and generally 
as alarming, as those of strangulated inguinal hernia. And 
this is especially so when the small intestines are occluded. 
The distention is most marked when the lower bowel is in- 
volved. It is a very simple accident, and we all wonder that 
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it does not occur more frequently, than it does, since we find, 
in our afidominal sections, so many adventitious or false 
bands. The veins, being more easily compressed than the 
arteries, are quickly engorged, and the intestine, when once 
caught, cannot easily liberate itself. The alarming symptoms 
are soon manifest, and nothing, as a rule, can relieve the pa- 
tient until a laparatomy allows the cutting of the false bands. 
Nearly similar symptoms are manifested when, instead of a 
false band, the cause of the accident is a slit in the omentum, 
the result of a sudden jar, or a previous laparatomy. Here, 
too, the symptoms come on suddenly. In obstruction due to 
false bands there will be the history of a previous peritonitis. 
The symptoms will be so alarming that the wise physician 
will summon aid within twenty-four hours, and will resort at 
once to laparatomy as soon as help arrives. 

6. Tntnssiiseepiion . — Obstruction due to intussusception is 
generally found in young children, and often follows dysen- 
tery, or some .exhausting diarrheal disease. There is great 
tenesmus when the accident occurs in the descending colon 
or rectum. There is the passage of some mucus and blood, 
but absolutely no fecal matter. The vomiting is often sud- 
den, without nausea; the symptoms rapidly gi’ow more severe. 
The tumor can sometimes be felt in the rectum, on introduc- 
ing the finger. Injection of gas, slowly but surely, has often 
relieved this dangerous condition. Opium should be given 
pro re nata. If such a course is not followed by improvement, 
an early operation is imperative. 

1. YoT/oulus . — Obstruction due to volvulus is more fre- 
quent in males over 40 years of age. Symptoms of this condi- 
tion are rapid and extreme distention, followed by alarming 
collapse. Pains are exceedingly severe from the first, vomiting 
less marked, and the disease grows rapidly fatal. It is far more 
frequently situated in the region of the sigmoid flexure, and 
may often be mistaken for hernia, on this side, when the pa- 
tient is stout, and the abdominal wall above the inguinal ring 
is thick. An anesthetic should be given, if a diagnosis is not 
quickly made. If a high injection of warm water or gas, 
while the patient is in the knee-chest jiosition, does not libe- 
rate the intestines at an early hour, laparatomy must be re- 
sorted to at once. 
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8. We who do much laparatomy work see one other form 
of obstruction most frequently. I refer to obstruction follow- 
ing laparotomy. Here we cannot tell what intestine is in- 
volved ; we only learn that after a secondary laparatomy. We 
are quite certain, however, of finding the obstruction some- 
where near the region from which we removed the tumor, 
unless the intestines wei'e accidentally injured in the opera- 
tion, and adhesions had resulted. Y omiting comes on gradually, 
the distention slowly/, the pain cannot be located, owing to 
the great tenderness all over the abdomen. The more pro- 
nounced the pain and vomiting, and profound the effect on 
the patient, the more sure we are that the small intestine is 
being strangulated around the exudation. If the symptoms 
come on very slowly, we may hope that our saline laxatives 
may prevent additional exudations, and the peristalsis may be 
restored, and the intestine may not be completely closed. 
When the respiration and pulse, however, slowly creep up, the 
vomiting becomes more frequent, the distention slowly ex- 
tends, the countenance gradually becomes more and more 
anxious, even though, as is often the case, the temperature re- 
mains not over 101°, we must operate. Our results have not 
been so promising as to encourage ns to a resort to a secondary 
laparatomy without due evidence that it is demanded. When, 
however, the symptoms are acute, no response following our 
high enemata, our saline laxatives, etc., we must not wait, but 
do a secondary operation at once, or the patient will die. 

It requires good judgment and clinical experience to he 
able to determine the etiology of obstructionsiwhich may be 
dire to these more common causes just enumerated. To be 
able to locate the condition is perhaps a still more difficult 
matter, requiring rare and well-trained talents. We mast not 
forget to question the character of the onset, the character of 
the pain, the character of the vomited fluid, the character of 
the pulse — which gradually creeps upward, whether the tem- 
perature corresponds or not — the character of the distention, 
the amount and character of physic taken, and, last, we must 
know just how far a rectal tube can be passed, and how much 
fluid can be retained, by gentle pressure, in the rectum and 
colon. By weighing all these different symptoms, we can gen- 
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erally decide wliieii part of the intestine is involved, and act 
in such a manner as will lie safest for the patient. • 

In this ease just reeited, tlie natural supposition of all was, 
that the -fibroid tumor itself had pressed upon the intestines, 
and caused the obstruction. I supposed so myself, until I had 
pressed the tumor out of the true pelvis while the patient was 
in the knee-elbow position, and a rectal tube had been passed 
in full ten inches. The obstruction was then located above 
the brim. But had I suspected a cancerous disease just above 
the sigmoid flexure, I might have done a lumbar colotomy and 
given the patient a far better chance of living for a few 
months. I was sure, however, that the obstruction was not 
caused by direct pressure of the fibroid on the descending 
colon, or rectum ; and I was equally sure that the obstruction 
was not far from the rectum, as only about two pints of 
fluid could be easily retained in the bowel. I was greatly 
surprised, however, after I had opened the abdomen and 
pushed the tumor to the right side, and had passed a rectal 
tube, inserted for ten inches, that I could not at once feel the 
tube and discover the obstruction. It was not known then, 
that the tube had bent upon itself in the rectal pouch, and 
had not passed above the brim at all. Later, after the hyste- 
rectomy, another rectal tube was passed up, and my hand 
found it and it was a guide to the obstruction. This accident 
can occur easily, and because of it the tube may not only 
injure the rectal pouch, but fail of its purpose in serving as a 
guide for the operator’s hand along the colon to the seat of 
the disease. And later, and a most important use, it allows 
the gas to pass off through it. 

W itli reference to the best manner of managing intestinal 
distention when laxatives and the customary treatment by 
medication, rectal eneinata, etc., have been faithfully tried, 
we have been urged to resort to puncturing the intestines 
through the abdominal wall. Some cases have been reported 
where the relief and cure quickly followed this plan of treat- 
ment. (See Ogle’s “ Memoirs,” London, 1888, p. 61, cases I., 
11., III., etc.). With the wonderful strides which have been 
made in abdominal surgery during the last ten years, and in 
intestinal surgery during a still shorter period, we are all quite 
willing to agree with Sir "William McCormick, Matthews Dun- 
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can, Wood, Allingham, Tait, Treves and Jessettin Europe, and 
Da Costa, Grey, and in fact all tlie leading surgeons in tlie 
United States, that puncture before laparatomy may relieve 
and be followed by a cure. Still it is not sure of being even 
a relief, and certainly it may result in additional peritonitis. 
We may have recourse to puncture to bridge the patient over 
until we can do a laparatomy, or, when tlie disease permits, a 
lumbar or inguinal colotomy. We must remember that the 
eye and nose cannot detect the degree of virulence of the 
poison of fecal matter and -fecal gases. The putrefactive 
changes which go on in one patient when the bowels are ob- 
structed, are not necessarily the same in the next patient; and 
the ptomaines which may be present in the intestines in one 
case, may not be present in the next. The one may be quite 
innocuous when coming into the peritoneal cavity, and the other 
patient, with a fecal gas less offensive, and apparently less 
putrid fecal matter, may be profoundly virulent. We must 
also remember that many patients have the abdomen punc- 
tured, and, as death followed, no report was made of such eases. 
I believe, therefore, that when obstruction is not overcome 
after the usual preliminary trials, carried out in a methodical, 
judicious, and gentle but thorough manner, we have both the 
evidence of our own experience, and the preponderance of 
evidence from the most experienced surgeons, that we should 
operate by opening the abdomen. When the disease or ob- 
struction is in the region of the sigmoid flexure, lumbar colo- 
tomy is the better method. When the tumor or obstruction 
can be felt in front, through a thin abdominal wall, we should 
cut down over the tumor, and do such operation upon the intes- 
tine as will restore it to its original integrity, without making 
an artificial anus. When the obstruction cannot be located, 
the median line is alwa^'s preferable for incision. The expe- 
rience of surgeons, which I have given, who have punctured 
through the abdominal wall, leads us to be willing to accept the 
advice of some of our best laparatomists to incise the intestine 
when great distention is present, during, or after laparatomjL I 
have watched with deep interest the dififerent discussions on 
the surgery of the intestines which have been published dur- 
inff the last few years. 1 have occasionally incised, and have 
punctured the intestines to allow the escape of gas after opening 
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the cavity ; I have accidentaliy wounded the intestine and so 
allowed the escape of the intestinal fluids, hut in none of these 
cases has there been any trouble due to such procedure and 
such accident. We have, too, the advice to puncture, or incise, . 
as may be necessary, after opening the abdominal walls, in 
Smith’s “ Abdominal Surgery,” page 379 ; Jessett, British 
Gynecological Trans., November, 1890 ; Allingham, Homans, 
Senn, and many others. And many of you who listen to me, 
have practised it. I desire particularly to advoca>te^ duiing a 
laparatomy, this method of incising the intestines if excessive 
gas is present, and if the rectal tube does not reach it and 
allow it to pass off through it. I believe that it is far better 
than to trust to keeping the intestines at a normal temperature, 
after evisceration has been practised. W^e must lemembei 
that, if we follow the teachings of those who have done this 
work often of late— Bull, Abbe, Wyeth, and many of our own 
fellows — we shall open the intestine, evacuate its contents, and 
close the wound in five minutes, and do it without leaving any 
sepsis in other parts of the intestinal tract. I have no new 
method of enterorrhaphy to advocate in closing the intesti- 
nal wound. Gregg Smith’s method is satisfactory. Kelly’s 
method may be better; I have not tried it, however (see 
last number Johns Hopkins Transactions). I believe good cat- 
gut will be a sufficiently strong suture material, because only 
a moderate wound is to be made. 

My purpose has been (1) to advocate the necessity, or 
the importance, of locating the obstruction in the bowel when 
possible ; (2) 1 believe this can be done with much more cer- 
tainty than- is supposed in many cases ; (3) to urge the gene- 
ral practitioner to send for the experienced laparatomist at 
once, when great distress is present from obstruction of the 
bowels ; (4) that puncture of the abdomeu is justified at such 
time when death seems imminent ; (5) when there is great 
distention of the bowel after the abdomen has been opened, 
the aspirator needle, or, better still, the scaljiel, should be 
resorted to at once, to allow the escape of such gas and intes- 
tinal contents, before an effort is made to search for the 
obstruction. 
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A CASE OP EXTRA-UTERINE, RETROPERITONEAL PREG- 
NANCY IN THE SEVENTH MONTH.' 


BY 

■W. W. JAGGARD, M.D., 

Professor of Obstetrics, Chicago Medical College, and Obstetrician to Mercy Hospital. 


CWith one woodcut.) 


As my contribution to this evening’s discussion, I beg to re- 
port a case of extra-uterine, retroperitoneal pregnancy tliat is 
specially noteworthy on account of its clinical course, anatomy, 
diagnosis, and treatment. 

History (Dr. F. 0. E. Mattison). — Mrs. L. S., 36 years 
6 months old, born in Altenberg, Saxony, coachman’s wife ; 
0 feet 3 inches in height, 130 pounds in weight. Family 
history good ; mother living, father died from septicemia fol- 
lowing injury to the hand. 

Married two years ago (September 23d, 188S). Date of 
commencement of last menstruation, April loth, 1890. First 
pregnancy. Course of early pregnancy distinctly abnormal : 
patient said she was in bed at least three days out of every 
seven from pain and weakness. 

Dr. Mattison first saw the patient September 23d, 9:30 a.m., 
when he found a woman, with a large abdominal tumor, in a 
condition closely bordering on collapse. She w^as cold, pallid, 
nearly pulseless, and vomited incessantly. Pulse 150, tem- 
perature 97“ F.; relative suppression of urine (3 ounces non- 
albuminous urine by catheter). Mind clear ; patient com- 
plained of difficulty in breathing rather than of positive pain. 
The patient and her friends informed Dr. Mattison that the 
alarming condition had developed gradually during the past 
three days, apparently in consequence of a day’s washing. 
Dr. Mattison concluded that the abdominal tumor was the 
pregnant uterus. Upon vaginal, examination he found the 
vaginal portion of the cervix uteri unchanged, and perceived 

* Read before the Chicago Gynecological Society December 19th, 1S90. 
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HO bleeding from the os. Upon the application of the usual 
remedies — dry heat and diffusible stimulants — the patient did 
not react. 

At 4: p.M. 1 saw the case in consultation with Drs. U. E. 
Waxham, Bayard Holmes, and F. G. E. Mattison. The woman 
showed sncb ominous signs of considerable internal hemor- 
rhage and of severe shock that I thought death certain. Her 
mind, however, was clear, and Dr. Mattison informed us that 
her general condition was not more unfavorable than in the 
morning. 

The fact of pregnancy was evident from the appearances of 
the maramss alone, without reference to the changes in the 
pelvic genitalia, or to the history of amenorrhea in a woman 
previously healthy and perfectly regular. But the nature of 
the pregnancy and the cause of the bleeding were obscure. 

Inspection revealed a single, symmetrical abdominal tumor 
as large as the gravid uterus at the seventh month, with an 
arcuate fundus. Each horn extended upward to the lower 
border of the false ribs, while the median furrow dipped 
downward to a point four centimetres above the umbilicus. 
The size and shape of the tumor were suggestive of twin 
pregnancy. On palpation the walls of the tumor were so 
tense and unyielding that it was impossible to outline any 
contained object or to practise ballottement. Alternations in 
densitj^ — that is, intermittent uterine contractions — were nota- 
bly absent. The tumor was absolutely flat on percussion. Ma- 
ternal heart tones and pulsations of the aorta were transmitted 
with uncommon clearness and distinctness over all areas, hut 
fetal heart beats and uterine souffle could not be detected. 
Upon examination per vaginam it was evident, from the 
conical shape of the vaginal portion of the cervix uteri and 
from the persistent hymen, that the woman was a primipara. 
The vaginal portion of the cervix, three centimetres in 
' length and unchanged, seemed relatively hard for such an 
advanced pregnancy ; it was displaced to the right of the me- 
dian line, and the os externum was closed. The vaginal vault, 
symmetrically convex downward, and apparently filled out 
by the head well engaged within the pelvic cavity, was 
directly continuous with the vaginal portion, and presented 
• the sensation of equal resistance in all directions. Upon with- 
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drawal of tlie jSnger it was found to be stained with blood, 
although there was no external liemorrhage. The bladder 
contained one ounce of n on-albuminous urine. 

The diagnosis seemed to me to lie between intra-uterine 
hemorrhage from premature detachment of the normally im- 
planted placenta, and hemorrhage into the placenta of an ex- 
tra-uterine pi’egnancy, with the weight of evidence in favor 
of the former view. Rupture of the normal uterus, or of the 
adventitious uterus of ectopic gestation, could be definitively 
excluded by reason of the single, symmetrical, perfectly cir- 
cumscribed character of the tumor, and on account of the ab- 
sence within the peritoneal cavity of fluid or unusual solid 
objects. In this opinion the other consultants concurred, • 

Any operative interference at this time was clearly contra- 
indicated — first, because the woman appeared to be in articulo 
mortis ; and, second, since the tumor had persisted of the 
same size at least since morning. There was nothing to be 
gained and very much to be lost by the immediate removal of 
such a mass of blood already extravasated. Accordingly, at 
Dr. Holmes’ suggestion, we determined to transfuse and tO' 
await developments. Twenty ounces of the physiological 
salt solution (0.6 per cent) were injected by means of Allen’s 
surgical pump into the subcutaneous connective tissue about 
the inferior angles of the scapulae and over the lumbar region. 
The insei’tion of the needle caused little pain, and the injec- 
tion of the solution and its dispersion by rubbing only slight 
discomfort. About one-half hour was occupied in the act of 
transfusion, and at the end of this period no apparent effect 
on the circulation was observed. Dr. Holmes thought there 
was an increase in the volume of the pulse, but I was unable 
to perceive any change. Dry heat to the body was continued, 
and rectal alimentation (six ounces of peptonized milk every 
eight hours) was recommended. 

Then we left the patient in the care of Dr. Mattison, with 
the understanding that in the event of death we should be 
summoned to the autopsy, or, in case of sufBeient reaction, to 
the woman’s active relief. 10:30 p.sj:. : Pulse 150, tempera- 
ture 97° F. 

Second I>ay, September 24:th, 7 a.m. : Pulse 130, tempe- 
rature 100-5° F. ; two ounces, of urine by catheter that eon- 
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■tained neither sugar nor albumin. The woman rose from her 
bed without aid and walked across the floor. 10:30 A.st. : 
Consultation. Improvement was marked, in consequence of, 
or independent of, the transfusion and rectal enemata. No 
apparent change in the abdominal tumor nor in the vaginal 
portion of the,cervix uteri ; slight oozing of blood from the 
os externum. Upon careful and prolonged physical examina- 
tion of the abdomen, no additional facts were discovered. 
The woman was still too feeble to bear a severe operation ; 
she had plainly gained during the night ; moreover, the case 
looked more and more like an example of accidental hemor- 
rhage, so we determined to wait. Enemata of peptonized 
milk, and ammonium carbonate per os, since the vomiting 
had ceased, Avere recommended. 10 p.m. : Pulse ,120, tem- 
peratAire 99° F. Patient complained of pain in the region of 
the abdominal tumor, but no- contractions were perceptible 
and no effect upon the vaginal portion of the cervix was 
apparent. Morphine hypoderraatically. 

Third Day, September 25th, 7 a.m. : Pulse 100, tempera- 
ture 99|° F. ; two ounces of irrine bj’^ catheter, that contained 
neither sugar nor albumin. 10:30 a.m.: Consultation. Gen- 
eral condition much better than at' any time since Ave saw the 
case. Ho change in the abdominal tumor nor in the vaginal 
portion. Again, for the third time, we discussed at length 
the propriety of exploratory dilatation of the cervix and of 
exploratory laparatomy, but, in view of the apparent natm-e 
of the case and of the distinct and progressive gain, we de- 
cided to wait. We left the ease in Dr. Mattison’s care, Avith 
the understanding that Ave should be called in the event of 
any change for the worse. 9:30 p.m. : Pulse 98, temperature 
99f ° F. ■ V oided voluntarily six ounces of urine since previous 
night. 

Fourth Day, September 26th : Pulse 100, temperature 
99° F. Yoided eight ounces of urine, passed a comfortable 
night, moved about in bed, and sat up in a chair while the 
mother made up the bed. Drank with relish large quantities 
of peptonized milk. Ho change in the abdominal tumor nor 
in the vaginal portion of the cervix. 9 p.m. : . Pulse 100, 
temperatui’e normal j urine, ten ounces since morning; 

Fifth Day, September 2Tth, 8 a.m. : Pulse 96, temperature 
89 
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normal ; twenty ounces of urine. Patient passed a comfort- 
able night, but complained of some pain in the back and in 
the region of the lower abdomen., jNb. change in the ab- 
dominal tnmor nor in the vaginal portion of the cervix. 
9 P.M. : Pulse 1 00, temperature normal ; tliirty-six ounces of 
urine. 

Sixth Bay, September 28th, 8 a.m. : Pulse 96, temperature 
99|-° F. ; twenty-six ounces of urine. Patient passed an uneasy 
night, restless, and complained of pain. Slight bowel move- 
ment. One teaspoonful and one-half of compound licorice 
powder was followed by five free' discharges of .fluid feces ; 
complained of considerable abdominal pain. ISTo local change. 
9 p.M. : Pulse 120, temperature 101° F. ; 40 ounces of urine ; 
slight discharge of blood per vaginam. 

Seventh Day, September 29th, 8 a.m. ; Pulse 112, tempera- 
ture 101° F. ; twenty ounces of urine. Bowels moved four 
times during the night, with pain and the disehai-ge of large 
quantities of fecal matter. No local change. 9 p.m, : Pulse 
120, temperature 102° F. ; bowels moved four times since 
morning, but pain slight. 

Eighth Bay, September 30th, 8 a.m. : Pulse 104, tempera- 
ture lOlf ° F. ; great pain. 9 p.m. : Pulse 114, temperature 
103-|° F. ; great pain. 

Ninth Bay, October 1st, 8 a.m. : Pulse 116, temperature 
102|-° F. Passed a comfortable night. Rigor at 7:30 a.m. 
10:30 A.M. : Consultation. I saw the case for the fourth 
time with Drs. Waxham, Holmes, and Mattison. Marked 
changes had occurred in the abdominal tumor. It had 
increased slightly in size and was notably emphysematous ; on 
percussion the sound, while not absolutely flat, was still not 
resonant as in physoraetra. Even on this occasion it was im- 
possible to outline the body of the fetus. Taginal portion of 
the cervix uteri absolutely unchanged ; slight oozing of blood 
from the os externum. 

Plainl}’^ the woman was the subject of septic infection that 
had its origin in the abdominal tumor, and the indication for 
active treatment seemed absolute. 'W'e discussed exploratory 
abdominal section and exploratory dilatation of the cervix, 
and decided in favor of the latter. The patient’s critical 
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condition was fully recognized, and her friends were informed 
of the possibility of death during the opei’ation. 

Operation, 11 amT Ether narcosis. Patient placed on a 
table, and, with all antiseptic precautions, 1 dilated what I 
thought to be the cervix uteri by means of Hegar’s bougies 
and Robert Barnes’ water bags. Upon the introduction, 
without violence, of a Hegar bougie Ro. 6 through the os 
externum, a free discharge of liquor amnii stained with blood 
occurred. Uncommon difficulty was encountered in the use 
of Barnes’ bags. Einally, howevel’, with Ur. Waxham’s aid, 
I succeeded in passing two fingers into what I thought was 
the cavum uteri, recognized the fetal head, with the occiput 
to the right and posterioi-, O. U. P. Failing to turn by the 
method of Braxton Hicks, the canal was further dilated, the 
right hand introduced, and i^ersion by the feet with immedi- 
ate extraction easily accomplished. The child, male, was 
dead and macerated, its tissues emphysematous. The pla- 
centa, detached for one-half, was found to be firmly adherent 
for the rest of its area to the site over the right antero-late- 
ral wall of the cavity. Several bands of dense connective 
tissue were sawed through by the hand, and the after-birth 
delivered. During version I felt the promontory of the sa- 
crum and the pulsations of the aorta with alarming distinct- 
ness ; but it was only after delivery of the placenta that I 
recognized the fact of extra-uterine pregnancy. At this time 
I felt the posterior surface of the normal uterus, heretofore 
covered in part by the placenta. 

The woman was put to bed and dry heat applied ; death 
followed in a few moments. The duration of the operation 
was one and one-fourth hours ; the total quantity of blood 
lost slight. I attribute death immediately to the combined 
effect of trauma and ether. 

Autopsy . — A limited post-mortem examination was per- 
mitted and at once performed.. Peritoneal cavity drj’-, free 
from blood ; a few adhesion bands, evidently old, stretched 
between adjacent coils of small intestine, but the structures 
were not matted together in any important degree. The 
mesentery, unfolded, and the small intestines greatly sepa- 
rated by the unfolding of the mesenteiy, together with the 
unfolded right broad ligament and the normal uterus, consti- 
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tuted tlie anterioi’ covering or wall of a large sac that ex- 
tended from tlie pelvic floor below; to the transverse meso- 
colon above. The thickness of this anterior wall was not 
much greater than that of the mesentery and flattened-out 
small intestine, except in the region of the placental site — 
the under surface of the right broad ligament and the upper 
posterior surface of the uterus. Here the wall was one centi- 
metre in thickness, and contained a broad stratum of non- 
striated muscular fibre, the only visible sign of an adventi- 
tious uterus. Upon the removal of the anterior covering, the 



posterior wall was found to be the usual undifferentiated sub- 
peritoneal connective tissue. 

The cavity thus bounded was chiefly abdominal, to a lesser 
degree pelvic. It was extra-uterine and retroperitoneal. In 
addition to old blood clots and fragments of the fetal enve- 
lopes, the cavity contained several lumps of maternal feces ; 
two perfoi-ations through the inferior border of the small 
intestine were discovered, probably due to pressure atrophy. 

The uterus, slightly deflected to the right of the median 
line, enlarged to a degree corresponding with the tenth week 
of pregnancy, presented the following measurements : length, 
equally distributed between corpus and cervix, 10 cm. ; thick- 
ness of the wall of the corpus, 2.5 cm . ; of vaginal cervix, 
1 cm. The uterus was situated directly in front of the child’s 
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liead. Examination showed that the lower mouth of the 
canal, through whiclh'the fetus had been delivered, was 
the os externum, while the mouth communicating with the 
sac was a rupture through the posterior wall of the lower 
uterine segment, at a point whei*e the tissue was as thin as 
blotting paper. In other words, I had passed the bongie per 
os externum through the posterior wall of the supravaginal 
portion, thinned out from pressure atrophy. The decidua 
vera, partly detached, had not been extruded from the caimm 
uteri. 

The left ovary and Eallopian tube were apparently normal ; 
the tube was pervious ; no corpus luteum. The right ovary 
and tube were completely lost in the gestation sac. • 

The placenta, pretty well disintegrated by the force of the 
original hemorrhage and by subsequent changes, showed a 
few white infai’cts and several bands of tough connective tis- 
sue that firmly bound the organ to its site over a considerable 
area. The after-birth was also studded*' with old coagula. 
Fragments of chorion and amnion were visible, attached to 
the placental edges. The fetus, male, well developed, mace- 
rated, 1,165 gm. in weight, 40 cm. in length, corresponded 
to the seventh month, of pregnancy. 

The items in the history of this melancholy case that I beg 
to call particular attention to are : 

I. This case presents a typical example of the classical pic- 
ture of extra-uterine pregnancy, in that the anomaly occurred 
in the person of an old primipara that had been married for 
some time before the event of pregnancy. It is true, the 
right tube and ovary were involved, instead of the same or- 
gans on the left side ; but then the dissection of specimens 
collected within recent years shows that the election of the 
left side is not of such relatively frequent occurrence as was 
formerly believed to be the ease. 

II. The anatomical findings indicate that the pregnancy, 
originally tubal or ovarian, developed in the cavity of the 
right broad ligament. Later the ovum passed up into the ab- 
domen, lifting up the peritoneum and unfolding the mesen- 
tery, still maintaining its extraperitoneal character. Death 
of the fetus, from hemorrhage into the placenta, probably oc- 
curred about the time and in consequence of the day’s wash- 
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ing, already mentioned. The bleeding, however, took place 
within a closed sac, and the hemorrhage- c.eased when the pres- 
sure of the extravasated blood became equal to the general 
blood tension of the mother. Infection doubtless resulted 
from perforation of the small intestine, although, of course, 
other sources are possible. 

It is of interest to note that the cervix persisted in its origi- 
nal virginal length. That is to say, the anatomical os inter- 
num was situated midway between os externum and fundus, 
in a uterus hypertrophied under the influence of extra-uterine 
pregnancy to a degree ooiTesponding to the tenth week. In 
pregnant uteri, of the same date, the cervix is both relatively 
and absolutely shorter. (Compare Braun, “ Der mannliche 
und weibliche Korper im Sagittalsehnitt,” Leipzig, 1872 ; 
Benckiser, “ Beitrage zur Anatomie des schwangeren Uterus,” 
Stuttgart, 1887, Taf. i.). Does not this fact seem to indicate 
that during pregnancy the supravaginal portion of the cervix 
uteri is dilated from above downward, or, in other words, 
that the lower uterine segment is derived, in part at least, from 
the cervix? 

III. As regards diagnosis, all the medical men connected 
with the case must feel some degree of chagrin over the fail- 
ure to locate exactly the pregnancy. Still, the fact that four 
medical men, not without experience in this class of cases, 
and presumably qualified, deliberately, and independently of 
each other, formed the same opinion, though an erroneous one 
— this fact indicates that the case presented extraordinary 
difficxilty. Possibly, also, this fact may add to the instructive 
value of this communication. Furthermore, the circumstances 
under which we saw the case were unfavorable to an accurate 
diagnosis. "We first saw the woman in a state closely bordering 
on collapse, and her precarious condition at a later period 
seemed to contra-indicate the exposure and fatigue incident 
to a more thorough examination. Then, too, on account of 
the characters of the abdominal tumor already mentioned, we 
were utterly unable to elicit, by the usual methods of physical 
exploration, sufficient signs to constitute a positive diagnosis. 
During the course of the case, however, there were jiresented 
certain significant signs that deserved clearer recognition and 
more exact valuation. Some of these significant signs were : 
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1. Tlie abdominal tumor was absolutely quiescent thfougli- 
out tbe period of observation. The woman, indeed, at times 
complained greatly of abdominal pain, hut this symptom was 
not attended by rhythmical contractions, with • their charac- 
teristic changes in the contour and consistence of the tnmor.' 
In the severest cases of “ accidental hemorrhage ” some sign 
of uterine contractions iS almost always manifested within 
twenty-four or forty-eight hours after the occurrence of • the 
accident. 

2. The maternal heart tones were transmitted uncommonly 
cleai’ly and distinctly over all areas of the tumor, and the ute- 
rine souffle was absent. 

3. The vaginal portion of the cervix uteri persisted rela- 

tively hard and unchanged in lengthy throughout the eight 
days of observation. Every one is familiar with Groodell’s 
off-hand rule : “ Wheii the cervix is as soft as one’s lips, the 

woman is probably pregnant ; when it is as hard as the tip of 
one’s nose, the womb is most likely empty.” In this case the 
vaginal portion was softened, yet not to the degree commonly 
observed at the seventh month. The persistence in the 
length of the vaginal portion — -absence of effacement and 
dilatation — was still more significant. In all the cases of 
“ accidental hemorrhage ” that I have observed, marked 
changes in tlie vaginal portion appeared and progressed 
within the first twenty-four hours after the accident. 

4. The vaginal portion of the cervix was distinctly de- 
flected to the light of the median' line. 

The evidence accumulated from these four signs, although 
negative in character, was still of a degree to overbalance the 
evidence in favor of “ accidental hemorrhage,” which, as be- 
fore remarked, consisted in the fact of advanced pregnancy, 
of the single, symmetrical form of the tumor, of the apparent 
direct continuity of the abdominal and pelvic tumor, of the 
vault of the vagina convex downward and filled out by the 
head. At least the negative evidence ought to have deterred 
from a therapy based upon an absohitely positive and exclu- 
sive diagnosis. 

The fact that the hemorrhage through the os externum was 
an insignificant oozing might be interpreted as equally in fa- 
vor of both “ accidental hemorrhage ” and extra-uterine preg- 
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nancy. I have encountered examples of the former anomaly 
in which scarcely a drop of blood escaped into the vagina. 

Finally, an exploration per rectum Avas not made. Such an 
examination, I believe, might have revealed the real nature 
of the case. 

I V. Under the topic of treatment I Avish to mention : (1) The 
apparently important effect of the subcutaneous injection of 
the physiological salt solution. The total quantity injected 
— twenty ounces — was absorbed without local reaction within 
twelve hours after the operation. At the same time, however, 
peptonized milk was exhibited per rectum. (2) Two pro- 
cedures Avere discussed Avhen we first saw the woman and at 
each subsequent meeting. These were, in view of tlie uncer- 
tain diagnosis, 'exploratory abdominal section and exploratory 
dilatation of the cervix uteri. In the light of the autopsy,, 
laparatomy would have accomplished nothing except to reveal 
the nature of the case, because the small intestine was so gen- 
erally distributed over the anterior Avail of the sac, because 
the product of conception was retroperitoneal, and because 
the retroperitoneal connective tissue had been extensively 
dissected up in all directions. It would not have been pos- 
sible even to ligature, on the peritoneal side, the uterine, 
ovarian, and spermatic arteries before their distribution to the 
placenta, for the reason that the relations of these vessels were 
so distorted that they were not found after prolonged search 
during the autopsy. Exploration through the cervix, there- 
fore, was indicated, and it was only unskilful or unfortunate 
use of the sound that led to the serious mistake in the opei'a- 
tion. Under the conditions of the case, the vaginal operation 
for advanced extra-uterine pi’egnancy would have been the 
operation of election, even in the presence of the risk of 
bleeding from the placental site. 

It may be urged, in criticism of the management of this 
case, that the golden opportunity for operation Avas presented 
and lost when the patient had recovered in some degree from 
shock and hemorrhage, but had not yet become infected. 
In reply to this, I desire to say that Avhile the actual time of 
the operation Avas unfavorable, stiU it was the only time Ave 
were summoned to the case when the indication for interfer- 
ence Avas absolute. As a matter of fact, I believe the woman 
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received a necessarily fatal injury when the original hemor- 
rhage into the placenta'^ occurred, and when the retroperito- 
neal connective tissue was so extensively injured. 

2330 Indiana Avenue, December 19th, 1890. 


DELAYED DENTITION.’ 


BY 

GEORGE P, FENWICK, M.D., 
Washington, D. C. 


The following cases are somewhat I'are, and the symptoms 
which are present are rather unusual : 

Case I. — The first case of retarded dentition which oc- 
curred in my practice was in 1873. The child was 20 
months old when its first tooth appeared — one of the lower 
incisors. Two days previous to this the child became ill 
from a severe diarrhea; ivith the exception of this attack,, 
from which it soon recovered, it had enjoyed good health.. 
It had been raised on the bottle. Dentition was completed 
at 4| years and in the regular order. The fontanelles closed 
at the usual period (17 months). No symptoms or history of 
rickets or syphilis. The parents were perfectly healthy. 

Oase II. — This child, a little girl, cut its first tooth at 22 
months — a lower central incisor ; it was quite sick with a 
severe entero-colitis, and continued ill for five days. This- 
was in September, 1883. The child had been regularlj 
nursed from the breast. The teeth appeared very slowly, and 
it was five years and six months before dentition was com- 
pleted (i.e., the deciduous teeth). She is now 8 years and 
months old, and has but one of the pennanent teeth, which ap- 
peared in January last. All of the deciduous teeth are sound. 

The fontanelles closed at the usual period, which showed 
that the process of ossification was normal. She has enjoyed 
uninterrupted good health up to this period. Tlie father of 

> Eead before the Washington Obstetrical and Gynecological Societv 
March 21st, 1890. 
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the child is a robust and healthy man ; the mother rather deli- 
cate and of a nervong temperament, although she has no 
organic trouble. The child has been well since the com- 

O 

pletion of dentition. 

Case III. — This child was the younger sister of Case II. 
She was 27 months old when she cut her first tooth, which 
was on January 2d, 1890. She iiad been well, with the ex- 
ception of a slight attack of indigestion last May. On Janu- 
ary 14th, 1890, 1 was called to see the child, who was suffering 
greatly from diarrhea, with severe pains in the bowels. I 
gave an astringent mixture. The gums were very red and' 
swollen, especially over the region of the first left lower molar 
tooth. Januai'y 24th she was taken with convulsions which 
resembled clonic spasms. There was difficulty in talking and 
swallowing ; the thumbs of both hands were turned inward 
on each palm. There was no pyrexia or heat about the head 
nor flushing of the face. I ordered bromide of potassium 
and ammonia with elixir ammonii valerianatis and water to be 
given every three hours. January 25th, next visit, I noticed 
that the child had lost the use of the entire left side ; sensa- 
tion was perfect. At this visit, on examining the gums, I 
found that the first molar had eru]?ted, and with a little rub- 
bing the whole crown was exposed. January 26th : The 
clonic spasms had continued through the night at intervals of 
ten minutes ; they were so regular and distressing that the 
father came to my house to seek relief at 2 a.ji. for the little 
sufferer- During these convulsions the child never became 
unconscious. The convulsions ceased as morning approached, 
but the hemiplegia remained for one week. The child gradu- 
ally recovered under the bromide treatment, and is well at 
present, but I am afraid she will have a second attack when 
she cuts the other molars. Besides the great delay in denti- 
tion, the most irregular and anomalous features were the erup- 
tion of the first molar before the upper incisors, and the 
singular spasms present in the case. Generally, in cases of 
difficult dentition, we have congestion of the brain with vio- 
lent convulsions, great heat about the head, and high fever ; 
the bowels are often affected either with diarrhea or con- 
stipation. 

Cases of dentition delayed over twenty months are extremely 
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rare. Dr. S. S. Adams lias reporte.d two Imndred and .eigbty- 
■eiglit cases of dentition occurring at the Children’s Dispensary 
Hospital in this city, in children between the ages of 6 and 24 
months old, and out of these cases one went beyond 24 mouths. 
This is not a fair percentage, as we will not observe delayed 
dentition in more than one child in nearly a thousand. Dr. 
Keating says of retarded dentition : “ It is very common for 
the beginning of dentition to be deferred for several months 
after the normal period. In some rare cases teething does not 
■commence until the second year or later.” He also states 
that he had three children who did not cut their first teeth 
till the 25th, 26th, and 27th month respectively. Jacobi men- 
tions one case of a hoy whom he had under observation until 
fhe age of 2 years and 10 months, at which time he had not a 
tooth or a symptom of approaching dentition. 

Many authors claim that where the fontanelles do not close 
at the usual period, it shows a want of ossification and de- 
velopment, and that delayed dentition often follows where 
this condition is observed. They also assert that this condi- 
tion occurs only in children where there is a previous history 
of rickets or syphilis. The cases just reported did not, as far 
as I could ascertain, present any symptoms of either of these 
diseases. All of the children walked and talked at the usual 
.period (from 12 to 14 months). 

Henoch says that dentition, even at the normal period, 
may also be accompanied by abnormal local symptoms which 
must be regarded as due to irritation by the teeth. There 
ure a great many diseases that dentition can occasion and be 
the exciting cause for, such as congestion of the brain, hemi- 
plegia, and inflammation of the bowels. In Case III. the 
•child had great difficulty in talking and swallowing, showing 
some irritation of the trigeminal nerve. 

There is a tendency among a large number of phj^sicians to 
treat dentition very lightly, and they assert that some of the 
profession, the mothers and old grannies, hold to the old and 
exploded idea that teething is the cause of nearly all the ills 
which children are heir to. How, I do not wish to be under- 
stood as attributing all ailments of children to dentition, but 
I must admit that a great many of the diseases of childhood 
are due directly or indirectly to dentition. Dentition, though 
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a pliysiological proeessj is yet, like iitero-gestation, one of con- 
stant irritation. 

Dr. "Webster, of Massaebusetts, places the percentage of 
infantile mortality in that State from dentition alone at three 
per cent, and saj’^s that probably many deaths from other dis- 
eases are indirectly caused by it. hTow, if he had placed it at 
ten per cent he would have been nearer the correct figure. 
The principal causes of delayed dentition are rickets, syphilis, 
and anything which will delay^ nervous development or retard 
ossification. Some claim that children who suflter from 
any eruptive fevers during the development of the secondary 
teeth are destined to suffer from inferior enamel and early 
decay and loss of the permanent teeth ; also, poorly fed chil- 
dren and those using sugar teats regularly develop inferior 
teeth. 


REMARKS UPON PARAMETRITIS, WITH ESPECIAL REF- 
ERENCE TO ITS PATHOLOGICAL SIGNIFICANCE.' 


BT 

GEORGE TUCKER HARRISON, M.A., M.O., 
New York. 


An historical study of the literature of this affection would 
furnish abundant proof of the truth of the observation that 
the human mind arrives at truth slowly, and that advance in 
one period is followed often by retrogradation in another. 

This thought has been forced upon me by the perusal of 
the most recent exposition of this theme, from the pen of Dr. 
Hiehard B. Mauiy." While entertaining the highest opinion 
of the ability of this writer and his conscientious endeavor to 
seek the truth, I am compelled by my careful studies to dis- 
sent from his conclusions. “ I maintain,” he remarks, “ that 
the time has come when the term cellulitis should be aban- 
doned in connection with non-obstetric pelvic inflammations. 

' Read before tbe New York Obstetrical Society February 8d, 1^91. 

® A-uerican Journal of Obstetrics, January, 1891. \ 
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It is a ulisnoiner ; no sucli pathological condition is known to 
exist, unless to a minor degree as dependent upon a major 
peritonitis, and its existence then, even if a matter of im- 
portance, is impossible of diagnosis.”* The main support of 
Ms doctrines he derives from the writings of Bemutz, while 
the views of Lawson Tait, Bolk, and "Wylie tend, in his opin- 
ion, still further to fortify his position. 

Among modern cultivators of this branch of medicine, no 
one has arisen with an intellect more piercing or a sagacity 
more profound than Sir James Y. Simpson; yet listen to his 
words, which are as true now as when spoken : “ The fact is,” ** 
he observes, “ that while the doctrine of the inflammation of 
the cellular tissue in the pelvis, after its revival in England 
by Doherty and Churchill, was carried too far by the enthu- 
siasm of Yonat in France, M. Bernutz committed an equally 
grave error by rushing much too blindly in the opposite direc- 
tion. The truth, as it usually does, lies between the extremes ; 
and while we may easily believe that M. Bernutz has verified 
his diagnosis more frequently by autopsies in cases of pelvic 
peritonitis, it must not be imagined that, on account of the 
rarity of such post-mortem verification, cases of jierimetric 
cellulitis are uncommon. On the contrary, I believe that the 
very fact of the lesion being so frequently extraperitoneal is 
the reason why we so seldom have an opportunity of com- 
pleting the diagnosis in the way mentioned. Yo one can for 
a moment doubt that pelvic peritonitis is a much more seri- 
ous and grave lesion, and one much more likely to produce a 
fatal issue, than inflammation of the cellular tissue of the 
pelvis, and of that alone. While, on this account, we have 
seldom an opportunity of confirming the existence of a peri- 
metric cellulitis by post-mortem inspection, such a case as 
that reported by M. Simon goes far to prove not only the 
possibility of its existence, but even the probability of its 
frequent occurrence.’” We are all agreed that in the pre- 
ponderating majority of cases of parametritis in its acute 

’ Loc. cit., p. 13. 

» “ The Works of Sir J. Y. Simpson: Diseases of AVomen,” D. Aonleton 
& Co., 1877, p. 95. 

* Bulletins de la Soeiete Anatomique de Paris, xxiii. annee, No. 20 u 
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form, the origin must he sought in the puerperal condition i 
but that there is a non-puerperal acute parametritis cannot be 
denied in the face of the facts elicited by modern investiga- 
tion. The chronic form so grapliically described by Freund 
is not usually of puerperal origin. To Yirchow we owe the 
pathological anatomical facts on which the present doctrine 
of puerperal parametritis is built. If it were true, then, that 
there is no such thing as a non-puerperal parametritis, it 
would be simply incomprehensible how that extensive and 
complicated structure constituting the connective tissue of the 
pelvis could escape inflammatory processes after wounds and 
injuries of the cervix and vaginal mucous membrane which 
had been infected. A priori reasoning would lead us to infer 
what clinical and anatomical investigation have proven, that 
such inflammation does occur. The clinical evidence alone is 
demonstrative. The same group of symptoms which charac- 
terize a case of puerperal parametritis, and the same objective 
condition elicited by bimanual palpation, are found in the one 
case as in the other. Does any thoughtful man seriously 
doubt that such eminent* gynecologists as West, Simpson,. 
Graily Hewitt, Barnes, Emmet, Thomas, Spiegelberg, 
Schroeder, Fritsch, Winekel, Martin, possessed such little diag- 
nostic acumen as constantly to mistake a perimetric for a. 
parametric exudation? Doubtless the differential diagnosis 
is difficult enough at times, but, as a rule, this is not the case.. 
It is the exceeding merit of W. A. Freund that he has demon- 
strated, by his beautiful and exact studies, the peculiarities 
as well as the pathological dignity of the pelvic connective 
tissue. 

As he expresses it “ A significant role is imparted to the 
connective tissue functionally by virtue of its union with 
three hollow organs exposed to extensive changes of volume 
and place, and in part subjected to the most active metabo- 
lism. Owing to this union it takes ready and active part in 
the manifold diseases of these organs, and in some of them, 
especially those evoked by infection, it affords the nearest 
and most important station for the morbid products.” Again:. 
“ There is scarcely a notable disease of the pelvic organs in 
which the pelvic connective tissue does not play a larger or a 
' Gynakologisclie Klinik, Strnsskurg, 1885. 
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smaller role ; in many eases its participation gives the standard 
for the prognosis and for the therapeutical indi^iations in 
acute and ehronic dispases of these organs, so that it cannot he 
overlooked or underestimated without danger. In this sense 
we may say that the .pelvic connective tissue controls gyneco- 
logical pathology.” The anatomical studies of Treund, with 
those of Ziegenspeek and Schlesinger, prove in the most ex- 
act, scientific manner the absolute existence of non puerperal 
parametritis. Tiie researches of Ziegenspeek were especially 
made to elucidate the subject of parametritis posterior from 
the standpoint of pathological anatomy. They tend to con- 
firm in every way the correctness of the doctrines of Schultze. 
According to these, this form of parametritis is not usually of 
puerperal origin. Its cause may be purely mechanical, as when 
the accumulation and passage of voluminous/he<?s in consti- 
pation affect injuriously the folds of Douglas. Moreover, 
the blood of menstruation, as well as the lochia, may be in- 
fected, and by ascent lead to pathological processes in the 
uterus and adjacent structures. These injurious effects are 
greater during menstruation than during tlie puerperal con- 
dition. 

Of the relation of parametritis posterior to pathological 
anteflexion it is out of my province to speak. There are two 
forms of acute parametritis, which must be discriminated from 
each other. They owe their origin to two different kinds of 
infectious material. These matters are, on the one , hand, 
putrefactive bacteria, and on the other specific septic bacteria. 
The processes evoked by the first may be designated trauma- 
tic / those which owe their origin to the second, septic para- 
metritis. The first form owes its origin to a trauma of the 
pelvic organs, which may penetrate into tlie connective tissue, 
and to an infection of the wound with ' putrefactive organic 
matters. Such wounds are produced even during the course 
of a physiological labor of a greater or less degree, while in 
cases of difficult labor demanding operative intervention the 
genital tract is subjected often to injuries of a severer charac- 
ter. In the unimpregnated condition, operations on the cer- 
vix, vagina, and perineum may present favorable conditions 
for the occurrence of infection with consequent parametritis. 
Before the time of antisepsis the use of sponge tents was 
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frequently followed by a parametritis, as I have bad frequent 
opportunity of observing. In cas'es in wbicb septic peritonitis 
followed the employment of tents the patients usually died, 
but not so in parametritis. The second form of acute parame- 
tritis is the sejptic parametritis. Thanks to the general em- 
ployment of antiseptic measures in gynecological operations, 
few of these cases are brought under the notice of the modern 
gynecologist. As now observed, they are generally of puer- 
peral origin. 

The statement is often made that parametritis almost in- 
variably tends to suppuration and that an abscess is the usual 
termination. To show how far from the truth such state- 
ments are, let me quote from one of the highest authorities in 
pathological anatomy, E. Ziegler. After speaking of a form 
of parametritis which bears the character of a phlegmonous 
inflammation and leads to the formation of abscesses, he goes 
on to remark that “ more frequently an absorption of the 
exudation occurs, especially in puerperal and traumatic forms, 
and afterward the tissue is more or less hardened in case the 
process has lasted a long time.” It will be noticed that this 
high authority distinguishes between puerperal and traumatic 
forms of parametritis. It is of especial importance to study 
the exudation remaining after an attack of parametritis, as 
well as the abscesses resulting from this cause. The exuda- 
tion may be situate anywhere in the pelvis where the con- 
nective tissue is found, but certain parts are especially 
prone to be affected. 

Taking precedence of all other structures in this regard, as 
a priori considerations would naturally lead us to infer would 
be the case, come the broad ligaments. It may occur here 
in several forms. The ligamentiim latum may be filled by 
an inflammatory swelling which extends from the side of the 
uterus to the edge of the pelvis. On the other hand, the exu- 
dation may only occupy the base of the broad ligament and 
leave the upper part free ; it may hug the edge of the uterus 
closely, or lie adjacent to the pelvic side, and even extend 
upward to the iliac fossa. Spiegelberg called attention to 
the pathological importance of the tissue, two centimetres 
in breadth, surrounding the lower section of the uterus and 
the fornix vaginae, which is especially rich in blood vessels 
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and lymphatics, and which he proposed to call parame- 
tranons tissue. The inflammation of this part he called para- 
metranous inflammation. I have observed this form of para- 
metritis after attempts at forcible dilatation of the cervical 
canal. 

Inflammation of the cervix, as all have seen, I’eadily extends 
to the folds of Douglas, as Shultze and Emmet long ago taught 
us. Fritsch correctly observes: “ This is very probable ; the 
core of the folds of Douglas is uterine tissue. If the mucous 
membrane becomes inflamed, the uterine parenchyma beneath 
proliferates, and the inflammation is extended to the folds 
of Douglas.” The connective tissue situate beneath bladder 
and cervix is attacked with comparative frequency. The 
so-called parametritis anterior is well worth our consideration. 
A case, of this I have recently had an opportunity of studying. 
The exudation extends here to the connective tissue on the 
anterior abdominal wall. The tumor is felt close underneath 
the abdominal covering, with the upper edge more or less 
sharp, and below reaching down into the pelvis. The termi- 
nation of parametritis in the formation of an abscess is a subject 
of paramount importance, as these abscesses break externally 
at a variety of places. I had an opportunity of observing a very 
interesting case of parametric abscess about a year ago. In 
this case I performed the operation of laparo-myomotoiny, 
removing the uterine body, which was the seat of several 
myomata, and the appendages. 1 had the valuable aid of Dr. 
A. P. Dudley. The stump was ligated, covered with perito- 
neum, and sutured ; the edges of the broad ligaments brought 
together by catgut sutures in the way practised by Drs. Groffe 
and Dudley. In the second week after the operation ^para- 
metric abscess developed in the left broad ligament, and, extend- 
ing up to the anterior abdominal wall, opened into the lower 
angle of the wound. The tubes and ovaries being here out 
of the question and the abscess extraperitoneal, a good op- 
portunity was ofiered for the study of traumatic parametritis. 
The patient, I need scarcely say, made a good recoverv. 

On account of its paramount importance, reference must be 
made to that form of inflammation of the connective tissue a 
knowledge of which we owe to the clinical and anatomical stud- 
ies of Freund, who terms, it paa'ameiritis chronica atrophicans. 

30 
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In the etiology the important factors are excessive irritation 
of the genitalia, as well as such debilitating influences as depre- 
ciate and impoverish the blood. The process starts from the 
base of the broad ligaments and extends into the neighboring 
connective tissue; behind, it involves the utero-saci'al liga- 
ments ; and before, it goes over in a lateral direction to the 
bladder. It gradually penetrates deeper into the broad liga- 
ments, invades the connective tissue around the vagina, and 
•finally attaelcs the entire connective-tissue framework of the 
peWs. Pathologically the process is a cicatricial atrophy, a 
cirrhosis of the connective tissue ; pei-iphlebitic processes are 
observed in the be^inniuo: of the disease. The connective 
tissue becomes ultimatel}' hard and retracted, the liyamenta 
lata are shortened and become firmer, the liyamenta rotunda 
thin, and finally the uterus and ovaries, with vagina and 
vulva, undergo an atrophy comparable to senile involution. 
The symptoms are lai’gely those of hysteria. 


HEJIIPLEGIA FOLLOWING ABORTION. > 


BT 

GEORGE P. FENWICK, 3I.D.. 
Washington, T>. C. 


I WAS called July 7th, 18S9, to see Mrs. M., whom I found 
suffering great abdominal pain and uterine hemorrhage, aiid 
was informed by the nurse that she had aborted during the 
night. 

On making a vaginal examination I found that the fetus 

had passed, but that a portion of- the placenta had been 

retained and was firralv attached to the fundus of the ute- 

*/ 

Tus. After several unsuccessful attempts at extraction, a 
tampon was inserted and allowed to remain ten hours, and 
at the expiration of this time, on removing the tampon, the 
retained portion was easily extracted. 

• Read before the Washington Obstetrical and Gynecological Society 
March 21st, lS90. 
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• On my next visit the nurse stated that the patient had lost 
the use of the entire left side. After a little examination I 
was surprised to find that I had a case of complete hemiple- 
gia, The mouth had been drawn slightly to the right side. 
iSensation not impaired. There had been very slight dis- 
charge since the extraction of the placenta . There was no 
pain. The temperature was only 99° and pulse 'iO, l^^o 
febrile symptoms. She was ordered to be kept very quiet 
and to be given fifteen grains of the bromide and five grains 
of the iodide of potassium in water every three hours; 
light diet of milk, tea, and toast was enjoined. She could 
:answer questions very slowly, and appeared to require a great 
.effort to articulate. . She seemed conscious of everything said 
to her. She did not suffer from headache. Third day : The 
temperature was 100°, pulse 85. She seemed more comfort- 
able, although her condition was about the same. There was 
no headache. The discharges from vagina were natural ; no 
pain over the region of the uterus, and she did not ajipear to 
suffer any from the effects of the abortion. The potassium 
treatment continued. Carbolic acid injections used twice 
daily since the extraction of the placenta. Fifth day : Tem- 
perature 99°, pulse 80. The drawing of the mouth to the side 
‘was less marked. All treatment continued. Seventh day: 
.She was slightly better, the temperature and pulse normal. 
She had recovered the partial use of the left arm. ' The leg 
was' about the same. The bowels were kept open by gly- 
cerin suppositories. The treatment continued, excexit that 
the potassium was given every four hours instead of . three. 
Fifteenth day : She recovered the use of the leg, but said 
the pain was very severe on the slightest movement. Twen- 
tieth day ; She was able to leave her bed and walk around the 
room without assistance. After this 1 placed her on an iron 
tonic with good, nutritious diet, and in five weeks from the 
time she was first attacked she returned to her home in Yir- 
ginia, apparently well. 

What was the cause of the hemiplegia in this woman ! 
Was it merely incidental to the abortion, or was it caused by 
it? We know that hemiplegia sometimes occurs in the preg- 
nant woman, and it has been observed before and after par- 
turition, but I have failed to find a single ease mentioned in 
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the text boohs or in the Army Medical Libraiy where it 
occurred immediately after abortion. Was it caused by a 
lesion, an embolus in the brain near the fissure o£ Sylvius, or- 
was it from a pressure on the nerve filaments from a slight 
hemorrhage ? From the symptoms and history of the patient I 
am of the opinion that it was merely incidental to the abortion,, 
and that hemiplegia was produced from a small embolus in 
the brain near the ‘‘motor speech track” in the fissure of 
Sylvius. You will observe that this patient had considerable- 
difficulty in articulation, which is considered by Drs. Eanney, 
Mitchell, Spitzka, and many others to be a diagnostic symp- 
tom of lesion in the pons, provided the presence of aphasia 
of cerebral origin can be excluded by the history of the case.. 

There is nothing in the history of this case to force any 
one to the belief that there were any original cerebral troubles- 
before this woman aborted, as her mother and sister informed 
me that she always enjoyed good health and had very rarely 
complained of headache. The rapid recovery would partially 
confirm my opinion that it was a small embolus and was soon- 
absorbed. 


TBAMSAOTIONS OF THE OBSTETRICAL.- 
SOCIETY OF NEW YORK. 


Stated Meeting, January 20^7i, 1891. 

W. GfiLL Wylie, M.D., P resident 'pro tern.., in the Chair. 

The pathologist, Dr. C. T. Adams, made the following re- 
port on the specimen presented by Dr. Wylie at the last 
meeting : 

The specimen consists of the right tube and ovary. The 
tube is of about the size and shape of a Bartlett pear, covered 
with recent adhesions, and has a small opening on its anterior- 
surface which leads into a ca-vity which occupies the outer 
two-thirds of the tube. The -walls of this cavity, which are 
extremely thin near the opening, gradually thicken to about 
half an inch near its contracted uterine end. Here the cavity 
is shut off from the rest of the tube by a septum a half-inch 
thick. The cavity is lined by a smooth membrane, and near 
its contracted end is a membranous projection which looks- 
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like a rndimeBtary umkilical cord. In tlie tube on the 
uterine side of the half -inch sQptumis a small cavity holding 
about a teaspoonful of pus. The tube beyond this appears 
entirely occluded. The ovary on section exhibits a cyst with 
a small external opening. The cyst appea-rs to be a ruptured 
follicle. Sections examined raicroscopically show the thick- 
ened wall of the tubal cavity to be placenta at about the 
third month. The pus contains a few staphylo- and strepto- 
cocci. The fetus appears to be about the second inontli. 

Dr. Wylie, after repeating a part of the history of this 
-ease as narrated at the last meeting, said that after removal 
of the extra-uterine pregnancy the patient continued to have 
the same temperature, although without local symptoms. 
There was no tympanites, no vomiting, no symptoms appa- 
rently due to the operation. Dr. Janeway saw her, and ex- 
pressed the opinion that it was a case of acute miliary tuber- 
<culosis. Death took place the third week after the operation. 

Dr. G-. M. Edebohls asked whether it was not possible that 
fhe collection of matter in the tube was due to tubercular 
•.salpingitis. Only yesterday he was able to make a diagnosis 
of tubercular salpingitis in a patient aged 26, who gave 
a history of acquired syphilis. She had a syphilitic cica- 
tricial stenosis of the rectum an inch and a half from the 
margin of the anus, reducing the calibre to about the size of a 
lead pencil. In addition there was an enlargement on both 
sides of the uterus, the one on the right extending around and 
back of the organ. Ascertaining that this mass was fluctuating, 
he was enabled to puncture it with the exploring needle and 
withdraw about a teaspoonful of pus. As the needle was 
withdrawn from between the tissues of the pus sac and abdom- 
inal walls, considerable serum also entered the syringe, which 
he had examined for tubercle bacilli. Tuberculosis was sus- 
pected from the discovery of irregular nodules interior to the 
abdominal walls, although cough was not present and no tu- 
bercular changes could be found elsewhere. The pathologist 
found tubercle bacilli in the fluid withdrawn, wdiich rendered 
the diagnosis of tubercular salpingitis beyond doubt. 

LARGE FIBROID OF THE UTERUS AND CANCER OP THE CECUM. 

Dr. H, T. Hanks presented the specimens, whose histories 
were contained in the paper which he read later. He also 
presented a hard-rubber tube with a bulb on the end for in- 
troduction to and through the strictured portion of the gut in 
•cases of obstruction. Tlirough it a stream of water coiUd be 
injected by means of the- Davidson syringe or other instru- 
ment 

Dr. W. Gill Wylie, in commenting upon Dr. Hanks’ 
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specimen, said it was extremely rare to find a tumor in tlie 
pelvis so large as to cause intestinal obstruction by pressure. 
Often the movements were interfered with scarcely at all, not- 
withstanding the fact that the tumor might be hard and have 
reached a large size. Therefore, when obstruction did occur, 
it was well to look for some other cause than the presence of 
a tumor, unless this were malignant. It was not uncom- 
mon for patients with malignant disease involving the intes- 
tine to refuse to go to a hospital, believing they were only 
troxrbled with constipation, until the obstruction had become 
complete. He had had a case almost identical with that of 
Dr. Hanks. 

nOUBLE MULTILOCULAll DERMOID CYST OF THE OVARIES. 

Dr. Floriar Krug presented the specimens, which were 
removed on Saturday from a patient aged 36, the mother 
of two children, who had been cognizant of the tumors 
in the abdomen for three years. Tlie physical signs were 
those of fibroid of the uterus, which diagnosis liad been 
made by the physicians who saw the patient. Dr. Krug said 
he would not have suspected that it might be something else 
tlian a fibroid, had he not recently removed a cystic sarcoma 
which also had presented the symptoms of a fibroid tumor of 
the uterus. 

There had been previous attacks of peritonitis, and he met 
with some difficulty in separating the adhesions. The larger 
of the two tumors was about the size of the two fists, and was 
multilocular, containing two or more distinct compartments. 
They contained hair, caseous-looking matter, etc. 

Dr. H. J. Boldt inquired whether there had been hemor- 
rhages, or what had led to the operation. 

Dr. Krug replied that there had been frequent severe hem- 
orrhages, and it was necessary to wait tivo weeks and try to 
build up the general health before operating. The uterus was 
not enlarged, and he could not say what was the cause of the 
hemorrhages. 

Dr. W. R. Pkyor said he had never before seen a true mul- 
tilocnlar dermoid cyst, and he thought they must be verju’are. 

■ Doran, he said, had laid down the law that no true ovarian 
tumor could be other than multilocular, the only exception to 
this rule being dermoids. 

Dr. a. P. Dudley said he had seen specimens of mnltilocu- 
lar dermoid cysts, one in particular removed by Dr. Green 
twelve or fourteen years ago. 

Dr. J. R. Goffe said he removed a double dermoid cyst of 
the ovaries about two years ago, and he was sti*ongly of the 
impression that the larger of the two was multilocular ; that 
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in one compartment he found in the other bones and 
teetli. , ’ , ■ 

A NEW STEM PESSARY. 


Dr. Hanks presented a stem pessary made of hard rubber, 
in three sizes, ranging from one and a half to two and a half 
inches. They are about one-quarter of an inch in diame- 
ter. The cap, or head, is about two-thirds of an inch in 
diameter. Opportunity for perfect drainage is provided 
for, since the stem is split for one and one-third inches. 
The cap is open sufficient to. allow a possible impregnation 
to occur while the stem is in situ. The stem is retained 
in position by a silver wire passing through it one-half 
inch from cap and then passing through each lip one-thii-d 
of an inch from the os externum. The wire is twisted over the 
cap in small shallow grooves, and the ends of the twisted wire 
are turned into the opening in the cap. The instrument 
gives the most perfect drainage possible. Of course when in 
situ it prevents stenosis of internal os and anteflexion. I have 
had patients wear these stems for three and four months 



without any inconvenience whatever and with great comfort. 
Of course where no stem ought to be used, tfiis one should 
not be used. 


^ Dr. Pryor thought much might be said with regard to the 
instrument presented and of the desirability of using pessa- 
ries at all. The uterus, as the gynecologist usually found it,' 
was not a well-developed organ; it was in rather a primitive. / 
state. If one introduced a stem pessary, the cervical canal 
would dilate and permit, according to his observation, of as 
free drainage ^ with a solid stem as with one which was 
grooved. Besides, if it were grooved or had a hole through 
its centre, clots would enter and the instrument would 'he 
likely to become fonl and obstructed. 

Wylie had one fault to find with the stem presented 
b.y Br. Ranks ; if the liter ns were to contract, the two lonjvi- 
tuduial portions would be likely to be pressed together and 
close the passage. 

Dr. Hanks said this was possible where the stem was a 
long one, but not with the short one. He had used it a year 
and a half and liad observed no such difficulty. 

Dr. Pryor remarked further that a tampon' was not neces- 
sary to retain the unperforated stem in place. Atmospheric 
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pressure retained it as it did a set of artificial teetli. It might 
slip down a little to permit of the escape of blood, but would 
slip back again. 

Dr. Boldt differed with Dr. Pryor on this point. He had 
seen the stem come out time and again. 

Dr. Pryor thought the last speaker must have used a short 
stem which did not pass beyond the os internum, and that the 
uterus tvas retrovcrted. It did not occur in simple antever- 
sion. 

Dr. "Wylie said that, according to his experience, it was 
better to have a small bulb on the upper end of the stem 
and a groove large enough to drain thoroughly. Uterine con- 
traction was likely to force them out, so that ordinarily they 
were found, on the third or fourth day, out, or partly out, be- 
low the os internum. He paid more attention to complete 
drainage the first ten days or a week than he did to straight- 
ening the uterus or other purpose. The idea was to bring 
about a change in the lining membrane and stimulate the de- 
velopment of the uterus." 

Dr. Hanks agreed with Dr. Wylie that when the uterus 
contracted on the stem it was likely to expel it, unless there 
was a decided anteversion. 

Dr, Pryor thought that where there had been sufficient 
dilatation of tiie os, uterine contraction did not take place and 
force out the stem. 

INSTRUMENT FOR USE AS FORCEPS, SWAB, AND IN IRRIGATION 

OF THE UTERUS. 

Dr. G-. E. Abbott presented an insti’ument which had 
nearly the form of Dr. Emmet’s forceps, but one blade of 
which was hollow for the passage of water, and the other 
igrooved at its extremity to allow of the outward flow. A 
pledget of cotton or a sponge might be carried between the 
jaws as a swab, or it might be employed as forceps for the 
removal of shreds of membrane obstructing the flow. 

Dr. Ralph W aldo thought that if a swab were used dur- 
ing the flow of water there would be danger of preventing 
the return flow. 

Dr. Horace Tracy Hanks read a paper on 

THE LOCATING OF INTESTINAL OBSTRUCTION BEFORE, AND THE 

TREATMENT OF INTESTINAL DISTENTION DURING, OPERATION.’ 

Dr. Bache McE. Esisiet said he had had the pleasure of 
seeing Dr. Hanks operate in the case reported in the paper, 
and it had impressed upon his mind the correctness of the 
course therein advocated when the tumor could not be located 
* See original article, page 435, 
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Tiefore opening tlie abdomen. He tbouglit tbat no one would 
now hesitate to perforate the distended bowel and allow of 
the free escape of gas in order that lie might find and remove 
the obstruction. The operation would thus be shortened and 
the chances of success be not imperilled by the greater 
;shoch: attending prolonged manipulation. 

Dr. Pryor thought time would hardly permit of taking up 
all the points made in the paper. Most of them, he believed, 
had been generally accepted. We now knew much more 
:about the symptomatology and • treatment of obstructional 
bands, volvulus, or intussusception than forrnerly. The kind 
of obstruction which interested the laparatomist most was that 
form which came on about the second or fifth day after an 
•operation. Dr. Pryor thought that while there was truly an 
■obstruction, yet it was due to paralysis from septic peritonitis. 
This opinion was based on observations made at autopsy, 
■especially in fatal cases of puerperal fever seen at Bellevue. 
While there had been sj’^mptoms of obstruction, yet at autopsy 
no constricting band, volvulus, or intussusception could be 
found, but simply evidences of septic peritonitis which must 
have destroyed tlie peristaltic action of the bowel. He had 
iseen obstruction after laparatomy only twice, and in both 
there was peritonitis, enormous distention, and volvulus of 
the small intestine. The volvulus was explained in this way : 
A plastic effusion having poured out, uniting two folds 
■of intestine, distention began ; one portion of the gut en- 
tered the other, and the greater the distention the greater the 
amount of intussusception. This could be proven by experi- 
ments on the dissecting table. He believed the fatal perito- 
nitis began before volvulus developed. 

Dr. Dudley thought Dr. Hanks’ case was an extremely 
interesting one, and one complicated almost beyond possibil- 
ity of relief. There was a condition which he had never 
seen — a pure fibroid tumor of the uterus and cancer of the 
intestine in the same patient. If it could possibly be pre- 
vented, he thought the iutestines should never be allowed to 
protrude during an operation. Their escape seemed to add 
to the shock and make the operation much more dangerous. 

Of the non-operative forms of obstruction, or those arising 
where no operation had been performed, he believed that in 
women the most usual form arose from rupture of the uterine 
•appendages setting up a local peritonitis which imprisoned 
some portion of the small intestine. Regarding intestinal 
incision, he agreed with Dr. Hanks and Dr. Emmet that it 
was far preferable to taking out the intestine where there 
was great distention, which prevented discovery of the seat 
■of obstruction. He thought an incision was less dangerous 
fhau several punctures, for one would know then where the 
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gut bad been wounded, while he might not when it had beenr 
punctured in several places. 

To prevent obstruction by adhesive bands after operations, . 
the best method was to keep up the vermicular action of the 
intestine after tlie operation. He had had no ease of obstruc- 
tion where he had cleansed the bowel before the operation 
and kept it free subsequently. Where obstruction followed 
rupture of the tubes, etc., indicated by the history, there was- 
great distention, acute peritonitis, and pressure paralysis, 
described by Dr. Pryor, rather than constricting bands. 

Dr. Pryor wished to emphasize the point tbat where ob- 
struction existed after operations it was due to peritonitis, 
even though volvulus or adhesive bands were present. Ob- 
structions, as commonly understood, were, he thought, very 
rare after operations. 

Dr. Wylie said this subject had been very interesting to 
him for ten years, and particularly so for six or seven years.. 
His attention had been drawn to one phase of it partly by 
his own observation, partl}’^ bj' that of his brother, who then 
began assisting him in his laparatomies. While they had not 
many deaths after laparatomy, yet in a few cases the symp-- 
toms were such as to make them think the trouble could not 
have been septic peritonitis. In these cases, and some re- 
lated, by others, there was so little rise of temperature before = 
great distention had developed that he began to suspect the 
trouble was not peritonitis, but obstruction. De did not 
know at that time that any one had revived the method in 
these cases, formerly employed in puerperal fevei’, of using 
saline cathartics. After beginning their use in laparatom}’^ 
cases he learned that Mr. Tait was also employing them, but. 
with the idea that they carried away the septic element. The 
speaker soon observed that the death rate among those pa- 
tients in whom vomiting set in after the operation, became 
greatly diminished after he began the use of saline cathartics.. 
This one change of method caused a great improvement in 
his record. He did not take the ground which Mr. Tait did,, 
that in moving the bowels he got rid of the poison which’ 
was causing the peritonitis ; it was his opinion that the move- 
ments prevented obstruction and in that way saved life. 
Just what influence it might have upon the poison itself he 
was unable to say. Subsequently this practice became pretty 
general, and he was satisfied that hundreds of patients had 
been saved who, under the lehalone method, would have de- 
veloped vomiting and symptoms of obstruction leading to- 
death. At present, if a patient on whom laparatomy had. 
been performed, should begin to have distention, rise of tem- 
perature, and show the least evidence of obstruction,' he 
would at once cause the bowels to move. It was a general 
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lule witli him alwavs to obtain a movement hy the third day.. 
H a movement did not tahe place by that time, and there 
were signs of peritonitis and distention, death was very likely 
to I’esult. He had not the slightest doubt that a distensive- 
peritonitis wonld paralyze the intestines and cause obstruc- 
tion in the way spoken of by Dr. Pryor, yet he was satisfied 
that it was the obstruction complicating the peritonitis which 
caused death. 

An illustrative case had once come into his hands in an in- 
cidental way. Happening once to be at Dr. Otis’ ofiice, he 
was told of a case which the doctor wonld like him to see in 
Brooklyn, in which the possibility of an acute attack of peri- 
tonitis developing on a former 'attack was suspected. .Dr. 
"Wylie saw the patient, and was given a history of obstruction 
of four days’ duration. The physician who had been attend- 
ing the man was a homeopath, therefore Dr. Wylie consented 
to the trial of measures for moving the bowels twenty-four 
hours, with the understanding that if not successful he would 
then proceed to open the abdomen. The distention was not 
great, the pulse was good, the temperature little above nor- 
mal, but he still insisted that there was intestinal obstruction, 
and opened the belly. He took out all the intestines, found 
the constricting- band, cut it, and the patient made a good 
recovery. He had since operated on one or two similar cases. 
The great difiieulty was that they did not reach the surgeon 
soon enougli ; they were treated for constipation until great 
distention had taken place and an operation was almost hope- 
less. 

He would certainly advocate measures to prevent obstruc- 
tion, but when it once developed he would operate early^ 
As our knowledge advanced, both with regard to diagnosis 
and the technique of the operation, he was convinced that 
many cases would be saved which in the past would have 
been lost. 

Dk. Hanks asked Dr. Wylie what method he would re- 
sort to in a case of enormous distention from gas and fluids. 

Dr. Wylie said that if he had such a case he would en- 
deavor, before opening the belly, to locate the seat of obstruc- 
tion. If he were uncertain of it, he would make a small 
opening into the belly, introduce two or three fingers, and 
explore. He said it was surprising how much information 
could be obtained in that way. If he still failed to find the 
obstruction, he would enlarge the. opening and introduce his. 
hands, still keeping the intestines in if it were possible. If 
he succeeded in finding the obstructing band, he would break 
it up with the finger, if possible, or, if not possible, would 
make a counter-opening 5 that is, instead of relying on the 
median incision, in two cases he had made a second opening- 
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over the seat of the obstruction, in one breaking up adhe- 
sions caused by general peritonitis, and in the other separating 
adhesions which had formed at the cecum, then washing out 
the pus and lymph. In breaking up adhesions lie relied prin- 
cipally upon his finger nails. In the last-named case he in- 
serted a double drain in the median line and at the lower 
wound. There had been perforation, general peritonitis, 
and obsti’uetion, yet the man recovered. Where death had 
resulted it had usually been due to a gangrenous condition 
taking place at or near the obstruction. He had saved four 
out of five cases in which there was perforation. 

If he could not locate the obstruction by introducing the 
hand, and the distention, although ereat, were not excessive, 
he would take the intestines out. If the distention were ex- 
cessive, making it evident that if the intestines were once 
taken out they could not be gotten back without emptying 
tlieir contents, he would pull a portion out, not necessarily in 
the median line, secure it on the outside, then open and empty 
tlie intestine of gases and fecal matter ; then go further with 
the operation, if he thought advisable. If the patient’s con- 
dition were very bad he would do nothing more, but rest 
contented with having made a temporary opening, and trust 
another operation mi^it be possible afterward. He had done 
that once successfully. 

He, Goffe expressed himself as a strong believer in keep- 
ing the bowel open by cathartics as a preventive measure. 
Whenever, in doing a laparatomy, he had reason to fear, on 
account of the extensive manipulations, etc., the subsequent 
development of peritonitis and obstruction, he caused the 
bowels to move almost immediately. He gave an illustrative 
case operated upon four weeks ago. 

With regard to obstruction, l)e believed with Dr. Piyor 
that in most eases it was due to paralysis of the bowel. He 
thought that in keeping the bowels active one did get rid of 
septic poisoning as well as prevent the spread of peritonitis. 

He. Wylie explained that it was not his intention to say 
one did not get rid of septic poisoning by moving the bowels. 
He simply claimed that the good results of moving the bowels 
soon after laparatomy came often from preventing intestinal 
obstruction; and in preventing obstruction one prevented 
peritonitis. If inflammation developed, owing to the better 
condition in which the system was placed by the saline cathar- 
tic, it was more likely to remain local. 

He. Haxks said, in closing the discussion, that in a few 
cases on which he had operated, and in others which he had 
seen at autopsy, there was, it Avas true, evidence of septic 
peritonitis, yet there were also a large number of adhesions ; 
one portion of the small intestine might be attached to the 
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colon, or to the abdominal walls, and so on, so that there 
miffht not only be paralysis of the bowel, spoken of by Div 
Pryor, but also- actual obstruction. He believed firmly in the 
principle, several times referred to during the discussion, to 
move the bowel as soon as the first danger signal had been 
thrown out. 


Stated Meeting^ February Zd, 1891, 

Robert A. Murray, M.D., YUe-Po'esident, in the Chair. 

Dr. Gr. M. Edebohes said that the patient whom he was 
about to present was a woman of 39 years, upon whom 
he had operated Eebruary 28th, 1890, for double pyo-salpinx 
and ovarian abscess. At the time of the operation she was in 
a most cachectic condition, being in the active stage of terti- 
ary syphilis. She made a good recovery from the operation, 
and left the hospital about six weeks later, supplied with a 
well-fitting abdominal supporter. After leaving the hospital 
she immediately stopped wearing this supporter, and a hernia 
gradually developed. When again seen by the speaker, about 
ten months after the operation, there was a separation of the 
recti muscles in the region of the wound, four inches long 
and two inches wide. The details of the operation which he 
had perfoiTued for the cure of this hernia would be reported 
at some future time. The peritoneal cavity was not opened 
in this operation. 

A NEW SELF-RETAININO VAGINAL SPECULUM. 

Dr. Edebohls also presented a self -retaining vaginal specu- 
lum devised for operations in the dorsal position. In this 
country it is not very usual to perform trachelorrhaphy and 
colporrhapliy, and similar operations, with the patient in the 
dorsal position, and up to about two and a half years ago he 
had always operated witli the patient in the Sims position. 
At that time he tried the dorsal position, and became con- 
vinced that it was far superior to the other. After this he 
endeavored to do away with the necessity of having an assist- 
ant to hold the speculum, and his efEorts had resulted in the 
production of the speculum which he had the honor to show 
this evening. 

The instrument consisted of a blade like that of the ordi- 
nary Sims’ speculum, only placed at an angle of forty-five 
degrees or more to the handle. The portion just outside of 
the vulva widens out into two flanges, which serve to keep 
the labia apart without the use of separate lateral retractors. 
The handle bends downward and backward, and terminates in 
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a hook upon which is hung a pail, the weight of which serves 
to retract the perineum. The handle is hollow for the pur- 
pose of conveying away the irrigating fluid. He had given 
np the nse of sponges, preferring instead to keep the parts 
freed from blood by constant irrigation. The nozzle of the 
irrigator is held above the field of operation, and the fluids 
pass out through the hollow handle into the pail, which over- 
flows into a large basin. 

Dr. Edebohls said that this instrument was not entimly 
original with him. A number of gentlemen, among them Drs. 
Cushing, of Boston, G. D. Jones, of Cincinnati, Hitot, of 
Paris, and others, had elaborated this idea, each in his own 
way.' 

A SIKPI.E AND SAFE FEMALE CATHETER. 

Dr. Malcolm McLean said that it had been his lot to see 
much troxtble from catheters in the hands both of nurses and 
physicians, and this was his apology for dii'ecting the atten- 
tion of the Society to so simple an instrument. He had tried 
it in a sufllcient number of eases to satisfy himself that it was 
the best he liad ever used. Its recommendations are sim- 
plicity, cheapness, readiness, and perfect cleanliness. It con- 
sists essentially of a glass tube, two and a half inches long, 
with the ordipary uretliral curve, open at tJie vesical end, and 
having a simple rubber drainage tube attached to its distal 
extremity. Some antiseptic fluid is drawn up into the tube, 
and may be kept in it for any length of time by slipping the 
other end of the rubber tube over the vesical end of the 
catheter. The catheter is thus kept aseptic and ready for 
nse by keeping it filled in this way with a bichloride solution 
or a five-per-cent solution of carbolic acid. The instrument 
is of such a length as to hardly enter the bladder. It was tbe 
teaching in more than one school in this city that if the 
catheter failed to evacuate the urine when introduced to the 
ordinary depth, it should be pushed still further into tbe 
bladder. The position of the bladder is such that it will 
empty itself from the remotest corner, if the opening into it 
frorn^ the urethra is properly dilated with an instrument, and 
this is all that should be allowable. 

A NEW^ FORar OF DHAINAOE TUBE FOR PELVIC ABSCESS, 

Dr. a. H. Buckmaster. in presenting this new instrument, 
said that the difiiculties arising from the use of the ordinary 
form of drainage are three in number : (1) the tube is pushed 
in, thereby pusliing the orifice of the tube away from the 
opening and preventing thorough drainage ; (2) the tube is 

*A full description and cut of the speculum can be found in the Medical 
Eecord for Slarch 7th, 1891. 
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puslied completely out of tlie cavity ; or (3) tlie tissues in con- 
tracting squeeze the tube and close its lumen. In order to 
overcome these difficulties, the tube must he of an unyielding 
material; it must be flanged on its inner extremity to prevent 
its falling out, and it must be flanged on the outside or sewed 
into the wound to prevent its being pushed in. The device 
presented consists of a glass tube flanged at the side to rest 
in the abscess cavity. The tube is long enough to project 
about half an inch from the wound for drainage.^ Over this 
end fits a collar of rubber, which is fastened in place by 
strands of silver wire which pass through perforations in the 
abscess end of the tube, and then through perforations in the 
flat disc, and are held in position by perforated shot. 

REMARKS ON RARAMETRITIS, ESPECIALLY WITH REVERENCE TO 
ITS PATHOLOGICAL SIGNIFICANCE.' 

Paper by Dr. G-eorge T. Harrison. 

Dr. P. F. Chambers said that in the last few years our 
attention had been so much directed to ovarian and tubal 
troubles that we had ignored cellulitis to a great extent. lie 
was not one of those, however, who believed in cellulitis as 
much as some other gynecologists. He thought tliere were 
many cases of so-called ovarian and tubal troubles, in which 
these organs were removed, and which were pure eases of 
cellulitis. He had seen cases which had been so diagnosti- 
cated by others, yet he had successfully treated them as cellu- 
litis. He, for one, would be glad to see the pendulum swing 
back again, so that cases of cellulitis would no longer be 
called tubal disease. 

Dr. J. R. Goffe did not think we should allow this paper 
to pass unchallenged. When Dr. Harrison quoted an author 
as saying that inflammation of the cellular tissue in the pelvis 
dominates the pathology of pelvic troubles, he wished to take 
issue with him. There is a rapidly growing sentiment that 
the dominating influence of peri-uterine troubles is in the 
peritoneum, associated, of course, with disease of the uterine 
appendages. D]\ Harrison had quoted foreign authorities 
freely, yet had offered nothing new from his own experience 
to prove that there is such a thing as cellulitis. We were all 
willing to admit that cellulitis may occur in connection with 
pelvic peritonitis, but he had not seen a single non-puerperal 
ease in which cellular inflammation was of any practical im- 
portance. When he left the Woman’s Hospital of Hew 
York, he had a strong belief in pelvic cellulitis ; but after- 
- wards, when compelled to unlearn this, he thought he had 

' See original article, page 460. 
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made a distinct advance in liis knowledge of pelvic inflamma- 
tion. One gains the clearest and best insight into these in- 
flammatory troubles in the female pelvis by comparing the 
patl)ological changes occurring in the serous membrane of the 
pelvis with those of the serous membrane lining the pleural 
eavit3^ There may be a serous inflammation in the pleura^ 
witli simply a pouring out of serum, and subsequent absorp- 
tion of the serous exudate, the patient recovering without 
serious consequences. 'A similar series of changes may occur 
in the pelvic serous membrane. If the pelvic inflammation 
passes one step further, we have not only serum but a plastic 
exudate ; and if this process stops sufficiently earl^y, this exu- 
date may be dissolved by the serous effusion and be absorbed. 
If, however, tlie inflammatory process continue, the exuda- 
tion may become organized and give rise to strong pelvic 
adhesions. It was well known that just such adhesions re- 
sulted from a similar process in the pleura. In an asthenic 
patient the inflammation of the pleura may convert that 
membrane into a pus-secreting surface, and the suppuration 
may be kept up for weeks or months, 

He believed that in the same way the pelvic peritoneum 
might degenerate into a pus-secreting surface, resulting in 
the development of a pelvic abscess. He did not believe that 
pelvic abscesses in non-puerperal eases were in the cellular 
tissue, but that they were ipside of the peritoneal cavity, the 
pus being shut in by adhesions above between coils of intes- 
tine, or by adhesion of the upper border of the broad ligament 
to the intestines. 

Dr. Harrison remarked that one case to which he had re- 
ferred in his paper was a beautiful illustration of inflamma- 
tion terminating in suppuration in the pelvic tissue, and when 
the suppuration could not be referred to the tubes and ovaries, 
as these were absent. 

Dr. Goffe, continuing, said that he did not believe the 
tubes and ovaries were always the cause of the inflammation. 
The case referred to by Dr. Harrison was one in which he 
had performed sn]iravaginal hj'^sterectomy for fibroid tumor, 
and disposed of the stump according to the method described 
and advocated b}' him in a paper published over a year ago. 
Suppuration had occurred under the flap. He, however, had 
failed to dilate the cervix and allow the pus to escape. It 
had therefore, fortunately for him, found an exit between 
the layers of the broad ligament, and gradually worked its- 
way along till it appeared in the abdominal wound. At least, 
it is fair'’ to suppose this to be the case, in lieu of the more 
exact knowledge only obtainable by post-mortem studies. 

“WTien we come to perform laparatomy in cases diagnosti- 
cated as cellular inflammation, we have found that when the 
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adliesions were broken np and the diseased tubes and ovaries 
removed, the thickened condition of supposed cellulitis, found 
by bimanual palpation, has disappeared. This had reiieatedly 
been his experience, and it had convinced him that cellular 
inflammation did not have the importance formerly attached 

to it. _ ^ 1 • 1 

Pathologists were formerly misled in regard to pelvic ab- 
scesses, because at post-mortems, when they found the upper 
border of the broad ligament rolled backward and fastened 
by adventitious membrane, they mistook it for the posterior 
wall of the broad ligament, and therefore concluded that the 
pus lay between the layers of the broad ligament in the cellu- 
lar tissue. 

De. Malcolm MoLeah was a Arm believer in pelvic cellu- 
litis as a factor in pelvic disease, and also in the existence of 
diseases of the peritoneum and of the appendages of the 
uterus, and he had operated for these troubles. He had, like 
the preceding speaker, seen eases of so-called cellulitis where 
the adhesions were dissipated by the removal of the appen- 
dages ; but he had also seen the converse of this, and the case 
was worthy of mention. He had recently been invited to be 
present at a laparatomy upon a case in which the touch evi- 
dently indicated thickening around the uterus, such as we 
were taught formerly meant pelvic’ cellulitis. He had been 
asked by the operator to be present for the particular purpose 
of seeing that there were really no such thickenings. The 
surgeon removed the appendages, which were not adherent 
and appeared not to be diseased. The tubes were not infil- 
trated with pus, serum, or blood, they were of normal calibre,, 
and the^ ovaries looked normal ; but the adhesions and thick- 
enings in the pelvis still remained. He was unable to explain, 
upon any theory connected with the ovaries and tubes, .the 
reason for the rapid subsidence of tension and edema of the 
soft pelvic tissues, leaving behind no evidence of any disease 
of the peritoneum. 

Hk. C. T.^ Adams thought wherever cellular tissue existed 
cellulitis might occur, and p3m-salpinx was often associated 
with a thickened pelvic cellular tissue. The point of infec- 
tion is the keynote of the whole subject. If the pus travelled 
through the tubes, we would have pyo-salpinx, and perhaps 
peritonitis and ovarian abscess at the same time ; if throuHi 
the mucous membrane and lymphatics, the broad ligament 
would be infected, and we would have a cellulitis, and per- 
haps an ovarian abscess complicating this condition. 

Dk. Buckmaster said that three cases had come under his 
observation wljere, without preliminary ti-eatment or syste- 
matic observation, the ovaries and tubes had been removed. 
They were not only instances of the reckless manner in which 
31 
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tubes and ovaries were removed at the present time, but of 
the occurrence of cellulitis after such an operation. They 
showed also that the burden of proof rested with the men 
who claimed the tubal origin of this trouble. In all three 
cases there was inflammatory action about the utero-sacral 
ligaments, and in two of these, which were seen in the hospi- 
tal in Dr. Emmet’s service, the patients were far worse after 
the oi^eration, yet they Avere practically cured by the treat- 
ment usually successful in these eases, without resort to ope- 
ration. 

As a result of personal investigation, independent of any au- 
thority, he was prepared to accept Dr. Harrison’s statements 
as absolutely true, and to believe implicitly in Emmet’s 
teaehings. He was sure that Schultze had obtained many of 
his ideas from Emmet, and in fact he had partially acknowl- 
edged his indebtedness to this author. Dr. Goffe’s compari- 
son would hardly hold, as the conditions in the pleural cavity 
and in the pelvis were so dissimilar that in draiving an ana- 
logy we were liable to be misled. The condition in the pel- 
vis Avhich was under discussion was so perfectly manifest by 
ordinary clinical observation that he could not understand 
how there could be but one opinion. The three cases to 
which he had alluded belonged to a series Avhieb he hoped at 
some future time to present in a tabular form. 

Dr. Edebohxs said that the discussion had brought out two 
points, viz., the first one hinging upon the existence of para- 
meti'itis; and the second point upon the pathological signifi- 
cance of that affection. As regards the existence of a para- 
metritis, he did not know of one author of prominence Avho 
had disputed it, and opinions differed only as to its relative 
frequency. Any one who had seen the sections by Freund 
which were presented at the International Congress in Berlin 
could not but be convinced that parametritis was visible, 
and certainly every author of note had described the affec- 
tion. It exists especially in connection with the puerperal 
state. 

In one case with puerperal sepsis — in which he diagnosti- 
cated pus in the pelvis, and in which, subsequently, fluctua- 
tion developed over the outside of one hip, over the sacro- 
sciatic foramen — he incised through the entire thickness of the 
buttock down to the sacro-sciatic foramen, and passed his 
finger through the lower compartment of this foramen into 
the parametric tissue, making a counter-puncture through the 
vagina. A di’ainage tube was then passed through from the 
outer side of the hip and out through the vagina. The pa- 
tient died, and he found on post-mortem examination an 
acute general septic peritonitis, and also an acute purulent 
parametritis. Such a case demonstrated beyond doubt the 
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possibility of tlie oceuiTence of siicb an affection as parame- 
tritis. ' _ . 

He was one of those who belieYed it was comparatively 
rare, and that, when not of puerperal origin, it occurred as a 
transient complication of disease of the tubes, ovaries, and 
perimetrium. The cases which had been treated for several 
months as parametritis, with hot douches, rest, etc., were due 
to more serious trouble than a parametritis. 

When a ease of pelvic exudation presents itself, he always, 
as a matter of safety, considers it as consisting of two possi- 
ble affections — a combination of intraperitoneal trouble af- 
fecting the tubes and ovaries, and of parametric inflamma- 
tion. The latter was invariably removed by one week’s rest 
in bed, and then he could outline distinctly the enlarged 
tubes and ovaries, and in nearly all these cases he had had 
an opportunity subsequently to satisfy himself of this condi- 
tion. As an instance of the ge'neral way in which these pelvic 
affections are combined, he cited a case, which he had seen 
recently, where there was a typical parametritis with a large 
exudation. After a few days of rest in bed he was ablelto 
differentiate a large, sausage-shaped tube about one inch in dia- 
meter, and could trace it from the uterus to the outer pelvic 
wall. The exploring needle withdrew serum from this tube, 
and the diagnosis was madeof hydi’o-salpinxand parametritis. 
Two days later he made a puncture on the other side of the 
pelvis, and found the ovary about twice its normal size, and, 
puncturing it from the abdominal wall, he withdrew pus. 
Here, then, was a case of ovarian abscess on one side and 
hydro-salpinx on the other. He proposed to operate upon 
this case, and he expected to be able to report that all the 
exudation in the pelvis had been removed. 

Dr. Harrison’s cases, in which be removed the tubes and 
ovaries, and body of the uterus, and which was followed by 
suppurative inflammation within the pelvis, Dr. Harrison 
called a suppurative parametritis, but it was very difficult to 
demonstrate this except by a post-mortem examination. En- 
capsulated abscess of the pelvic peritoneum and suppurative 
parametritis would give nearly the same physical signs. He 
would like to know the differential points. 

Dr. Harrison replied that the fact that his patient did not 
have any fever showed that it was external to the perito- 
neum. 

Dr. W. E. Buleaed thought a possible solution of the rar- 
ity of cellulitis to-day was to be found in our more careful 
antiseptic methods of treatment of the genital canal after la- 
bor, and in the performance of operations upon the cervix 
and uterus. Foui'teen years ago it was common to see these 
masses m the left broad ligament, filling all the pelvis. We 
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called it cellulitis, aud this was probably correct, but the sep- 
tic matter entered through some traumatism of the cervix. 
ITow it is very rare to see well-developed inflammation, 
thickening, and hardness in the broad ligament. When 
sponge tents were used, inflammation was very common. He 
did not see why there should not be a form of inflammation 
due to the passage of septic material through the cervix and 
uterus to the peritoneum, as well as by a channel passing di- 
rectly £rom the cervix into the cellular tissue. 

Dk. J. H. Fruitnight said that we undoubtedly saw cases 
of pelvic cellulitis per se restricted to the cellular tissue, and 
he did not see why the cellular tissue of the pelvis should be 
less susceptible to inflammatory troubles than cellular tissue 
elsewhere in the body. W e saw diffused suppurative cellu- 
litis in the neck ; what difference was there b.etween the 
cellular tissue of the neck aud that of the pelvic cavity, aside 
from location ? Cases of pelvic cellulitis occurring indepen- 
dently of the puerperal state were a reality, but they were not 
frequently observed. 

Dr. E. H. G-randin said that while, in the earlier years of 
his practice, everything was cellulitis, the tendency to-day 
was to make everything tubal or ovarian disease. As an ob- 
stetrician he saw cellulitis frequently, but as a gynecologist 
he rarely met with it. It is an acute condition following upon 
the puerperal state. Drs. Fruitnight and Bullard had struck 
the keynote of the whole discussion when they attributed its 
present infrequency to our impi’oved management of the 
puerperal state, and for the same reason it might be said that 
there would be fewer eases of salpingitis if the obstetrician 
took belter care of his cases. He could not conceive of an 
inflammatory affection, due to tubal disease, disappearing in 
the course of some weeks as the result of nothing but rest in 
bed and the use of hot douches. If tubal disease coexisted, 
then, the cellulitis having disappeared, he would exjiect to 
find thickening of the pelvic peritoneum, and within this the 
diseased tnbe and ovai'y. 

Dr. R. a. Murray said that the paper of the evening had 
considered the question of the existence of cellulitis, and had 
then shown the author’s position regarding this condition and. 
the more common diseases of the pelvis. The discussion had 
drifted into a consideration of puerperal cellulitis, which was 
excluded from the paper. All had seen eases of Aurgins Avlio, 
as a result of exposure to cold during menstruatioiq had suf- 
fered from symptoms of pelvic inflammation. Were these 
cases of pure pelvic peritonitis, or were they not infrequently 
cases of cellulitis ? He thought many of them Avere the lat- 
ter, for the folloAving reasons : (1) The eases are attended 

by Amry acute symptoms, and all the organs in the pelvis are 
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tender, and tlie pain. over the abdominal wall is not nearly so 
great as when pressure is made over the bladder or rectum, 
or when the uterus is moved.; (2) this condition can be re- 
lieved by, rest in bed and the ordinary treatment for acute 
inflammation ; (3) there are no fixation points left after treat- 
ment, if treatment be begun before the involvement of the 
peritoneum. In these cases there is no sepsis and no puer- 
peral condition. 

As to the signiflcanee of cellulitis in the majority of cases 
coming to us with , pelvic trouble, he would say that with al- 
most all cases of pelvic peritonitis there is pelvic cellulitis, 
and it' does not always become purulent ; but that when this 
occurs the collection of pus is often in the cellular tissue. 
There may be, however, only a serous inflammation, and in 
such cases the post-mortem shows no evidence of this condi- 
tion, as the tissue by its contractility and rigidity dissipates 
the serum. The same thing is observed in cases of death 
from edema of the glottis. If the exudation be adhesive or 
sero-fibrinons there may be adhesions, and these are not - al- 
ways in the peritoneal cavity. Dr. Murray was of the opin- 
ion that the majority of cases of abscess in the pelvic cavity 
are due to disease of the tubes and ovaries. 

De. Haerison, in closing the discussion, said that he had 
only considered the pathological significance of parametritis, 
and it was on this account that he had been compelled to 
quote so freely from German authors, who were acknowl- 
edged to be leaders in this department. He was compelled 
for the same reason to refer to Sehultze, because this author 
had made such a study of parametritis posterior. Dr..GoSe 
had expressed his own personal views on the pathology, and 
they were at variance with those of acknowledged authori- 
ties who had furnished abundant proof of the existence of 
parametritis in the puerperal condition. The differential di- 
agnosis between intraperitoneal and extraperitoneal exudation 
is certainly very difficult, but it is a denial of all- the clinical 
evidence of pathological anatomy to claim that there are no 
organs in the pelvis except the tubes, ovaries, and occasion- 
ally the uterus. 
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TRANSACTIONS OP THE GYNECOLOGICAL 
SOCIETY OP CHICAGO. 


Regular Meeting^ December 1890. 

The President^ W. W. Jaggaeb, in the Chair. 

EXHIBITION OF SPECIMENS: (a) POLYPOID MYOMA. 

Dk. C. T. Parkes. — Mr. President : Tliis is a moderate- 
sized tumor removed from the vagina of a patient about 50 
years old, who was sent to me for examination, with the sup- 
position that she had carcinoma of the uterus because of a 
foul discharge coming from the vagina. Upon examination 
I found the pelvis blocked with this tumor, which was show- 
ing signs of degeneration. Upon examination with the linger 
I found it smooth and regular of surface, evidently a myoma, 
and on this surface a commencing slough. 1 could get no 
•history of the time when this polypus was discharged from 
the uterus, and no history of any severe bleeding of any kind ; 
but upon anesthetizing her I soon found that it was continu- 
ous with a long pedicle attached to the anterior wall of the 
uterus, and so at one time in its history it was simply a small 
submucous fibroid. After separation of its pedicle with long 
curved scissors, it was delivered with considerable difficulty 
owing to its size, but without much damage to the vagina. 

(b) pregnant uterus with fibroid tumor. 

This other specimen possesses some interest, in that it is a 
pregnant fibroid uterus of about four and a half or five 
months. At the time of the operation the mass filled the ab- 
domen as full as pregnancy at full term. The patient was 
brought to me from Wisconsin two weeks after the com- 
mencement of the illness for which it became necessary to do 
this operation. She had been two weeks in bed, suffering 
great and continuous pain, showing a high temperature, con- 
siderable peritonitis, and trouble of different kinds, so that 
some interference was evidently absolutely necessary. The 
physicians who had charge of the ease diagnosed pregnancy 
before she was brought here, but they could not tell exactly 
to what period it had reached. The larger mass lay up under 
the liver, and here the most pain was felt. This smaller tu- 
mor was about ail we could feel in the pelvis, e.xcept by very 
forcible pressui’e of the finger where the cervix could be 



GYNECOLOGIOAL SOCIETY OE CHICAGO, 


487 


touelied. Examination sliowed pregnancy, and we deemed it 
advisable to make an abdominal section to remove the mass. 
Tbe operation was done, tbe pedicle being treated by tlie ex- 
traperitoneal method. The patient went home entirely well 
in four wPeks. It was one of the easiest recoveries from a 
severe operation that I have ever witnessed. 

* THBAX. PREGNANCY WITH TWO OVA IN THE SAME FALLOPIAN TUBE. 

Dr. Ohristian Fenger. — The specimens! present to-niglit 
are those oE tubal pregnancy in the second montli. The rup- 
ture of the sac occurred towai'dthe end of the second month ; 
it caused Ciinsiderable hemorrhage into the peritoneal cavity, 
so much so that the patient was exsanguinated. The rupture 
took place about 4 o’clock in the morning, and in consulta- 
tion with Dr. Goldspohn about 9 .o’clock we decided upon 
immediate operation. The woman ivas almost pulseless and 
showed all the signs of dangerous hemorrhage. The opera- 
tion was done at 11 o’clock and this specimen was removed. 
It was from the left tube, and when the peritoneum Avas 
opened a great amount of liquid and large clots of blood were 
taken out, probably about three to four pounds in all. On 
digital exploration' of the organs of the smaller pelvis, I felt 
a tumor on the left side of the uterus, and by lifting the 
broad ligament out of the abdominal wound I got the whole 
tubal pregnancy, with the fetus hanging out of the ovum 
iFith the umbilical cord, which I divided so as to not lose the 
fetus, because I wanted to examine it carefully afterwards. 
During this manipulation I found in my hand the oval body 
which I present here. When the tube and left ovary were 
ligated the blood was removed from the abdomen, not by ir- 
rigation, but by aseptic sponges, after which a glass drain was 
inserted. Dr. Goldspohn, who has had the care of the patient 
since, states that there have been no untoward symptoms as 
yet. The operation was done a week ago, so there is no reason 
to expect any further trouble.’ 

What I mainly want to discuss is this: The specimen shows, 
in my opinion, two ova, the oval one degenerated, and both 
located in the same tube. The degenerated or oval one is a 
cyst one and one-quarter by one inch in diameter, ivith a Avail 
three to four millimetres thick. One half of the ovum is cov- 
ered Avith tubal wall ; tbe other half, as Avill be seen in the 
specimen, is naked. It contains a clear, gelatinous fluid sur- 
rounded by a transparent membrane covering the inside of the 
wall. This oval ovum is smooth on one-half of its surface ; 
the smooth half being, in my opinion, the thin wall of the 

’ At tUe time of publication she is Avell, after an uninterrupted convales- 
cence. 
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tube, wliieli is adherent to it and has been broken off. The 
other Jialf of the ovum has been included in tlie tube, and has 
been in connection with the walls of the tube or with coagula. 
This degenerated ovum is located on the uterine side of the 
second ovum. The second ovum is ruptured and contains the 
fetus, attached bj’^the umbilical cord to tlie inside of the ovum, 
through the opening of which it protrudes. I divided this 
umbilical cord in order to save the fetus during extirpation 
of the tube. 

Tlie fetus is three-quarters of an inch long, is enveloped in 
the sac of tlie amnion, shows bend of neck, eje and ear, and 
beginning division of fingers and toes : it is consequentlv be- 
tween sixandeight weeks old (His). This ruptured ovum is 
located in the abdominal half of the tube, and shows a smooth 
surface, to the upper part of which the umbilical cord is at- 
tached, and the outer surface of which is all covered with 
chorionic villi. Over part of the top is a smooth surface with 
ragged edges in the shape of a cap, wliieh is a broken-off por- 
tion of the wall of the Fallopian tube. 

I do not tiiink there can be any doubt as to the existence of 
two ova. This will probably be' shown by a microscopic ex- 
amination of all the parts in detail. 

Furtlier, as to the age of these two ova, Dr. Groldspohn 
says that a year ago he suspected this patient of having had a 
ruptured tubal pregnancy. Whether the ova or degenerated 
ovum belongs to that period, a year ago, or is a twin ovum two 
months old, is. of course, an open question. 

I present this as a specimen of ruptured early tubal jireg- 
naney, with two ova in the same tube close to each other, 
leaving it unsettled as to whether the oval body is an ovum, 
and whether it is of the same age as the other — that is, six 
weeks to two months —or whether it is older and originated 
a year previous when there were symptoms of ruptured early 
tubal pregnancy. 

Dr. Addisox H. Foster reported 

A CASE OF TELAXIEXTOUS INSERTIOX OF THE CORD. 

Mrs. S., age 26, was confined October 7th. She had a 
tedious and painful but otherwise normal labor. There was 
considerable hemorrhage immediately at and following the 
delivery, and the child, of normal size, was somewhat 
blanched. The placenta was easily and jiromptly expelled. 
The cord entered the membranes opposite the placenta, and, 
dividing and spreading, passed to one margin of the placenta, 
Avhere it divided still more into branches running across its 
surface. One of the larger veins, about four inches from the 
mai’gin of the placenta, was ruptured and, was probably the 



GYNECOLOGICAL SOOIETA' OF CHICAGO. 


489 


source of the additional hemorrhage, _ Although this ■condi- 
tion is said to be not very rare,. this is the only case of the 
kind I have ever observed. 

CASE OF HEMIC EPH ALUS WITH HTDR AMNION, 

Mrs. M., age 40, had a tedious and severe labor fourteen and 
a half years ago, from which she recovered fully, and went 
through a very normal labor one and a half years^ later. 
Eleven years ago she had twins at eight months that lived a 
few hours. Distention of the uterus seemed to be the cause 
of the premature labor. Her recovery was slow from this con- 
finement, she being weak and very nervous. Snbinvolution 
and extensive erosion of the cervix were found, which rapidly 
improved under local treatment, and with full recovery in her 
general health and spirits. Several years ago she had a nor- 
mal though rather rapid labor and a strong, healthy child. 
Two years later she had a six months’ miscarriage, supposed 
to be from overwork and worry in attending a severe attack 
of bowel trouble in the babe. Three years ago, with loss of 
flesh and strength, she grew very nervous and perverted in 
mind. She had been attending dancing clubs and parties, and 
under the continual excitement of late hours and suppers 
she broke down in health. She fell into the care of preseribers 
for the nerves for several months, with very little ultimate 
benefit; for at each menstrual molimen she was as mneh dis- 
turbed and melancholy as ever, with no material gain of 
strengtli. When she returned to my care, there was found 
sharp anteflexion with some cervical catarrh. Dilatations, 
rapid and with slippery-elra tents, and stimulating applica- 
tions, with alterative and tonic constitutional remedies, much 
improved her condition both local and general. She was still 
thin and soniewdiat perverted in mind, altliough her diet, ex- 
ercise, occupation, and sleep were well regulated. After sev- 
eral months, very much against her will, she finally consented 
to become a mother, if possible, with the assurance that it 
would improve her in body and mind. In March she became 
pregnant, and improved in health and spirits from the first. 
In the last of August, or late in the fifth month, she began to 
increase in size more rapidly than is usual, so that by the sev- 
enth month she was fully as large as ever before at terra. She 
was feeling very well all the ivhile, going out to walk every 
day. Her only discomfort was weight and pressure, and the 
last three days before confinement she had a feeling “ as if 
she was going to be sick.” She feared twins, but, from ro- 
tundity of abdomen and fluctuation, she was disabused of that 
idea, though she was not told our conclusion. October 10th 
she began to have “slow, pressing pains” (as she termed 
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them). Because of the great amount of amniotie fluid in the 
sac, no presenting part could be distin^^uished. After full 
dilatation the membranes were punctured as high as possible 
anteriorly during an interval of pains, when at least two 
gallons of fluid escaped, deluging the bed, mattress, and 
floor. The presenting part was anomalous to me, when a few 
strong pains suddenly expelled a hemicephalous dead fetus 
of about seven months’ development. The shoulders pre- 
sented, and not the breech as is often the case.. The mother 
made a prompt and good recovery, and is in a better condition 
of body and mind than she has been for two j’^ears. 

An excessive amount of amniotie fluid, while supposed to 
result from various causes — maternal, fetal, or both — is an 
almost constant factor in cases of monstrosity. 

De. W . W . Jaggaed. — Dr. Foster’s cases are both of un- 
common interest. The case of hemicephalus is a typical ex- 
ample of cranio-rhachischisis. According to the old view — 
Morgagni, Foi-ster — cranio-rhachischisis is due to hydrops 
canalis cerebro-spinalis at an earlj' period of fetal life. Fluid 
collects in the embryonal cavities of the brain and spinal cord 
until the sac ruptures outward. The development of the 
bony covering is thus prevented, and the uncovered basis of 
the ventricle is exposed to the action of the liquor amnii. 
Dareste and Peris — the new view — ascribe the malformation 
to a pressure from without upon the vertex and back of the 
neck. This pressure, according to Dareste, is present when 
the amniotie cap of the head-fold of the embryo fits too 
tightly at a time when the cranial vault and spinal canal is 
still covered only by skin. Ahlfeld effects a compromise be- 
tween the old and the new views, while Lebedeff is of the 
opinion that very early in embryonal life a medullary tube is 
either defectively formed or the posterior wall is destroyed. 

These individuals are not viable. From an obsteti’ical 
point of view, the anomaly is of interest from its association 
with hydramnios, when the defective portions of the brain 
and spinal cord are not covered by epidermis. According to 
Fritsch, the excess of liquor amnii is due to the outpouring of 
cerebro-spinal fluid after rupture of the hydrocephalus or of 
the hydrorrhachis. According to Lebedeff the secretion comes 
from the ependyma. Heraicephali commonly present by the 
head, and seldom cause dystocia except when the shoulders 
are unusually broad. 

The other specimen is the most typical example of insertio 
velamentosa I have ever seen. The cord is inserted into the 
chorion at the pole of the ovum, opposite to the placenta. It 
is of special interest to note that the anomaly did not a])pa- 
rently affect the development of the child nor the character of 
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the labor. The anomaly isalso of interest in connection with 
Hofmeier’s theory of the developmpt of placenta previa, i.e., 
the development of the chorionic villi in the decidua reflexa. 

LAPARATO^tY FOR EXTRA-UTERINE PREGNANCY TWO MONTHS 
AFTER DEATH OF FETUS AT TERM. 

Dr. G. T. Parkes. — This specimen is the entire sac and 
fetus removed from a case of exti'a-nterine pregnancy two 
months after the child’s death at term. When removed the 
child was macerated and showed marked evidence of decom- 
position. The sac was rotten and easily broken, especially at 
the upper and thinnest portion. A portion of the sac was 
within the pelvis, and a higlier portion, which was very thin, 
extended upward to the highest point of the mass. The thick- 
ness of the sac was remairkable ; at some points, especially 
where it projected into and filled up the entire pelvis, it 
could very easily be divided into a number of layers. The 
uterus was carried to the left side and out of the pelvis, 
where it could be easily felt before the operation. 

My intention on commencing the operation was to open the 
sac only, remove the contents, and sew the edges of the open- 
ing to the abdominal incision ; but the accidental rupture of 
the upper, rotten portion rendered the complete removal 
necessary. 

The clinical history of the case, as given by the patient's 
physician, Dr. George F. Hofstetter, of Lyons, Iowa, is as 
follows 

Mrs. W, D, A., age 21, married, no children, had her last 
normal menstruation about June 20th, 1889. In August and 
September she consulted me for the relief of nausea, vomit- 
ing, etc. I informed her that she was probably pregnant — a 
condition she did not suspect, as she had been married seven 
years and had never had a child. She had the usual symp- 
toms of pregnancy in order until the latter part of October, 
when she was seized with severe pain low down in the right 
side, accompanied with collapse. The next day a rather free 
hemorrhage occurred. She recovered from this attack of 
sickness, and from that time until the cessation of gestation 
nothing unusual occurred except occasional slight hemorrhage 
and intermittent abdominal pains, probably more severe than 
expected in a normal pregnancy. The abdomen enlarged, 
the fetal movements were detected, and the condition was 
supposed to be one of ordinary pregnancy. In the last part 
of February, 1890, the patient went through a severe attack 
of influenza. On March 1st and for several days after unusual 
pains were felt, supposed to be premonitory of labor. At 
this time the first external examination was made, revealing 
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an irregular swelling of tlie abdomen and calling attention 
to the probability of an abnormal state. When these pains 
subsided, the fetus was found to be dead, as ev^ideneed by 
cessation of motion and failure to hear the fetal heart sounds. 
From then until the last w'eek in April there was pro- 
gressi^^e diminution in the size of the abdomen — showing ab- 
sorption of amniotie fluid — ^flattening of the breasts, and an 
apparent general improvement in the patient’s general health, 
as indicated by increase of flesh and strength and better 
color ; she at times rode out, and walked for many blocks 
without suffering pain or becoming fatigued. In the last 
week in April a decided change came on. There were 
severe abdominal pains, neuralgic and cramp-like in charac- 
ter ; fever a]j]3eared ; the pulse beeaine more rapid ; there 
was loss of flesh and color ; in short, septic trouble com- 
menced. March 28th or 29th the decidual membrane was 
passed entire. . . 

The above history is derived mainly from inquiry, some of 
it fj’om observation, but it is trustworthy. The points of in- 
terest derived from physical e.^amination I will now relate as 
they appeared to me. 

The abdomen presented two distinct enlargements: a 
greater occupying nearly the entire’ abdominal region, but 
situated slightly to the right of the median line, most promi- 
nent just to the right of tlie umbilicus, and extending to the 
height of normal pregnancy at term ; a smaller, simply a pro- 
jection, about the size of the closed hand, lying in the left 
lumbar regions, freely movable and the seat of frequent pain. 
These two enlargements were very distinct when first ex- 
amined, but after the death of the fetus the separation be- 
tween them was not so plain, owing to the diminution in the 
size of the smaller, while the larger became more centi’al. 
The latter was plainly the fetal tumor ; the former was at 
first doubtful, but, in the light of the internal examination 
and subsequent information, I am convinced that it was the 
enlarged uterus displaced. The breasts assumed the ordinary 
symptoms — viz., pigmentation, and enlargement, and the se- 
cretion of lacteal fluid. After the deatli of the fetus these 
symptoms disappeared to some extent. Digital examination 
per vaginam only was made, on account of the crowded and 
occupied state of the pelvis. The os uteri was with great 
difiieulty detected, and was found behind the pubic bones, 
soft and dilatable. At the time of the passage of the decidual 
membrane the examining finger readily entered the os, passed 
upward, forward, and decidedly to the left toward the small 
projection observed extei-nally. The cervix and body of the 
uterus were found empty. Subsequent to the passage of the 
decidua the os was contracted. Directly posterior to the os 
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uteri, and occupying the cul-de-sac of Douglas, the fetal liead 
could readily be made out, the sutures being very plain. 
About May ist, through some change in the position of ', the 
fetus, nothing but fluctuations in the cul-de-sac could be felt. 
A peculiar condition in this case was the almost total- ob- 
literation of the vaginal portion of the cervix, causing 'the 
pelvic tumor to appear like a normall}’’ pregnant uterus, so 
much so that a consulting physician declared, as late as April 
25tb, that the child was dead in the uterus. Digital exami- 
nation per rectum permitted the fetal bones to be felt very 
plainly, and. showed but very little tissue between the rectum 
and the child. 

In summing up the diagnostic points of this case we have : 
1. The ordinary signs and symptoms of pregnancy. 2. Hem- 
orriiage at irregular intervals during the entire period of 
pregnancy. 3. Pain, colla]ise, and hemorrhage at about tbe 
end of the fourth month. 4. Irregular abdominal, cramp-like 
pains, more severe and continuous than would be expected in 
a condition of normal pregnancy'. 5. Death of fetus at term, 
followed by diminution in size of abdominal protuberance and 
of breasts, and by cessation of lacteal secretions. 6. Irregu- 
larity of the abdominal enlargement. 7. Passage of decidual 
membrane. 8. Position of os uteii, forward and behind 
symphysis, and ohliteratiou of cervix. 9. Very dilatable os. 
10. Empty uterine cavity. 11. Pressure of the fetal head 
in the cul'-de-sac of Douglas. 

The immediate reasons for operation were principally evi- 
dences of general septic infection, chills, sweatings, diari’hea, 
and high temperature, the latter ranging from 101° to 104°. 

Dr. Hofstetter brought the patient under my care, and the 
operation was done on May 9th, 1890, in the presence of a 
number of medical gentlemen. An examination contiimed 
the diagnosis already made by Dr. Hofstetter. The pelvis 
was almost entirely fllled by the mass. The tumor fully 
tilled the abdomen, and the seat of resonance showed 
that the intestines were pushed well out of the way. Por- 
tions of the fetus could be felt and easily recognized. A 
free abdominal incision was made and the tumor exposed. 
It was found but slightly adherent to the abdominal w^alls, 
and this over a small area. It was of a dirty sphacelated 
appearance, soft and easily broken dowm. It was incised, and 
out of tbe opening there was discharged an offensive, thick 
fluid in considerable quantity. The child was seen at once 
breech upward. The legs were seized and the child quite 
easily delivered, but during its delivery the thin upper por- 
tion of the sac was torn, allowing the, small intestines to pro- 
trude into the sac and the fluid contents of the sac to enter 
the abdominal cavity. It was now found that some of the 
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folds of small intestines were adherent to the shreds of the 
upper part of the sac ; these were easily separated and -ndth- 
out bleeding. It was now thought best to remove the entire 
sac, if it could be done. Examination showed a perfectly 
fi*ee surface of the sac, both anteriorly and posteriorly, as far 
down as the brim of the pelvis ; but this cavity was found 
entirely filled by the development of the sac, with the small 
undeveloped uterine body raised out of the pelvis and lying 
to the left. 

The tumor seemed to be covered on all surfaces with peri- 
toneum. Tlie cecum on the right and the sigmoid flexure 
on the left were intimatelj’^ adherent to its walls. 

It was determined to enucleate it by a procedure similar to 
that which is adopted in dealing with a broad-ligament tumor. 
Accordingly an incision was made through the covering, low 
down posteriorly ; the fingers were introduced and the cover- 
ing peeled away and secured in sections by forceps. Just at 
this critical moment the light in the room was made so poor 
by a storm outside that nothing whatever could be seen in the 
abdominal cavity, and I was compelled to 'depend upon the 
sensation of touch entirely. This misfortune led to a separa- 
tion of a portion of the sigmoid fle.xure too close to its wall, 
so far interfering with its vitality that a small portion of it 
sloughed away on the sixth day. The right tireter failed also 
to be recognized, and was included in the grasp of one of the 
forceps and divided. Neither of these accidents would have 
happened had the light been even, fair ; practically there was 
none in the abdominal cavity. As soon as the coverings 
were lifted off all around, the sac was easily peeled from and 
lifted out of the cavity of the pelvis and removed. The 
bleeding was very slight and in no way added to the patient’s 
danger. The cavity of the peritoneum was thoroughly cleaned, 
and the cavit}’ occupied by the sac filled with iodoform gauze. 
The patient was much exhausted at first, but soon rallied, 
and nothing of note transpired in the progress of the case un- 
til the sixth day. The temperature reaehed 102° once ; most 
of the time it remained below 100°. The patient was cheer- 
ful and free from pain. From thirty to thirty-three otinees 
of urine were secreted daily and passed by the patient’s own 
efforts. 

Upon removing the dressings on the sixth day and pulling 
out some of the gauze packing, fecal matter was found in the 
wound. Gas had passed from the rectum freely on previous 
days. The gauze was all removed and the cavity thoroughly 
irrigated. The ju’ogress of the case was favorable in every 
way, except the fecal fistula, until the eleventh day, when the 
patient began to show signs of obstruction of the bowels. 
Persistent and uncontrollable vomiting commenced. There 
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was neither discharge of gas for feces from the wound nor 
from the rectum. The patient became rapidly and pro- 
foundly exhausted,' and died on the twelfth day after the 
operation. The post-mortem showed an opening, about the 
size of half a dollar, in the lowest part of the sigmoid flexure. 
Several folds of intestine were constricted in an opening in 
the remnant of the sac wall. The kidney on the right side 
was noticeably atrophied. There was no evidence whatever 
of peritonitis. 

Similar eases have been recorded by Malcolm McLean,’ E'ew 
Tork, operation at twelfth month, three months after death 
of child at term ; sac sewed to incision; recovered Dr. 
Kelly refers to case of Dr. Robb, five months beyond teiun ; 
unruptured tubal ; complete removal ; died. Dr. Kelly’s 
own case, five months beyond term ; complete removal ; re- 
covery. Laparatomy’ for extra-uterine pregnancy, five 
months after term ; child free in abdominal cavity ; complete 
removal; death. Reidinger,* at term ; sewed to incision ; re- 
covery. Slawjansky,‘ entire removal of sac ; recovery (eighth 
case in Russia). Carl Braun," entire removal ; living child. 
Muretow,’ sac sowed to incision ; apparent slow recovery ; 
subsequent death from other causes. Frommel,® at term; 
sewed sac to incision ; recovery. Braun-Fernald," two cases ; 
complete removal; one death, one recovery. Olshausen,’" 
eight cases, three stitched to the wall ; five complete extirpa- 
tions; all recovered. H. A. Reeves,” ectopic ovarian gesta- 
tion; complete removal; recovery. Total, 20— complete re- 
movals, 13, 3 deaths; stitched to incision, 1 , all recovered. 

Prof. Werth’" states that extra-uterine pregnancy may occur 
in the Fallopian tube, in the Fallopian tube and broad liga- 
ment, in the ovary and broad ligament, or in the ovary alone, 
and it may go to terra in all of these. The sac may be com- 
posed of several organs. It is probable that the fetus may de- 
velop in the free abdominal cavity, but this has not been 
satisfactorily demonstrated. There is frequently confusion 
from the presence of pregnancy in a uterus unicornis. 

He gives sixteen cases of advanced pregnancy of tube 
and broad ligament. Thirteen cases of tubal pregnancy 
at six and ten months without implication of any other oro-an. 
Eight cases of extra-uterine pregnancy about at tei-m wiBi a 
living child, seven deaths,. one recovery; one death from 


• American Journal of Obstetrics. April, 1890, p. 348 
-American Journal op Obstetrics. October 1890 uTl08 
s North Amer. Pract.. Feb.. 1890. yfiener Klin. -Wo’ch 1889 No 47 
; Cent, fur Gynlik., 1889. N^. 48. = Cent, filr Gynak. 1889 No. 3C 

WodrSf nSIs 1889. No. 6. « Deutsche Medicin. 

3 Arcbiv fUir Gynak., Band 37. '"Prager Klin. Wocb 1890 Nn s 
” London Lancet, October 25tb, 1890. i^Kiel, 1887 ’ ’ 
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shock, hre others certainlj', and one jjrohably, from se2itic 
2)eritonitis. Forty cases of extra-uterine pregnancy in an ad- 
vanced stage ; operation after the death of the fetus, with 
conservative treatment of the sac ; fourteen deaths (thirty-five 
per cent), twenty-six recoveries. Most operations were per- 
formed from one week to three months after tiie death of tlie 
fetus. In several cases the fetus liad been dead from one to 
two y^ears and upward ; in one case for eight years. Eleven 
cases of advanced pregnancy, operated from two months to 
two and one-half years after death of fetus, with total extir- 
jjation of sac; four deaths (thirty-six per cent of recoveries). 

Extra-uterine pregnancy, in whatever stage it may be, 
should be treated in the sense of a dangerous growth, and 
should be removed as such without reference to the life of 
the child. Early cases of tubal or ovarian pregnancy can 
almost invariably be treated with safety by total extirpation. 
This is true often even in advanced stages of pregnancy, or 
at term if it is confined to the tubes or the ovary. In case 
of interstitial tubal pregnancy the same is true. The stump, 
however, being connected with the uterus, the extraperitoneal 
method is preferable. In cases of intraligamentous preg- 
nancy, the results of operation after the mi&le of the term 
are almost always fatal with an operator of ordinary skilL 
The results of operation after the death of the fetus are 
much better, and they improve as the time which has elapsed 
since the death increases. If the placenta is left he advises, 
the application of benzoate of soda to prevent decomposition,. 

Dr. Christi.vx Fenger read a jjajjer on 

THE VAGINAL OPERATION IN EXTRA-UTERINE PREGNANCY.' 

Dr. W. W. Jaggard read a f)aper entitled 

A CASE OF EXTRA-UTERINE, RETROPERITONEAL PREGNANCY 
ADVANCED TO THE SEVENTH MONTH ; OPERATION, WITH 
TERJIINATION IN DEATH." 

Dr. Franklin H. Martin. — I should be very glad to- 
hear discussed by the members of the Society a point that, 
has not heretofore been touched upon, which is made by 
Lawson Tait, in regard to the method of operating in intra- 
ligamentous extra-uterine ^Jreguancy — that is, by selecting 
the point of incision to the side of the linea alba on which 
pregnancy occurs — the point being, that in doing so the tumor 
may be opened without the necessity of opening the abdomi- 
nal cavity. He bases that opinion upon cases that have been 
operated upon by him where it was unnecessary, in selecting 
that point of incision, to enter the abdominal cavity. He- 
’ See original article, page 418. ' ® See original article, page -446. 
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thereby lessened tlie dangers of the operation very materi- 
ally. The specimens of Hart and Barbour are well known, 
and help to substantiate th'e above statement. Frozen sec- 
tions made by them of eases which have died during extra- 
uterine pregnancy show the peritoneum on the side of the 
pregnancy very materially elevated and carried far .above tlie 
anterior and posterior portion of the uterus, and sometimes 
stripping it from the anterior wall of the abdomen. I should 
like to hear an expression of opinion in regard to this fact. 

Dr. D. T. Nelson. — I wish to say a word in regard to tlie 
fatal case that these gentlemen have felt so uncomfortable 
about. It seems to me they certainly should not, for I believe 
the patient was hopeless when first seen; surely sl)e was in no 
condition for an abdominal section, which, it seems to me, 
was the only possible way of saving her, but that would 
have added a very considerable shock and would have turned 
the scale in the wrong direction. 

As to operating on the side, which Dr, Martin has referred 
to, it seems to me that it is always desirable in opening these 
sacs to abstain from opening the abdominal cavity, and if we 
can operate low down and upon the side upon which the 
tumor is chiefly developed, we certainly have a better oppor- 
tunity of opening the sac without opening the general peri- 
toneal cavity. It was my privilege to see an operation abroad 
in which a diagnosis was made oif extra-uterine pregnancy by 
some, and by others, with apparently equal contidence, of an 
abscess cavity. It was opened and the contents washed out, 
and it seemed impossible to determine whether or not it was 
the remains of an old extra-uterine pregnancy — there was 
nothing of the fetus to be found in it, nothing to indicate to 
a certainty placental tissue ; and as the general peritoneal 
cavity was not opened, apparently the patient had an excel- 
lent chance of recovery. 

The matter of leaving the placenta is a question that, it 
seems to me, has not been fully settled for all time, and by a 
study of these cases as we have opportunity I think much 
may be learned. I believe the theoretic method of treating 
such a case is to remove the placenta. Of course if the jila- 
centa is removed the hemorrhage must be stopped. It seems 
to me that is possible by ligating the large vessels that sup- 
ply the sac,_or by applying buried sutures in the walls of the 
sac at the time, or perhaps before, the placenta is removed, 
to prevent the possibility of hemorrhage. Then we have're- 
moved a very great cause of subsequent sepsis, which it is 
exceedingly important to accomplish. This, of course, is 
largely theory, but it seems to me it is important, if possible, 
to remove the placenta and control the hemorrhage at the 
same time. 

32 
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Dr. E. C. Dodley. — In reference to the proposition of Mr., 
Tait to open on the side corresponding to the location of the 
pregnancy, it is often impossible to say on which side the 
pregnancy originated ; and even if the incision were made 
on that side, one could not always enter the sac without open- 
ing the abdominal cavity. About two years ago 1 did an 
operation for pelvic abscess ; I made tlie usual incision in the 
median line, but found the abscess with adhesions was to one 
side of the median line ; i.e., if I had gone through the abdo- 
minal wall at this place I should have reached the abscess 
cavity without the least trouble and without entering the 
peritoneal cavity at all. Consequently, the first incision, 
which was very small, I closed tightly with stitches. A dress- 
ing of collodion might have been added to advantage. I 
then made a second incision directly over the abscess cavity, 
and entered it without invading the peritoneal cavity at all. 
This I have done twice, and the same thing could be done in 
extra-uterine pregnancy. 

Dr. T. J. Watkins. — I would like to ask Dr. Parkes what 
he considers the indications for the enucleation of the sac in 
extra-uterine pregnancy. It does not seem to me that they 
are identical with the indications for enucleating parts of the 
broad ligament, because the sac in extra-uterine pregnancy 
contracts much more rapidly than in tumors of the broad 
ligament. Enucleation of the sac in extra-uterine pregnancy 
greatly increases the danger of infection, and I would like to 
ask when, if ever, removal of the placenta is advisable, and 
whether the hemorrhage following its removal can be con- 
trolled by packing the cavity with gauze. 

Dr. C. T. Parkes. — The three cases that have been pre- 
sented have all been of patients that have been sterile for 
some length of time — in Dr. Fenger’s case, some years ; and in 
the case I presented, seven years. I am sure we have all 
been very much edified by the paper presented by Dr. Fen- 
ger. There is one thing especially to be remembered about 
these cases, that hardly any two of them ai-e alike. The 
anatomical position of an extra-uteilne pregnancy will affect 
the possibility of diagnosis. If it is an intraligamentous tumor 
the majority are attached to the abdominal wall sooner or 
later, and then there should be no hesitancy about operating. 
There should be no attempt made to remove the tumor, but 
the child should be removed from the incision in the sac, and 
the edges of the sac sewn to the incision in the abdominal 
walls. If the tumor is free in the abdominal cavity, the 
proper course of procedure is to remove it entire. An ab- 
dominal incision in the mid-line is the best for all purposes — 
for examination and proper diagnosis and the management of 
the tumor. The eases are exceptional, I believe, where a 



GYNECOLOGICAL SOCIETY OE CHICAGO. 4:99 

lateral incision will allow one to enter tlie sac without enter- 
ing the abdominal cavity, if the sac is not attached to the 
abdominal wall j if it is attached to the^ abdominal wall, ^ it 
makes no difference whether the incision is made in the mid- 
line or laterally. 

I was very much interested in the President’s case, because 
it was posterior entirely to the peritoneum, and there was no 
apparent connection between the walls of the cyst (the cavity 
in which the fetus was contained) and the abdominal walls. 
It shows how difficult it would have been to have managed 
the case after an abdominal incision in that instance. 

Pk. PeNger. — I will first reply to Pr. Holmes in regard to 
transfusion. Of coiu’se it is always unfavorable to make 
transfusion where hemorrhage has not been stopped, or where,, 
as in this case, it could not be stopped. I mean transfusion, 
or rather iufundation, at the close of the operation, with the 
physiological saline solution with three per cent of sugar. 
When a prompt effect is wanted, intravenous infundation is. 
always superior to tlie subcutaneous, and infusion is no more 
difficult. 

In regard to Pr. laggard’s case, as to the difficulty of diag- 
nosis, it was almost insuperable in the first case reported. In 
this connection I will mention a case I met with about ten 
years ago. The patient was a rvoman about 4:0 years of 
age, who had been ton years sterile and would not believe she- 
was pregnant. She was examined by the late Prof. Byford 
and others, who diagnosed an ovarian cyst. This was in the 
fourtii or fifth month of pregnancy. I did not see her until 
later, when the indications of the existence of a living child 
were plain enough, but when the difficulty of a diagnosis be- 
tween an iutra-uterine and extra-nterine pregnancy, to me, as 
well as to a number of my colleagues, was insurmountable.. 
When finally the symiitoms of pain, etc., came on, we made 
ready for laparatomy. Upon gentle dilatation of the os the 
ovum could be felt. The patient was, left alone, and in the 
course of a week or so normal delivery took place. 

I will say to Dr. Watkins that hemorrhage is one of the 
greatest dangers in such cases. The placenta in extra-uterine 
pregnancy is very variable as to situation and size. Some- 
times it is small and round, sometimes large and flat and 
extends over a very large surface of the sac, and may he at- 
tached to the uterus, bladder, or intestines. In the latter 
class of eases, control of hemorrhage from the placental circu- 
lation may he absolutely impossible. 

To peel off the placenta and then try to stop hemorrhage 
as Pr. Watkins suggested, by packing the sac with iodoforin 
gauze, IS also practically impossible, as far as past experience- 
goes, for it has been tried over and over again in vain. 
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I must also disagree witb Dr. Watlrins’ statement that it is 
'easy to control sepsis. Even after the abdominal operation, 
■which gives the most certainty of the non-introduction of 
sepsis from without, when the placenta is left there will be 
cases in which, although all antiseptic preca'utions may he 
taken, there will he symptoms of sepsis. This does not 
necessarily mean infection ; it may mean intoxication from 
the decomposing placenta. There may be severe symptoms, 
with high temperature, and why not death ? Death occurs 
from the intoxication of decomposition without microbes, but 



not as often or as certainly as from sepsis. Tlius leaving the 
placenta is always a source of danger from intoxication or 
from sepsis. 

EXHIBITION OF A NEW UTERINE DILATOR. 

Dr. E. 0. Dudlev. — This instrument has the appearance 
of a Fritsch’s uterine dilator. It is, however, not intended as 
such, although it might be used as a dilator. One-half is 
hollow from the handle to the tip of the blade. The hollow 
2jart is convex on the inner side and fits into the opjiosite con- 
cave blade. After the utenis has been dilated by means of 
other instruments, this instrument may be introduced, the 
blades separated, and water may be poured through the hol- 
low blade from a fountain syringe connected with it by 
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11183)118 of its rubbsi’ tubs. Tli 6 fluid, flows into tliG Tit 6 ru& 
tlirougli several small openings at the end of the hollow blade^ 
and ont of the uterus between the two diverging blades, thus 
giving a free outlet. I gave a description of this instrument 
to Shepard and Dudley in New York about four years ago^ 
but it was not made until eight months ago, since which 
time I have used it with considerable satisfaction. 

EXHIBITION OP PERINEAL SHIELD. 

Dr. T. d. Watkins. — The use of this instrument is to 
shield the recently injured or repaired perineum from urine. 
It is easily manipulated by the patient. The narrow end is 
inserted below and under the urethra, the large end covering- 



and protecting the perineum. The instrument is made of 
hard rubber and may easily be kept clean. I have used it 
about twenty times in the after-treatment of perineorrhaphy, 
with niost satisfactory results. It renders catheterization and 
douching after urination unnecessary, and is particularly use- 
ful when the patient does not have the services of a trained 
nurse. 

Dr. L. a. Frost, of the Dlinois Central Hospital for the . 
Insane, presented, by invitation, a paper entitled 

A CASE OF HYPOSPADIAS (SPDRIOUS HER-MAPHRODITISm). 

E. F., age 43 , native of Germany ; married to a man. Men- 
tally in a state of mild dementia. Bodily contour, develop- 
ment, voice, and general appearance decidedly masculine. 
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Beard about’ six inches long, thin on cheeks, well developed 
•on upper lip and chin ; no hair on breast or limbs. Maramse 
slightly developed, and in them is quite a development of 
■glandular structure. Sexual organs imperfect. The mons 
veneris is more prominent than usually seen in men, and not 
so prominent as is usual in women. It is covered with hair 
which is abruptly limited, as in the female. The clitoris, 
or penis, is about one and one-half inches long, witli well- 
developed glans; and the skin upon it is freely movable, but 
cannot be made to cover the glans. The under side of tlie 
penis is covered with mucous membrane about one-quarter 
inch wide, and secretes mucus. The penis is situated between 
two folds of skin resembling labia majora ; the left labium 
majus contains a testicle which is firm and freely movable, 
having an epididymis which is small and firml_y attached to 
the body of the testicle. The right labium is smaller and 
contains no testicle, but a small one can be felt low down 
in the inguinal canal. A body and epididymis can be felt 
in this one also, but so closely attached that both are almost 
as one body. The external appearance of the hypospadias 
is much like that of a vagina, and is about one and one-half 
inches deep, and the urethra opens into this about one inch 
above the external o oening, and is felt as a small tubercle 
slightly upon the rig it of median line. Ho spermatozoa can 
be demonstrated in the secretion from urethra. ' "When the 
subject was a child the parents were quite at a loss as to 
whether it ivas male or female. But they noticed that it 
passed water as a girl does, and so concluded that it was a 
girl, dressed it accordingly, and named it Elizabeth. 

De. W. W. .Taggard had seen this individual in con- 
sultation with Dr. Frost, and requested him to write an ac- 
count of the ease for the Society. The disposition of the 
individual presented a practical difficulty. Where was his 
place in the asylum — among the males or among the fe- 
males ? The hospital authorities had placed him in the de- 
partment for females, presumably because he could do less 
damage there than would doubtless be inflicted upon himself 
in the department for males. Examples of this congenital 
vice are by no means uncommon. In evidence of this state- 
ment, attention was called to the numei'ous examples reported 
by the secular press. Dr, Frost’s ease is presumably an ex- 
ample of pseudo-hermaphroditism, though only an autopsy can 
definitively establish the fact. True hermaphroditismus does 
occur, although there is a very general professional conviction 
that it is impossible. Dp to the sixth week of embryonal life, 
according to Waldeyer, every individual is in the condition of 
an hermaphrodite. At this time differentiation begins to be 
visible. Cases of true hermaphroditismus have been demon- 
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strated by Heppner {AtgIi. fur Anat. und Physiol , 1870), 
Bertbold (KleVs “Lebrb. der path. Anat.”), and others. 
The case mentioned by Dr. Ditch in a letter published in a 
recent number of the ISTew Yort ALcdicdl Jouvncd meiits 
better description and more adequate evidence. 
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AND G-YNECOLOaiCAL SOCIETY OP 
WASHINGTON. 


Stated Meeting, March 21^^, 1890. 

Db. J. Taber Johnson, President, in the Chair. 

Db. George P. Fenwick presented two papers ; 

I. hemiplegia FOLLOWING ABORTION. II. DELAYED DENTITION.^ 

Dr. Bromwell opened the discussion upon the first paper. 
He said he thought the lesion occurred merely as a coincident 
Jiemiplegia, it having no other cause than a clot, and differed 
in no respect from ordinary hemiplegia due to muscular effort. 

Db. S. S. Adams suggested that perhaps the patient had an 
atheromatous condition of the vessels, and that rupture result- 
.-ed from the efforts in parturition. 

Dr. Fey believed that hemiplegia occurring during preg- 
nancy was generally due to embolism arising from endocar- 
ditis. He was at present attending a patient in thelast stages 
of cardiac disease who presented tlie following history : 
When pregnant with her second child (eleven years ago) slie 
was in ill health, and one week before labor set in she suffered 
from dyspnea and spitting of blood. On third day of puer- 
perium she was attacked with hemiplegia. Has had four 
children since. He had no doubt that her cardiac disease be- 
gan daring the second pregnancy and caused the paralysis. 

Db. Adams thought the case hemorrhagic rather than due to 
■an embolus, the rupture occurring near the “ island of Reil.” 

Db. Fry asked the age of the patient, and, being told that 
she was 22, said that alone contradicted the theory that her 
hemiplegia was due to a clot. Diseased arteries did not occur 
•so early in life. He still believed that embolism was the 
cause. Pregnancy is a common cause of endocarditis, and 
endocarditis a common cause of hemiplegia. The presence of 
fever in this patient did not assist in making a differential 
'diagnosis between embolism and clot, as Dr.' Adams seemed 
’ See original articles, pages 457 and 460. 
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to think. The woman had had a miscarriage, and retained 
the secundines twenty-four hours ; so it is not astonishing- 
she had fever. 

Dr. "Winter opened the discussion on the second part of 
Dr. Fenwick’s paper, “ Delayed Dentition.” He said that he 
had had one or two eases of delayed dentition in his own prac- 
tice, and found that it generally occurred in children below 
par physically, or in children of unhealthy parents. 

He related the case of a young man who, shortly after mar- 
riage. was troubled with sore hands and sore throat, due to 
specific causes; later with rheumatism. His wife shortly 
after had an attack of rheumatism. A child was born, and at 
thirteen months had not a single tooth ; lie considered this 
due to syphilis of the man. He cited another case, of a child 
of healthy parents, who at fifteen months had only two in- 
ferior incisors. He was glad to know there was another 
jiractitioner in Washington who believed other diseases due to 
teething. He referred to a family of thirteen children, who 
all, when about four months' old, had nervous symptoms and 
sometimes convulsions. In the later children he used the lan- 
cet and averted these nervous phenomena. He spoke of ir- 
regular dentition in adults, and mentioned a patient, a woman 
of 40 years, who still had some of her first teeth. 

Dr. Adams’ views upon this subject had been very fully 
expressed in a paper he had presented to the Society some 
time ago. He cited two eases ivhere diarrheal troubles were- 
thought to be due to dentition, in which both were caused by 
intestinal irritation. In one a button was passed per rectum 
a few days later, in the other a mass of broken-up worms. 

Dr. Cook said that he did not believe that lancing the- 
gums could liberate the teeth. Scarification would relieve 
congestion, but could in no way aid dentition. 

Dr. Winter said that the congestion of the gums Avould 
destroy the second teeth, if not the first, so that" by scarify- 
ing and thereby relieving the congestion the second teeth 
would be saved. 

Dr. Acker agreed with the essayist and Dr. Winter in that 
we do have great trouble with teething. He spoke of cases 
in which there was high fever and bronchitis, where anti- 
pyretics have no e-ffect ; but as soon as the tooth is erupted 
all trouble disappears. 

Dr. Bromwell referred to the case of a child who, until 
the eruption of each tooth, had slight bronchitis, which was 
relieved by no medication, but would disappear entirely upon 
the appearance of the tooth. 

Dr. McArdle said that he held a middle course, as neither- 
is entirely satisfactory. He also has seen bronchial disorders 
at such times unaffected by treatment. At such periods the 
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entire alimentary tract is undergoing clianges preparatory for 
another form of food, the system is in a transitory period, and 
at such times even slight disorders are aggravated. 

Dr. Acker spoke of the difficulty in saying when a tooth 
would come through, and cited a case with intense congestion, 
of the gums, which he was asked to lance. In this case the- 
tooth did not come through for two months. 

Dr. Ada-ms asked if the congestion was due to the tooth, or 
a gingivitis due to some other cause. If all errors in diet and 
the presence of foreign bodies be excluded, these may he due 
to teething ; though it must be remembered that even where 
only cow’s milk is given there maj^ be some error in diet. 

i)R.«CooK said that the teeth were'developing from the sixth 
week of utero gestation, a.nd he could not see why they should 
produce so much troitble only at the period of eruption and 
at no other time. 

Dr. CurnBERT said he believed in lancing gums in certain 
cases ; it is certainly a most humane course, there Being iio 
doubt of the efficacy of lancing an inflamed gum. 

Dr.' FENwrcK said, in closing, 'that he did not believe in 
lancing the g;"ms in every case, though he thought it a good 
plan sometimes. 


ABSTRACT. 


Leopold: The Operative Treatment of Uterine My- 
omata^ (with four plates) {Archiv fur ChjnS.'kologie, Band 
xxxviii., Heft 1). — This is a valuable contribution to the sub- 
ject of flln-oids of the uterus, based on the study of about 400 
cases of fibroids that came under Leopold’s treatment during 
the past -six years. Of these, 140 were operated upon ; 28 
enucleations per vaginam, 35 castrations, 66 myotomies, and 
21 total extirpations of the whole diseased organ through the 
vagina. 

There is still considerable difference of opinion among the 
abler gynecologists as to the indications, value, and techniciue 
of the various operations for fibroids. In this work Leopold 
analyzes his material and the results of his operations, with 
the_ purpose of deducing therefrom what operations are 
indicated for the various kinds of cases, and what re- 
lations these operations bear to each other. He concisely 
considers the etiology, symptoms, prognosis, and medical and 
otherwise palliative treatment, laying stress only on what 
to him, are the essential and determining facts- but he 
tieats at length the anatomy of these tumors, their size,, 
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Bliape, relation to, and influence on, the surrounding organs, 
and their histology. As he himself says, the clioice of the 
method of ' operation depends on the anatomical configuration 
of tlie tumor; the study of this and the appreciation of its 
seat, size, and direction of growth is an essential preliminary 
■for every operation. 

Goncerning the Etiology . — He considers Cohnheim’s theory 
ns to the origin of tumors the simplest and most consistent 
explanation for fibroids. The nucleus for the future fibroid 
exists already, according to this, in the fetal uterus. Injuries, 
irritations, and other causes in all probability only stimulate 
the growth of an already existing, possibly microscopical, 
fibroid. It is only after the uterus becomes physiologically 
active and menstruation has set in that the fibroid grows and 
gives its symptoms ; besides, fibroids have been found in 
■children. Hence, also, the common history of dysmenorrhea, 
menorrhagia, periodic pelvic and lumbar pains, neuralgias, 
etc., since the onset of menstruation ; the patient being'con- 
sidered hysterical, and treated as such, until later a fibroid of 
the uterus is discovered and explains the symptoms from the 
beginning. A much greater impetus to the growth of fibroids 
than menstruation is given by pregnancies, abortions, placen- 
tal remains, in tra-uterine tents, and other irritating treatments ; 
hirt, above all, the repeated congestions due to cohabitation. 
Hence the great disproportion of the cases between the mar- 
ried and the unmarried (and between the sterile and those who 
have borne). Of his 140 operated cases 81 per cent were 
married (58 per cent had had children and 23 per cent not) 
and 19 per cent unmarried. 

The Anatoiny of Fibroids . — In a case before us it is not sufii- 
cient to make out the text-book distinction whether sub- 
mucous, interstitial, or subserous ; but we must also deter- 
mine the relation of the tumor to the neighboring organs, the 
probable branching of the uterine artery, the position of the 
tubes and ovaries, the kind of distortion -that the uterine cavity 
has suffered, and the condition of its mucous membrane. "We 
can then know what the probable histological condition of 
the fibroid is, what influence it has had on the general condi- 
tion of tlie patient, aud what operation is indicated in this par- 
ticular case. 

As to size, Leopold’s specimens showed fibroids from that 
•of a pea to a mass of fift 3 ' pounds and more. In most of his 
cases the tumor had reached the size of a child’s head. As to 
number, he very seldom found onlj’ one tumor in a uterus; 
usuallj" besides one large one there were a number of smaller 
ones present. So in one specimen there was a large submu- 
cous fibroid, the removal of which apparently would have prom- 
ised a cure ; but there were a large number of small fibroids 
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m the walls which were perfectly able to cotitihvie the hemor- 
rhage and other symptoms. 

Such multiplicity of tumors gives to the uterus that pecu- 
liar knobbed form, and as the or^an becomes larger the pro- 
tirberanees grow in various directions — directions of least^ re- 
sistance — carry the appendages into every conceivable position, 
-and lengthen and distort the uterine cavity. A uterus with 
but one tumor ha& a more regular outline. If the tumor is 
•submucous, the uterus is spherical or eg^-shaped and the ad- 
nexa are not much displaced. According as the tumor is 
■developed from the anterior or posterior wall, the uterus will 
bulge that way and the pressure symptoms will vary corre- 
spondingly. A myoma may be half interstitial and half 
■subrriueous, with one of its long curvatures directly under the 
mucosa and the other embedded in the muscularis ; the ute- 
rine cavity will then he much elougated and curved, and the 
mncous memhi'aue have a large area. Tim organ will then 
become gonrd-shaped, the appendages of the diseased side 
win he carried up high, while those of the other side may be 
ei’owded down deep into the pelvis, perhaps inaccessible for 
castration. 

An interstitial fibroid growing in the middle of oite side 
will develop that side of uie uterus in every direction, carry 
the corresponding appendages high up, force tlie other ones 
down, and obliquely elongate the uterine cavity. If it grows 
in the fundus, the tumor squats on the uterus like a sphere 
and has the appendages fastened to it below ; or it may grow 
like an interstitial pregnancy, from one corner, and hide the 
appendages of that side completely under it. 

A snbserons tibi'oid the size of an apple, developed from 
the posterior wall of the uterus, will not change the position 
of the appendages, hut ma,y cause intolerable pressure symp- 
toms .of the rectum and pelvic nerves. Such a subserous 
fibroid may be sessile and require the removal of the uterus, 
or it may have a pedicle and then he easily removed. A 
middle-sized subserous fibroid springiug from the auterior 
wall above the bladder will grow freely upward and crowd 
the uterus deep down into the pelvis. Such a fibroid is easily 
removed. Such a fibroid, however, may also -grow to an 
enormous size; it will then push the peritoneum before it 
and become firmly attached to the abdominal wall. It will 
then have no pedicle, and would have to be dissected, extra- 
peritoneally, from its extensive bed. The most unfavorable 
conditions arise when a subserous fibroid grows from the 
whole anterior wall or from the lower part of it. It will then 
carry the bladder a variable distance above the symphysis 
Tlie bladder is in such a case dissected off with great 
culty, and may easily be injured. A pedicle cannot he oh- 
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tained intra- or extraperitoneally, and 'the hemorrhage may- 
be very great. 

The histological changes in a fibroid depend on its seat,, 
size, and freedom of its blood supply. Submucous fibroids 
are of firm and almost tendinous consistence so long as they 
remain in the uterine ca-vity. As large ones are being devel- 
oped into the vagina, and so compressed between the pro- 
montory and symphysis, they become edem.atous, degenerate, 
and may become inflamed and suppurating. Interstitial 
fibroids undergo changes from edematous softening to lym- 
j)hangiectatic and cystic cavity formation. The extent of these 
changes may often be recognized at sight of the broad liga- 
ment. If such a large and irregular tumor is compressed 
between the cervix and symphysis, so that its venous and 
lymphatic circulation is impeded, the broad ligament teems^ 
with congested veins and lymphatics as thick as the little 
finger. Such a tumor may be almost fiuid and simulate an 
ovarian cyst before the operation. 

Wyder’s studies on the changes that the mucous membrane' 
undergoes in uteri with submucous or interstitial fibroids, are 
in the main correct, yet the author has seen large submucous- 
fibroids covered by a thin, atrophied mucous membrane. These 
may also give rise to serious hemorrhages ; and in some of 
these cases there is secreted intermenstrually such large- 
quantities of a sero-lymj)h that it becomes a severe drain on 
the system. 

Malignant groxoths may occur independently in the uterus- 
or ovaries, and then extend into the fibroid. He has had 
a case of primary cancerous degeneration in a fibroid. A 
fibroid may undergo sarcomatous degeneration, and then there 
may be metastatic growths in the peritoneum and omentum.. 
Such cases have been described as metastatic fibroids. 

Symptoms . — Fibroid pains are the earliest, and may exist 
for years before the tumor grows large enough to be readily 
palpated. These may have the character of pure dysmenor- 
rhea, more seldom of uterine colic, and may also occur inter- 
menstrually. Hemorrhage is not always in projaortion to the 
size of the taimor. Yery small fibroids may give rise to large 
hemorrhages. He especially warns against misconstruing the 
slight hemorrhages in veryaneinic patients with large fibroids. 
It is not a favorable sign ; these patients have no more blood 
to lose ; the tumor grows right on, and the patient becomes 
weaker and weaker. Instead of blood these patients may 
lose large quantities of a stringy, coagulated lyraph-like fluid. 
Leopold lays the greatest stress on recognizing the early de- 
generation of the heart which occurs in so many of these 
eases as a result of the anemia. The heart musculature be- 
comes atrophied or pale and fatty. These patients have 
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liemic iTiiiTniui’s, are easily dj’spneie, have an anxious appeai- 
-auce, poor appetite, are nervous and sleepless. The pnlse is 
90 to 100, small, compressible, and at the least operative at- 
tempt runs np to 120 to 110. It may thus happen that an 
apparently strong patient sueeumbs, a few hours after an ope- 
ration, from heart failure. . "Where such a heart is suspected, 
tliat operation should be chosen that can be done quichest. 

Treatment. — Ergot and hydrastis canadensis are very often 
useful in checking hemorrhage and diminishing l|ie size of 
the tumor. But good results are limited to interstitial 
fibroids, and it is a very tedious treatment. Frequently, after 
the treatment is stopped, the hemorrhage returns, and in some 
cases the tumor grows on in spite of these drugs. He has 
never seen a fibroid disappear from the use of ergot. He says 
very little about the electrical treatment ; thinks that at ]n'e- 
son't it can be looked upon only as a hemostatic measure. 
Intrauterine injections for hemon-hage are dangerous and 
should never be used. 

Curetting he does with the strictest antiseptic precautions. 
The result is very good in cases of small interstitial or sub- 
mucous fibroids, and may last for some time. After curetting 
he swabs out the uterine cavity with liquor ferri sesqui- 
chlor., and gives ergot in injections for some weeks after. He 
speaks very favorably of the dilatation of the cervical canal 
with laminaria tents. It is very effectual in stopjnng the 
hemorrhage in many cases, especially in cases of multiple 
myomata and smaller tumors. He prefers tlie gradual dilata- 
tion with these tents to other methods, as they cause no tear 
and so give no chance for infection. The tents are prepared 
so as to be perfectly aseptic. He has a patient with an irreg- 
ular myomatous uterus the size of a child’s head, iu wliora he 
dilated the cervix three years ago, aud who has had no metror- 
rhagia since, although the tumor lias not lessened iu size. 

If the above measures have been tried and have been un- 
successful, or if it is necessary to operate from the first, the 
following operations are to he considered : 

1. jEimcleation per vaginam, fov sifhmncoxiB fibroids. 

2. Castration, for interstitial and subserons fibroids up to 
-the size of a child’s head, provided that the patient’s condi- 
tion permits a laparatomy and that the appendages can be 
reached. If not, 

3. Yaginal Total Txtirpation (without removal of the ap- 
pendages). ^ 

4. Mxjotomy, if the tumor is larger than a child’s head. 
Even when the tumor is very large we will have to he satis- 
fied with castration, if the patient’s condition is very poor or 
the relations of the tumor such that myotomy is too haz- 
;ardous. 
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Enucleatiok. — He enucleated twentj-eiglit times, -^WtLone 
death. The death occurred in a very anemic patient, who- 
was brought to the hospital with an already suppurating- ■ 
fibroid and in septic condition. The operation is indicated in 
all cases of submucous fibroids where the tumor is no larger 
than a child’s head and is accessible. The mistake is often 
made to remove in this waj^^ a too lar-ge fibroid or an interstitial 
one. "Where necessary the cervix is to be dilated with asep- 
tically prepared laminaria tents. The dilatation should he 
done gradually in the course of three or four days, until three 
to six tents lie in the cervix together. 

At the operation he dilates further with Hegar’s dilators., 
and, if necessary, makes two lateral incisions in the cervix 
to gain more space ; prefers, however, not to cut, as it then 
easily tears further. If necessary, pieces maj' be cut out of 
the tumor so that it can be bandied easier. After removal 
he packs the uterine cavity with iodoform gauze, which is re- 
moved in two or three days. 

Castration. — In twenty-seven of thirty-four cases both 
ovaries could be removed. In five, only one was accessible, 
and in two both ovaries were inaccessible. In twenty of the 
twenty- seven cases he could palpate the ovaries before the 
operation, but in only one of the seven incomplete castrations 
could the ovaries be felt. He thinks with greater experience 
he will be able in all cases to determine by palpation the posi- 
tion of the appendages and their accessibility for operation. 
Of the twenty-seven complete castrations, two died from sep- 
sis and one (highly anemic patient) from heart failure. In 
all the remaining twenty-four patients the menstruation soon 
ceased, they gained strength quickly, and the tumors more or 
less rapidl}" diminished in size. 

He ojierates rapidly on veiy anemic patients ; in all cases 
makes the incision sufficiently long to be able to find the ap- 
pendages quickly. He frequently extends the incision down 
to the symphysis, and he has even cut transvemely the inser- 
tion of the rectus. With a large, flat sponge the intestines 
are held away so as to freely expose the pelvic organs. Where 
the appendages lie deep he has an assistant push the uterus 
up by his hand in the patient’s rectum. 

Myotomv. — Under this heading he includes all operations 
for the removal of fibroids through the abdominal incision, 
ivith or without the removal of the whole uterus. All my- 
otomies are serious operations. Every case should be care- 
fully studied, so as to determine upon the justifiability of 
doing the operation. 

He reports fifty -six cases. In forty-nine eases the growth 
was interstitial or interstitial and suhserous ; in seventeen 
subseroas alone. In the forty-nine the tumors ranged in size 
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from a man’s head to an enormous growth. All of these pa- 
tients had snfiered from exhausting metrorrhagia, long-stand- 
ing anemia, unendurahle pressure symptoms, and edema and 
pain in the limbs so as to prevent locomotion. 

The pedicle was left intraperitoneal in twenty-two cases,, 
with five deaths (twenty-two and seven-tenths per cent) ; ex- 
traperitoneal in thirty-four cases, with seven deaths twenty 
and five-tenths per cent). In all, twelve deaths (twenty-one- 
and four-tenths per cent). The five deaths of the cases where 
the pedicle was left intraperitoneal were all due to septic: 
peritonitis, the infection coming from the cervical canal. Of 
the other seven deaths, three were due to hemorrhage during 
the operation, three to exhaustion in highly anemic patients, 
and one to anemia due to accidentally including both ureters, 
in the ligature. As other operators have had the same - per- 
centage of deaths following intraperitoneal treatment of the 
pedicle, he considers this as yet a dangerous procedure. 
The technique of attending to the pedicle will have to be 
much improved, he says, before it will be as safe to treat the 
pedicle intraperitoneally as to leave it extraperitoneal. He 
carefully and conscientiousl}’- analyzed his twelve fatal cases,, 
and showed what mistahes may in future be avoided and 
what improvements in technique suggest themselves. This, 
analysis is very instructive. In the three that died from ex- 
haustion, the autopsies revealed anemic degeneration of all 
the viscera, but especially of the heart. 

The indications for myotomy are : the size of the fibi’oid 
mass being that of a child’s head or larger, the tumor rapidly 
growing, exhausting metrorrhagia, intolerable pain or pressure 
symptoms, and malignant degeneration of a fibroid. 

He considers the question of extra- or intraperitoneal treat- 
ment of the pedicle at length, and, basing his conclusions on 
his experience, he says ; When only a small opening has been 
inade into the uterine cavity, the uterine artery should be 
ligated on both sides ; the exposed mucosa cut out in funnel 
shape, the opening closed by sutures according to Schroeder’s. 
method, and the peritoneum sutured together so as to cover 
the wound; then the stnmp may be safely dropped into the peri- 
toneal cavity. If, however, the uterine cavity is rvidely^ opened, 
or the tissue of the stump soft, friable, brittle, or cavern- 
ous, or if the condition of the patient is so poor that we do 
not care to tax the absorptive power of the peritoneum, it is, 
far safer, and even necessary, to leave the pedicle extraperi-. 
toueal. ^ 

In some of his later operations, he simplified the operation 
' by lifting the whole mass out of the abdominal cavity, ligating 
oS the broad ligament if necessary, closing the abdominal > 
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wound all around, and then throwing the rubber ligature 
-about the pedicle and cutting off the mass above. 

Where the tumor is developed mainly between the broad 
ligaments, or so deep in tbe pelvic cavity that there is no 
pedicle about which a ligature can be thrown, he incises the 
capsule of the tumor above, enucleates mass after mass, split- 
ting capsule after capsule — the tumor being pushed up from 
below by an assistant to facilitate this. If after all no pedicle 
is obtained, he sews the whole uterus into the abdominal 
wound and packs the cavity with iodoform gauze. The 
vessels can be ligated during the operation, so that there need 
be but little hemorrhage. 

Yaginab Total Extirpation. — This operation comes very 
frequentlj’- in competition with castration. It is indicated 
where, milder measures having been unsuccessful, single or 
multiple myomata no larger than a child’s head have under- 
gone inflammatory or degenerative changes, or have caused 
:such pain, hemorrhages, or pressure symptoms that the health 
or life of the patient is threatened; or in cases in which the 
appendages on one. or both sides are inaccessible, or so dis- 
eased and adherent that castration is out of the question. 

In eases where both operations may be considered, vaginal 
total extirpation has various advantages over castration. It 
does not bring on the climacteric, which is frequently very un- 
desirable. It is safer in very anemic and run-down patients. 

It is especially important to remember that this operation 
is still practical in eases where the general condition of the 
patient is so bad that castration would be a dangerous opera- 
tion — dangerous on account of the laparatoray itself, the shock 
of the necessary exposure of the intestines, the possible in- 
fection, and the longer time that it frequently takes on ac- ^ 
count of the misplaced condition of the appendages. 

The author has done twenty-one extirpations for fibroids, 
with three deaths. One died of infection, and two shortly 
after the operation from accidental causes.. He does not hesi- 
tate to make sufficiently large lateral incisions in the peri- 
neum when the vagina is too narrow or the tumor large. If 
the tumor is of considerable size, he cuts a portion of it out 
before removing the rest of the uterus. 

[This work of Prof. Leopold is so concisely written, and so 
•crowded with valuable observations and facts, that it is diffi- 
cult to abstract it with justice. The whole article must be 
read bj’’ those who wish to be abreast of the best and latest in 
-this important chapter of gynecology.] 


SA5IUEL L. WEBER. 
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The remarks I propose to present on h3’Bteria in tliis . 
paper are altogether unfinished, undigested, and immature. 
The ideas I have here put down are perliaps scarcely more than 
superficial suggestions that will certainly not bear rigid criti- 
cism. Unwise as it may be to present them thus incompletely, 
still the}’’ ma}’' be sufficient to. indicate, however imperfectlj’’, 
a line of thought upon tliis disease somewhat different from 
that followed by the recognized authorities. The protean 
malady must submit to being presented in as many different 
ways as it exhibits itself to ns. 

ApSlU.ISo.^''*' Wasbingtoii Obstetrical and Gynecolosical Society, 
33 
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The literature of hysteria is exceedingly voluminous. The 
nature and origin of the disease have puzzled the medical mind 
for many centuries ; and the puzzle still remains unsolved. 
There must he something wrong in the method of investiga- 
tion : at least it wotild appear so from the meagre results that 
have ensued. The phenomena and symptoms exhibited have 
been closely studied and graphically described, but the “ why 
and wherefore ” of these phenomena are not at all satisfac- 
torily explained. 

To illustrate this point let me insert a few definitions of 
hysteria from the authors of leading text books. 

In Gould’s “ Hew Medical Dictionary,” just pubbshed, 
hysteria is defined as “a functional disturbance of the ner- 
vous system, supposed by early physicians to be due to the 
disordered condition of the womb. It is now often consid- 
ered a reflex neurosis ; not with certainty known whether it 
is due to structural alteration of any part of the central 
nervous system, or to abnormal blood supply, etc.” 

In Aitken’s “Practice of Medicine” (vol. ii., page 339) 
this is the definition : 

“A complex morbid condition of all the cerebral func- 
tions, of a chronic kind, probably associated with some 
morbid state of the emotional or sensori-motor centres, and 
presenting eveiy variety of alteration, so that the phenomena 
of hysteria simulate and mimic the phenomena of almost 
every other disease, while the most common and character- 
istic features of the affection are certain motorial changes 
of a convulsive nature and usually of paroxysmal occur- 
rence.” 

Roberts’ “ Practice of Medicine ” (page Y92) gives tliis de- 
finition : “Hysteria is a very complex morbid condition, of 
the nature of which it is impossible to speak definitely. It 
belongs to the nervous disorders, but its exact seat cannot be 
localized, though probably the brain is most disturbed.” 

Bennett’s “Practice of Medicine” (page 448) classifies hys- 
teria with chorea, tetanus, etc., under a special section of 
“ Spinal Disorders.” The author wi'ites as follows : “ Uys- 
ie/'ia — any kind of perverted nervous function, connected 
with uterine derangement. Hotliing can be more vague than 
this term.” 
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Flint (“Practice of Medicine,” page 692) writes: “The. 
name hysteria, as commonly used, embraces a mnltiplicity of 
morbid phenomena. It is used to denote an abnormal con- 
dition of the nervous system and the mind which enters 
largely, as a morbid element, into a great variety of affec- 
tions.” 

Bristowe (“Theory and Practice of Medicine,” page 1001) 
says : “ It is difficult to describe, still more difficult to define, 
hysteria. It may, however, in general terms be said to be a 
functional disorder of the nervous system, occurring mainly 
in females from the age of puberty upward, in which the 
will, tl\e intellect, the emotions, sensation, motion, and the 
various functions which are under the influence of the ner- 
vous system, are involved, or apt to be involved, in a greater 
or less degree.” 

Graily Hewitt (“ Diseases of ’Women,” page 417) remarks : 
“In considering the subject of hysteria, I feel that I am 
endeavoring to handle a subject treated of ever since medi- 
cine was a science, but never satisfactorily. The investiga- 
tions concerning it have never come to a point, have never 
resulted in any proposition or position calculated to receive 
universal acceptation ; its nature is confessedly open, in fact, 
to doubt. My eai-ly reading . . . was such as to give me the 
impression that tliere was very little to be learned about it. 
Much that was stated seemed vague and contradictory, and 
the endeavor to make a satisfactory study of the subject ap- 
peared to be so much time thrown away.” These last remarks 
of Dr. Hewitt refer to his “ early reading,” but I‘ think they 
would be equally applicable to the latest literary productions 
on the subject of hysteria. 

Perhaps the best dissertation on hysteria of modern date is 
that by Prof. J. Russell Reynolds in his “ System of Medi- 
cine” (vol. ii., pp. 82-107). On page S3 he remarks’: “It is 
almost impossible to frame an accurate ' definition ’ of the dis- 
ease.” Further on (p. 97) he states : “ There is, however, one 
thing common to all ca.ses of hysteria, and that is a perturbed 
condition of the nervous system. The essential character of 
this morbid state is an e.xaggeration of involuntary motil- 
ity, and a climimdion of the ^oioer of the will (ail italics 
mine) , the emotional, sensational, and reflex movements are 
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in excess* while the voluntary are defective. . . The will is 
determined by anything rather than by judgment, while 
feelings^ and fancies exert an undue influence. . . . Keflex 
movements, which in health are under some control, are not 
only exaggerated in their individual intensity, as a part of the 
hysteric state, but, from the weahness of volition, are allowed 
to run such riot that they pass bejmnd all hounds of healthy 
influence.” 

From these definitions it will be at once seen that only the 
phenomena (symptoms) of the disease are stated. Ko one of 
these definitions attemiits to indicate, with any degree of pre- 
cision, the nature and origin of the observed phenomena, 
further than to ascribe them to functional derangement of the 
nervous system. 

But lohy should this functional perturbation of the nervous 
system occur? To answer this question is the first step to- 
ward comprehending the nature of the disease. Until it is 
answered is^e can make but little progress. In attempting to 
answer it, let us try to approach the matter, by way of experi- 
ment, from several difierent standpoints. Perhaps we might 
start out with the supposition that there are different varieties 
of hysteria, whose etiology and pathology require to be sepa- 
rately considered. The term '■‘■hysteria^’’ is almost as indefi- 
nite as the term fever."” Both words convey the idea of a 
well-kuown group of phenomena; but as the ‘‘fever” group 
varies so much in its nature and origin, giving us many varie- 
ties of fever, so, it would seem likely, may this be true of the 
“hysteria” group. 

To simplify the present discussion, let us try the experi- 
ment of eliminating all forms of hysteria but one, and so con- 
fine our investigation to this one alone. The other forms may 
fall in line afterward or stay out. There is no more reason 
why all forms should have the same explanation than there is 
that all fevers should have the same etiology and pathology, 
which we know they have not. 

I propose then, as an experiment, that we consider the most 
common form of hysteria as it occurs in the female ; and per- 
haps it might be well to assign this condition a definite name. 
Let us call it sexual hysteria in vioman. Hundreds of cases 
of hysteria have been recorded in males, but these do not well 
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belong to an “Obstetrical and Gynecological Society,” nor 
shall I attempt any explanation of them. Thongb. there are 
many cases on record, they are, nevertheless, extremely rare 
when compared with the more common form of hysteria in 
women. 

Returning, then, and confining onr remarks to sexual hyste- 
ria in woman.) let us, again by way of experiment, assume as 
a working hypothesis that a typical case of hysteria, when it 
first 'begins in a young woman, is not, strictly speaking, a dis- 
ease at all, but rather a mere modification in the physiological 
government of the body, executed by the automatic action of 
the ruling nervous system,/(9r some defimte, natural purpose. 
The ultimate objects that underlie all the functions of the 
body as they are determined by the government of the ner- 
vous system, are mainly two, viz., the preservation of the life 
of the indi/vid%ml, which comes first and is of first impor- 
tance; and, second, i[\Q, preservation or perpetuaUon of the 
species. From what we already know of hysteria, there is. 
much to suggest that the hysteric process would be more- 
nearly allied with the second object than with the first. . But,, 
reserving any statement on this point for the present, let us 
set down some of the most prominent phenomena that are 
recognized as common characteristics of the hysteric process. 

To prevent confusion I name these characteristics in an ac- 
cidentally arranged numerical order. 

1. The time of life during which hysteria most usually oc- 
curs is between puberty and the “ change of life,” i.e., during 
the age of reproduction. To this there are exceptions, just 
as, exceptionally, menstruation, ovulation, and reproduction 
may occur before the normal period of puberty or after the 
climacteric. 

2. It is not a solitary disease, and does not occur when the' 
subject is alone. True, the patient may he temporarily alone, 
as in a room adjoining one occupied by other persons who 
jnay be expected to come at any time, upon any outcry or 
sign of distress indicating the occurrence of a hysteric parox- 
ysm. Should the patient, however, be thoroughly convinced 
that no one is near, and not likely to be foi" a long time, the 
hysteric attack will not occur. 

3. In the customary hysteric attack the individual appears 
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to be unconscious, but is not really so. The eyes are closed, so 
that an untaught ohserver would eonelude : This woman does 
not or cannot see. On being siDoken to no reply is obtained, 
and the same untaught observer readil}’' concludes : This wo- 
man is either deaf or dumb, or both, as well as blind, or she 
is unconscious. On being touched or handled, provided it be 
not so roughly as to cause actual pain, no recognition of feel- 
ing is manifested, no resistance is exhibited. Should the arm 
be placed extended, it remains so ; flex it, and it remains 
flexed. So of other parts of the body. 

d. Every woman who exhibits the phenomena of a hyste- 
ric attack is always ashamed of it afterwards— instinctively 
ashamed. She will always deny, never acknowledge it; and 
when accused or told of it will become offended and angry. 
This is an inherited and fundamental feature of the process. 

■ 5. It occurs most often in single women, or rather in those, 
whether single or married, whose sexual wants remain ungrat- 
ified. “ It is sometimes cured by marriage ” (W^atson’s “ Prac- 
tice,” p. 455). “ Marriage makes it worse, unless pregnancy 
occur ” (Graily Hewitt, page 425). Hippocrates said : “ A 
woman’s best remedy in this disease is to marry and bear chil- 
dren ” (“ Cyclop. Praet. Med.,” vol. ii., p. 673). J. Connelly 
in this “ Cyclopedia ” further remarks upon “ the disappear- 
ance of hysteria after a long-desired marriage,” and that “ in 
many of these cases all the mischief is removed by marriage, 
which, by awakening the natural functions and normal sympa- 
thies, allays the whole series of morbid actions” (vol. ii., p. 
573). “ Carter on Hysteria ” (pp. 35, 36) observes : “ The 

sexual passion is more concerned than any other single emo- 
tion, and perhaps as much as all others put together, in the 
production of the hysteric paroxysm.” He further remarks 
upon the liability to hysteria in women of sti’ong passions 
temporarily or permanently separated from their husbands. 
It has been attributed (I think by Sir Benj. Brodie) to unsuc- 
cessful coitus from the pain due to a large penis. 

6. The hysterical woman does not present any external 
evidence of disease — does not look like an ill woman. Her 
beauty (whatever its degree) is not irnpah'ed. Even during 
convulsion “there is no distortion of the countenance'^' (Ait- 
. ken’s “ Practice,” vol. ii,, p. 340). Dr. "Wood remarks (quoted 
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"by Aitkeii, p. 311) : “ One of tl\e most striking circumstances 
•connected witk the disease is tlie general integrity of the 
nutritive process ; the patient continues plump and rosy.” 
Even in cases long laid up from liysterical joint affections, it 
has been especially remarked (Aitken, vol. ii., p. 311) “ there 
is no wasting of the glidei muscles, nor flattening of the natesP 
And in eases of so-called hysterical paralysis the apparently 
2?aralyzed muscles do not atrophy. 

In falling during a “fit” (Reynolds’ “ System of Medicine,” 
vol. ii., p. 96) “the patient does not fall in such a manner as 
to hurt herself or tear her clothes; there is somebody there 
who shall see the phenomenon.” . . . “ The hysteric patient 
gathers her robe around her and falls gracefully,” In a word, 
the process of hysteria, pure and simple, as it is in the begin- 
ning, does not impair the physical 'beauty of the woman. In- 
deed, many of these patients, are peculiarly attractive to the 
■other sex. 

7. “ There are many facts to show that warmth of climate 
nnd tlie seasons of spring and summer conduce to a produc- 
tion of the hysteric condition, hut it has yet to he shown what 
is the element comprised under those terms which is of etio- 
logic moment” (Reynolds’ “System of Medicine,” vol. ii., p. 
S5). Yet we know ; 

" What men call gallantry, and gods adultery, 

Is much more common ■where the climate’s sultry." 

— Byron’s Bon Juan, canto i., verse Ixiii, 

“ Summer’s indeed a very dangerous season, 

And so is spring about the end of Slay ; 

The sun, no doubt, is the prevailing reason.” 

— Bon, Juan, canto i., verso oil. 

8. The hysterical paroxysm is a tempova/ry and short affair. 
The helpless creature, who seems to have lost all her senses 
and sensations, is in a few minutes np and about, apparently 
as well as ever. 

9. Certain regions of the body which appear to be painfully 
hyperesthetic are relieved by firm pressure, rougli handling, 
and suceussion, while light touches or gentle pressure are 
^‘agonizing in the extreme.” If attention he directed else- 
w'here, the touch gives no pain. 

10. Idleness, want of occupation, a life without a purpose. 
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strongly conduce to hysteria. “The liability to hysteria,’^ 
says Sir Benj. Brodie (“Lectures on Local Nervous Affec- 
tions,” p. 37), “ is in fact, among females, one of the severest 
^penalties of high cwilizaiion. It is among those who enjoy 
what are supposed to be the advantages of affluence and an 
easy life that we are to look for cases of this description, not 
among those who, fulfilling the edict of the Deity, ‘ eat their 
bread in the sweat of their brow.’ ” 

11. The hysteric patient delights in evoking sympathy. 
She loves to be fondled and caressed ; and, usually, the more 
of tills treatment she receives the worse she gets. 

12. The will of the hysteric is perverted and defective, 
while ideas, thoughts, fancies, and emotions exhibit excessive 
activity. She believes she cannot speak, or move, or walk, 
but, on sudden fear or alarm, does either and all very quickly. 
Hence she appears to be “ acting a part.” In some instances 
a hysterical “ fit,” although not strictly volitional, is yet a 
matter of surrender, and might be prevented under the pres- 
sure of an adequate motive. “ The existence of real danger ” 
(t.e., danger to life) “ throws hysteria into temporary abey- 
ance” (Carter, page 144). 

I have now recounted twelve of the common characteristics 
of sexual hysteria in woman — characteristic phenomena de- 
termined T?y the governhig nervoibs system. The nervous sys- 
tem is so organized as to produce these results instinctively 
and automatically. Since we have not yet been able to dis- 
cover any utility in the actions thus set up by the nervous 
centres of government, we speak of hysteria (see definitions 
previously given) as a “ perturbed,” “ disordered,” and “ab- 
normal” function (or condition) of the nervous system. 

But is there no “ method ” in this “ madness ” of the central 
government ? Why has this nervous system commanded, or 
permitted, in these eases, that emotion should run riot and 
“ volition ” be temporarily put in abeyance ? By what in- 
herited instinct, or property, acquired through ages of an- 
cestry, is the government of the body impelled to this unique 
performance 1 To answer this question we must go back to 
primitive woman: no adequate reply will be possible in 
civilized communities. We must regard a human organism 



KIKG : HYSTKKIA, 


521 


as an animal, for such it is ; and such a regard cannot demean 
or disgrace it. 

Kow, “ it has been seen that in the lower animals the efiects 
produced by emotional excitement are immediately made sub- 
servient to some useful purpose^ having reference either to 
the reproduction of the species or to the preserration or sm- 
ieniation of the indvciduxd ; and it is probable that in them 
each kind of feeling is invariably followed by its special and 
proper consequences. But in man this is far from being the 
case ” (“ Carter on Hysteria,” page 18). 

Let ns, however, go back to aboriginal woman — to women 
of the woods and the -fields. Let ns picture to ourselves a 
young aboriginal Yenus in one of her earliest hysteric par- 
oxysms. In doing so let us not forget some of the twelve 
characteristics previously mentioned. She will not be “ acting 
her part” alone, or, if alone, it will be in a place where some 
one else is likely soon to discover her. It is only necessary to 
assume one unwarranted fact (and that is one of a limited two) 
to understand all the rest, viz., that this “ some one else ” shall 
be a male instead of a female. To carry out this hypothetical 
ease, let this Yenus be now discovered by a youthful Apollo 
of the woods, a man with fully developed animal instincts, but 
avithout moral, legal, or religions restraint — without, in fact, 
the environments of civilization. He and she, like any other 
animals, are in the free fields of Nature. He cannot but ob- 
serve to himself : This woman is not dead ; she breathes and 
is warm ; she does not look ill ; her beauty is well preserved ; 
she is well nourished, “ plump and rosy.” He speaks to her ; 
she neither hears (apparently) nor responds. Her eyes are 
closed. He touches, moves, and handles her at his pleasure ; 
she makes no resistance, What will this primitive Apollo do 
next ? He will cure the fit and bring the woman back to 
consciousness, satisfy her “ emotion f and restore her “ voli- 
tion ” — ^not by delicate touches that might be “ agonizing ” to 
her hyperesthetic skin, but by vigorous massage, passive mo- 
tion, and succussion that would be painless. The emotional 
process, on the part of the woman, would, end, perhaps, with 
mingled laughter, tears, and shame; and when accused after- 
wards of the part which the ancestrally acquired properties of 
her nervous sj stem had compelled her to act, as a preliminary 
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to the event, wliat woman would not deny it and he angry ? 
But the course of ISTature having been followed, the natural 
purpose of the hysteric paroxysm accomplished, there would 
remain as a result of the treatment— instead of one pining, 
discontented woman — two happy people and the probable be- 
ginning of a third. 

Spealring, then, of natural hysteria when it first begins and 
under natural circumstances (that is to say, without the en- 
vironments and restraints — moral, social, legal, educational, 
and religious — of civilization), w^e should, from what has now 
been said, reach some such definition as the following : 

Natural, primary, sexual hystet'ia in woman is a temporary 
modification of the nervous government of the body and in 
the distribution of nerve force for the most part, as 

we' see it to-day, in prudish women of strong moral principle 
whose volition has disposed them to resist every sort of liberty 
or approach from the other sex), consisting in a transient ab- 
dication of the general, volitional, and self-preservational ego,- 
while the reins of government are temporarily assigned to the 
usurping power of the reproductive ego, so that the reproduc- 
tive government overrides the government by volition, and 
thus, as it were, forcibly compels the loomam's organism to so 
dispose itself, at a suitable time and place, a^ to allow, invite, 
and secure the approach of the other sex, lohether she will or 
not, to the end that Natv/rds imperious demand for repro- 
duction shall be obeyed. 

This is the natural function of primary sexual hysteria 
considered physiologically. Can we, strictly spealring, call it 
“ disease ” ? 

Before proceeding further I must indulge myself in a some- 
what personal remark. What I have now said might, by an 
ill-disposed critic, be contorted or misconstrued into an accu- 
sation that every hysterical woman is guilty of impure desires 
and is the victim of sexual passion. This is not so. On the 
contrary, what I have stated tends rather to exonerate, and 
completely exonerate, the hysterical person from any such 
charge. The view I have presented traces back the origin of 
the phenomena of hysteria to the automatic action of a govern- 
ing nervous system, acting in obedience to the great principle 
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•of race perpetuation^ wliicli has heen. developed and handed 
down from generation to generation through long ages of an- 
•eestry. The hysterical patient is no more to blame and no 
more responsible 'for her condition than she is accountable for 
"the number of vertebrae in her spinal column, the foundation 
of which was laid thousands of generations ago. 

Eeturning now to remark further upon the duplex govern- 
ment of the body by the nervous system in hysteria cases, 
I think it most probable that the so-called “double per- 
••sonality” and “double consciousness” of hysteric persons, 
which of late years has so much puzzled the Trench psycho- 
logists, is to be referred to a want of agreement or balance 
•of power between the reproductive ego, the object of whose 
government is jyi'eservai/ion of the race, and the self-preserva- 
Uve ego, the object of whose administration preservation of 
■the individiial. When a woman says “ I willf it is her first 
personality — ^what she calls herself — that wills. It is by this 
will power that she decides to walk, to work, obtain food, 
and perform all the acts necessary to maintain individual life 
in the struggle for existence. If now, when she reaches the 
=age of puberty and child-bearing, the imperious demands of 
file reproductive ego clamor for fulfilment, and she again 
says “ I and acts accordingly, then there arises no con- 
flict between the two departments of government, and, as a 
rule, no hysteria. On the other hand, should she decide, with 
regard to the reproductive demand, to say “ I will not'^ and 
:act accordingly, at once there occurs a want of harmony— “ a 
disturbance ” — between the two departments of government. 
The department of the creative activities, sustained, as it were, 
by the hereditary rights of ancestral precedents, practices, and 
habits, is clamorous for the exercise of its reproductive func- 
tion. The executive government of the woman’s first per- 
sonality, her volitional ego (for extraneous reasons of her 
own, usually of a sociological rather than physiological kind), 
opposes and resists the reproductive demand. These are the 
■conditions under which hysteria is liahle to occur, and to 
which its origin may be traced. When it does occur, there is 
produced a temporary subjugation of personal volition and 
personal consciousness, automatically compelling the woman’s 
organism to surrender to the government of her reproductive 
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personality, either with or without the designed pliysiologieal 
purpose of the process being accomplished — in civilized life,, 
often withont it ; in prehistoric or natural life, usually with 
it, "While, as just stated, hysteria is liable to occur under- 
the conditions given, it does not always do so. This is easilj^ 
explicable as follows : Should the woman’s habits, and occu- 
pation, and modes of thought be of such a kind as to insure 
a daily expenditure of nervous energy in muscular exercise,, 
intellectual activity, social amusement, and unemotional play, 
etc., so as to absorb any surplus of nerve force that would 
otherwise flow towards the reproductive object, then she will 
escape hysteria. Her nerve energies are, in fact, being ex- 
pended in matters pertaining to the self-preservational object 
— upon matters naturally directed towards obtaining a living.. 
But now change the conditions ; place the woman in abject, 
idleness, both muscular and mental; supply her with the 
most luxurious food, which she obtains without any effort of 
her own ; add solitude instead of social diversion, and litera- 
ture which shall direct her thoughts into emotional channels ; 
let there be Jio expenditure of nerve force in the struggle for 
existence, and, therefore, no natural channel for distributing 
surplus nerve energy other than reproduction, which last 
she, of hej’ own will, refuses to undertake — let this mode of 
life be continued, and sooner or later hysteria will usually 
result. 

There are many familiar events that illustrate this duplex 
government of the body, and which show the normal superior 
influence of the self-preservational ego over the reproductive 
one. And this comparative rank is as it should be. The 
life of the individual is necessarily of first importance ; for 
if that be sacrificed in securing impregnation, it avails no- 
thing ; the ovule cannot develop in the dead. Hence we find, 
a patient in the quasi-unconscious condition of hysteria, 
should she be deluged with cold water or burned with fire, 
will resume consciousness, get up, and run away. The water 
and fire eonve}’’ to the governing nervous system the im- 
pression of danger to life. At once the temporary admin- 
istration of the reproductive ego is deposed ; at once the 
self-preservational ego reassumes the reins of government. 
Only thoroughly frighten a hysterical woman — convey to her 
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nerve centres the impression that life is in danger — and 
though she should liave remained (apparently) paralyzed for 
years, she will get tip and walk. The two departments of 
the government instantly readjust their powers in order to 
protect the individual life. It occurred to me some time 
•ago that the treatment of a hysterical attack in accordance 
with the principle above stated — i.e., by calling into play the 
action of i\\Q self-preservational ego— might conveniently be 
•achieved by simply holding the woman’s nose and closing her 
mouth, so as to convey to the central nervous system the im- 
pression of danger to life from suspended respiration. I was 
therefore gratified to find later on that such a plan had been 
long ago tested and found successful. Br. Hewitt speaks of 
it as “Dr. Hare’s plan of suffocation.” In describing a case 
(“Hewitt on Women,” pp. 122, 423) Dr. Hewitt says; “Slaji- 
ping of the face and placing strong liquor ammonia under the 
nostrils had no effect, but she was quickly subdued by Dr. 
Hare’s plan of suffocation” . . . “Subsequent to this she 
had many similar attacks, sometimes as many as five or six in 
a day. Tliey were all stopped by the suffocating process.” 

The self-preservational nerve centres have acquired, ages 
•ago, a proper appreciation of the importance to life of respira- 
tion', they soon appreciate the and automati- 

cally adopt measures to remove it. Possibly, if we could make 
a device to produce a sound closely resembling that of a rattle- 
. snake, and place it near the person of a hysteric woman 
•(without her knowledge), the nerve centres, by a sort of 
ancestral memoiy, would perhaps recognize the signal of 
danger and prompt the woman to speedily change her place, 
much as a mouse instinctively avoids its natur^ enemy, the 
■ cat. 

This dual government, or double personality, of the human 
body — the two departments of reproduction and self-preser- 
vation — have been referred to, almost unknowingly, by the 
most ancient of writers. Even good old St. Paul, who is 
stated to have written his Epistle to the Homans in the year 
60 A.D., tells us (in chapter vii.) that sin had wrought in him 
‘■'■all manner of concupiscence'’’’ OY lust (verse 8). Then he 
goes on to describe the conflict of himself with his second or 
reproductive personality, thus : “ That which I do, I allow 
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not: for what I would, that do I not; but wbat I bate, that 
do 1.” “ To will is present with me ; but how to j)erform. 

that which is good, I find not.” “For the good that I would,. 
I do not: but the evil which I w'ould not, that I do.” “Now 
if I do that I would not, it is no more I that do it, but sin 
that dwelleth in me.” “ I find then a law, that when I 
would do good, evil is present with me.” “ I see another 
law in my members, warring against the law of mj^ mind, 
and bringing me into captivity to the law of sin which is 
in my members.” This simply illustrates the conflict be- 
tween the emotions of the reproductive ego and the volition- 
of personal, self -preservative ego — a conflict noted over 
and over again by poets and dramatists in modern times, as il- 
lustrated in one of Byron’s characters (in “ Don Jnan”), who, 
“ swearing she would nder consent, consented^'' So Bucking- 
ham, in counselling Gloster to accept the crown, says : 

" And be not easily won to our requests ; 

Play the maid's part, still answer nay, and take it." 

— Richard III., act iii., scene vii. 

In addition to these Biblical, poetic, and dramatic references, 
let me cite a few quotations of more modern date and more 
scientific value. In referring to the discussion on double con- 
sciousness, raised by himself, at the Paris Congress of Piiysi- 
ological Psychology recently, Dr. Alfred Binet says: “The 
problem that I seek to solve is, to understand how and why 
in hysterical patients a division of consciousness takes place” 
[Open Court, December 12th, 1889, No. 120, page 1983). 
“In other words, the question we ask is, "What are the 
psycho-physiological conditions that determine the formation 
of a second consciousness?” (page 1981, ibid.). He further 
observes [Open Goitrt, No. 112, October ITth, 1889, page 
1887) : “We know of observations in which this second 
personality, ever awake, is seen gradually to develop more 
and more, and to assume the initiative in conduct, instead 
of the first personality which is temporarily annihilated.” 
Again ; “ The facts above set forth have led me to the 
assumption that there may exist in hysterical patients two 
rational faculties, that are mutually ignorant of each other.” 
And still again he repeats ; “ I believe it satisfactorily estab- 
lished, in a general way, that two states of consciousness, not 
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known to eack other, can co-exist in the mind of an hysterical 
patient” (page ISSY). 

This, perhaps, is not the place nor a proper society for the 
discussion of psychological matters. I leave it, therefore, 
after remarking that I believe the true key to the under- 
standing of Binet’s problems, as well as to the phenomena of 
so-called “hypnotism,” “somnambulism,” “ automatism,” etc.,, 
is to be found.by recognizing the two chpartme7iis ofphysiolo- 
(jicol govei'n'M-ent — cvecitvoe and conse^'VKiiivG — individuctl pre- 
servation and race preservation. When the two departments 
execute their respective functions of government successfully 
and in harmony with each other and with hiature, no abnormal 
phenomena will be encountered. When otherwise, the result 
will be reversed. 

Since I have spoken of pidmai'y sexual hysteria in woman” 
as a modification of nerve government designed to accomplish 
a physiological purpose, it is very apparent that old-standing 
chronic cases, lasting for years and drifting into hystero- 
epilepsy, etc., require a different explanation. This explana- 
tion will be found, perhaps, somewhat as follows: We must 
constantly bear in mind that in dealing with the hysteric 
process of to-day we are dealing with it while the rvoman 
is surrounded by the environments of civilization, and not 
by the ancient environments of ancesto'al times. This makes 
a vast difference. To study successfully any natural pro- 
cess we must study it in its naUm'al state, with its natm'al 
surroundings. IsTow, it is scarcely likely that primary ances- 
tral hysteria would ever fail (perhaps not once in a thousand 
times), with ancestral surroundings,- of securing the accom- 
plishment of the physiological purpose for which I have sug- 
gested it was designed ; and this would at once end the hys- 
teric process. On the contrary, in civilized life, the hysteric 
process ?m!! attaining its designed result, we find it being re- 
peated over and over, five or six times a day, for perhaps 
weeks, months, or even years, in obedience to the same nervous 
mechanism of government which prompted it in the begin- 
ning. Hence what should naturally have been a transient and 
temporary affair has become the reverse. That portion of the 
nervous system other than what belongs to the intellectual 
and volitional ego of the individual, has no isiielligence at all, 
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but is simply an autoinaton, acting in obedience to qualities 
acquii’ed from ancestors. It cannot appreciate, therefore, in 
determining tbe hysteric process, that the design of the pro- 
cess is to be thwarted by the customs of modern society, by 
the laws of states, the edicts of thrones, and the tenets of re- 
ligion, which constitute so potent an element in the envii'on- 
ments of civilization. Under these circumstances the hysteric 
process is useless and superfluous, and ludicrously impotent 
of any physiological result. From frequent repetition it be- 
comes a habit of the nervous system — ‘‘ nerve force flows read- 
ily through habitually used channels” — hence it is likely to 
recur, and does so recur, under slight emotions that have no 
direct relation with reproduction. The original natural object 
of hysteria (Avhieh ought to have been promptly attained) be- 
comes buried so deeply in accumulated and repeated disap- 
pointments that the automatic nervous system has no inher- 
ited quality that enables it to meet the unnatural emergency. 
It keeps on, like any other machine, all the time instigating 
the woman’s body to do over and over again that which, 
xinder the circuinstcmces, is useless. If the physiological view 

• of hysteria (as I have presented it) be true, the occurrence of 
the hysteric process in the presence of females, and when no 
male is near, becomes ludicrous. The imperious impulses and 

• emotions of the sexual instinct are so overpowering and man- 
datory ; the preparations for reproduction in the female organ- 
ism, and the consequent accumulation of nerve force, so ex- 
-tensive, that the preliminary event of insemination cannot be 
ruthlessly and recklessly postponed over and over again with- 
out seriously disturbing the functions of the nervous system ; 
•and this “functional disturbance of the nervous system” is 
the disturbance constantly referred to in the text-book defi- 
-nitions of hysteria previously quoted. It is, in fact, a dis- 
turbance in the gxibernatorial fxmction of the ner'vous system, 
consequent upon a part of the territory governed (the repro- 
ductive part) refusing to obey those laws of Hature which it is 
-the chief oflice of the nervous system to administer and enforce 
as best it can. 

There is yet another class of cases that need further expla- 
nation, viz., those cases occurring in mamned women who have 
.had children. Of these I might say, though not perhaps quite 
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fairly, they may not belong to the ^‘sexual hyderia” we are 
here considering. Emotions otJier than sexual may disturb 
the functions of the nervous system and produce quasi-physi- 
■ological hysteria. Furthermore, are we always quite sure that 
the liysterical habit was not acquired lefoi'e marriage, and, 
having become chronic, persists, in spite of marriage, after- 
ward ? Moreover, the results of childbirth or abortions may 
leave lesions, traumatic or otherwise, of the reproductive or- 
gans themselves, which may produce, as it were artificially, 
fimctional disturbance of the nervous system resembling the 
hysteria we have called physiological. The process of emesis, 
produced by poisonous matters in the stomach, is, though not 
a normal process, yet a natural one, and serves ihe jo^irpose oi 
ejecting the offending substances. Emesis, however, may be 
produced by tickling the throat with a feather, even though 
the stomach be empty. The one is natural (and useful) eme- 
sis, the other m'tifiGial (and, useless). So with natural and 
artijicial hysteria. The nervous system, like an automatic 
machine, reacts in obedience to environing actions, and the 
hysteric and emetic processes are produced without any intel- 
ligent perception on the part of the gubernatorial automaton 
as to what the result will be. Hysteria, however, from or- 
ganic lesion of the reproductive organs is not so common as 
was once supposed. I agree with Goodell, who, in an excel- 
lent lecture in the Philadelphia Medical Nexos (December 
7tli, 1889), lays great stress upon the statement that' the 
symptoms so often attributed to uterine diseases are really 
neurotic troubles. 

TUEATMENT. 

To test the truth of what has been thus far said, let us next 
consider the principles of treatment deducible therefrom, and 
their efficacy. There are several methods of treatment which 
experience has demonstrated are severally efficacious in dif- 
ferent cases. 

1. Jfa/Tmye.— This is Nature’s remedy, and will, in the 
large majority of cases, be effectual if not unduly postponed. 

2. Odphorecioniy . — ^When the ovaries are taken out the jia- 
tient becomes a female eunuch. The organs of reproduction, 
over which the nervous system presided, are no longer per- 
forming, or likely or able to perform, their natural function ; 

31 
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tlie body goes back to its aute-puberie, or on to its. post- 
climacteric, state. Physiological hysteria can now accomplish 
no ntilitarian purpose. It will cease to occur, for the reasons 
stated. 

3. Narcotics, Alcoholics, etc. — By opium, alcoholic stimu- 
lants, etc., which sti/nvulate the nerve centres pertaining to the 
cerebral functions of 'ColUion and the self-preservative ego, 
these centres may temporarily regain the ascendency over, and 
take precedence of, the reproductive ego, and so dispel or post- 
pone hysteria. The benefit, however, could be only tempo- 
rary, and the method of treatment should not be resorted to? 
on account of the liability of tbe nervous system to attain the 
opium or alcohol habit, either of which would be more dan- 
gerous than the hysteric process. 

4r. Intellectual and Muscular Exercise. — These exercises 
simply mean phases of efiort on the part of the self-preser- 
vative ego to maintain life — to struggle for existence. They 
require constant volitional effort on the part of the patient, 
and when volitional effort has become a habit, whether from 
necessity or choice, the nerve force will flow through these 
now accustomed channels, will be diverted from the channel 
leading to reproductive effort, and the hysteria will be re- 
lieved. The volitional effort on the part of the patient, how- 
ever, must be enforced by circumstances (poverty, etc.), or by 
the will of another person compelling her to perform the re- 
quisite amount of mental and muscular work or play. In the 
absence of marriage, and without spaying, this constitutes the 
most rational and scientific method of curing chronic hysteria^ 
but it is exceedingly difficult, tedious, and bothersome, and 
requires that the “ other person ” exercising volitional control 
of the patient should be almost constantly present. 

5. Yalerian, etc. — There is something extremely unique 
and inexplicable in the effect of valerian upon hysteric pa- 
tients. The subject of hysteria may present all the phenomena 
of hysteric “ unconsciousness,” and, when a little fluid extract 
of valerian is forced into her mouth, recover all her faculties 
in a few seconds. This we have all repeatedly witnessed. The 
valerian cannot have been absorbed so quickly. Can its pecu- 
liar efficacy be attributed to its peculiar odor ? It may here 
be observed that musk, camphor, asafetida, etc. — medicines. 
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with strong odors — are among tlie best medicinal remedies for 
hysteria. The odor of burnt rags or burnt featheis oi haii 
popular remedies for hysteric paroxysms — ^may he more easily 
explained ; they may suggest to the self-preservative nerve 
centres the idea oifire, and consequently cloAiger to life. Was 
there, in ancestral times, any snake, or other natural enemy of 
man, that possessed the odor of valerian ? If so, the effect of 
the medicine in awakening the self-preservative ego by con- 
veying a sense of dcmger to life., and so restoring normal con- 
sciousness, would be apparent. 

The points considered, or suggested for consideration, in the 
foregoing remarks, are as follow’s : 

1. The natural history, origin, and pathology of hysteria 
have not been thus far satisfactorily explained. The disease 
has been regarded as a functional disturbance of the nervous. 
fc3’stem, the nature of which is not settled. 

2. Are there not different varieties of hysteria, as there ares 
different varieties of fever? 

3. The most common form of hysteria in women is inti- 
mately related with the reproductive and sexual functions,, 
and should be designated as “ sexual hysteria in women.” 

4. Is it strictly correct to call this condition a ‘■‘dZiseose” f 
Should it not rather be regarded as a functional modification, 
of the nervous government of the body, designed for the pur- 
pose of race preservation ? 

5. Man}’- of the more common characteristics of hysteria — 
viz., (n) the time of life at which it occurs ; (&) its not being a 
solitary disease ; (c) the unconsciousness exhibited being only 
apparent., not real; ((f) the woman being ashamed of it after- 
ward ; (e) its occurrence chiefly in women who do not repro- 
duce, and its cure hj reproduction ; {f) the woman preserv- 
ing her beauty ; ((/) the paroxysms being short and temporary 
(/i) the season of the year at which it is most prevalent ; (i) its 
occurrence in the higher walks of life ; (y) the patient longing 
foi s^’inpathir, etc. suggest that the hj’steric process among 
primitive women in prehistoric times was favorable to seeure, 
the approach of the other sex. 

6. The influence of the hysteric process in this direction, 
indicates that primarily, and without the environments of 
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chilization, approaeli of the other sex -vrould by it he accom- 
plished. 

7. The modification of nerve government -which produces 
the hysteric process consists in a temporary abdication of the 
self-conservative ego and an usurpation of power by the re- 
productive ego. The conflict between, these two departments 
of government has been unknowingly recognized for many 
centuries, and explains the well-known “ double personality ” 
or double consciousness ” of hysterical patients. 

S. The ph 3 ’’siological function of hysteria, as it occurred 
before civilization, was to seeiire insemination. The jmrpose 
was then usually accomplished. The function of hysteria in 
civilized communities not being accomplished, the cases be- 
come chronic and drift into all sorts of irregularities, far re- 
moved from the original tj^pe, and presenting jfiienomena that, 
taken alone, appear to conceal, cover irp, or even antagonize 
any idea of functional utilitj-. 

9. The rational of modern successful methods of treat- 
ment is in accord with the preceding views, and tends to cor- 
roborate their correctness. 


THE STEPS OF THE CESAREAH SECTION— THE DO’S AND 

THE DON’T’S.' 


BT 

HOWARD A. KELLY, 3I.D., 

Professor in Gynecology to the Johns Hopkins University; Gynecologist and Obstetri- 
cian to the Johns Hopkins Hospital. 

CWith thirteen illustrations.) 


IXTEODUCTORY. 

■With the recent extension of the field of the ‘‘modern” 
•“ conservative” “ Saenger” Cesarean section, I feel there has 
arisen the necessity for a hand^', simplified, condensed deserij)- 
tion of the technique of the operation. 

Having recently completed ray fourth successful Cesarean 

'Read before the Baltimore Obstetrical and Gynecological Society, 
Jilarch 11th, 1S91. 
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operation, in tlie Jolins Hoplcins Hospital, I ha^e again care- 
fully reviewed tlie various steps of this important procedure,, 
and believe that the present multum in parvo will prove 
neither too short nor too long for tlie surgeon who desires to 
carefully review the steps before proceeding to an operation. 

I have made several departures from routine practice, in 
facilitating drainage with my pad, in clamping the cord in- . 
stead of tying it as the child is delivered, and in recommend- 
ing, in eases free from all suspicion of sepsis, the use of a 
half-deep suture for accurate approximation of the edges of 
the uterine wound, between the deep sutures, instead of the 
sero-serons sutures. 

For practical purposes, the Oesavean operation may be 
described as consisting of the following stejis : 

I. Selection of the Case. — The Cesarean section is absohvtelp 
necessary to save life in women with flat pelves in which the 
conjugata vera measures 6 cm. or less, or in generally con- 
tracted pelves of 6^ cm. or less. 

The indication is also absolute when the pelvis is choked by 
a bony tumor, or a fibroid tumor which cannot be displaced, 
or by extensive cellulitis, or in some cases of extensive can- 
cer of the uterus and vagina. 

In pelves from 6 and cm. up to 8 and 9 cm., flat and 
generally contracted pelves, respectively, the Cesarean sec- 
tion is purely an elective procedure^ standing in juxtaposition 
to artificially induced premature labor, spontaneous delivery 
(rare), delivery by forceps, turning, and craniotomy. 

Under these circumstances the Cesarean section may be per- 
formed when previous labors have demonstrated the futility 
of attempting to save the life of the child by any other 
method. 

II. The Preparation of the Patfeut.— When possible, daily 
preparatory baths should be given for one week, cleansing tlie 
skin and stimulating its circulation, and thus enhancing its 
activity as an emnnetory. A vaginal douche of boric acid 
(two per cent), night and morning, renders important service 
iiy cleansing an area in direct communication with the field 
of operation. Immediately before the operation the vagina 
should be Avasbed very tlioroughly with soap and Avater. ° 
The boAA'els must be regulated, being freely opened from 
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four to eight lioiirs before the operation. The genitals are 
shaved when the patient is placed on the operating table. 

III. The Time to Operate . — Operate at the end of preg- 
nancy. If this can be accurately determined, it is not neces- 
sary to wait for labor j^ains. It is always better to operate 
before the amnion has broken. 

lY. The Instruments needed are a small knife, a pair of 
scissors, a needle bolder and needles, a half-dozen artery for- 
ceps, towels, gauze, ligatures, and sponges — all absolutely 
aseptic. 

V. Cleanliness at the Op)eration . — The whole field must be 

0 
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Fig. 1 shows the arrangement of assistants, etc., at the operation. The table stands 
in the middle, long enough for the patient’s body, with a foot rest below. The anesthe- 
tizer sits at the head of the table (An). The operator stands to the patient’s right 
(Opt), with a wash bowl full of warm water to his left, in which to dip his bands from 
time to time. Pirectly opposite to him stands his first assistant OAs), backed by the 
second assistant (SAs), and the table carrying the Instruments, sponges, etc. Two or 
three feet away stands the third assistant waiting to take the child. 

microscopically clean. Tins aseptic condition must include 
tbe patient’s abdomen and genitals, the operator’s hands, arms, 
and at least the external portion of tbe clothing. Tbe as- 
sistants also must be equally clean. The operator must con- 
tinually have a lively consciousness of the aseptic condition 
of all instruments, gauze, towels, and every material liable in 
any way to come into direct or indirect contact with the pa- 
tient’s abdomen. 
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YI. N'lcmber and Arrangement of the AseistantB, ^Four 
are needed. One gives tlie anestlietic ; the eliief assistant 
stands opposite to the operator, assisting him at the wound in 
every step, while a third quickly passes sponges and ligatures, 
artery forceps, .etc., as they are needed, and a fourth waits 
ready to receive the child. 

YII. Is the Child Alive f—ixxA before operating make 
sure that the child is living, and determine accurately its po- 
sition in utero; this may save the error of operating on a 




Fio. S shows the patient placed on the writer’s orariototny pad for drainage, facilitat- 
ing the abundant use of water, without discomfort to the operator, and without soaking 
the patient’s night dress, which is pulled up under the shoulders. The dotted line in 
the middle shows the position of the abdominal incision, 

Fio. 8 shows the patient anestUetlted on the table, prepared for the operation. G G is 
the piece of gauze, reaching from chest to knees, covered above and below by two pre- 
pared towels, T T, and slit open in the middle, ejqjosing the field of operation. 

relative iudication, for a dead child, as well as facilitatiug 
the delivery. 

YIII. The P osture of the Patient^ and the Immediate Pre- 
paration of the Field for the Operation.— ^\\q should, be placed 
upon the ovariotomy drainage pad, on a short table, with her 
knees at the edge so that the feet rest on the seat of a chair 
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tHTiied with its hack to the table. This is an easj, relaxed 
posture and facilitates cleansing the vagina. The abdomen is 
then again thoroughly washed with soap and water, with as 
much care as if for the first time. The legs, from the lower 
part of the thighs down, are next wrapped in' a blanket which 
is covered with rubber cloth. A piece of gaiize, long enough 
to reach from the breast to the knees, and wide enough to 
hang down over both flanks, is laid on the abdomen, and two 
towels, wrung out of hot water, laid one across the lower part 
of the chest, and the other over the upper part of the thighs, 
thus covering the body from breast to knees. The gauze is 


rowcL 



Fig. 4 shows hands of the assistant (A A) engaged in pressing the abdominal walls in: 
on the uterus while the operator <0) is incising the uterus. 

Fio. 5.— The operator CO), having grasped the child by both feet, is delivering it, while 
the assistant (A A1 constantly keeps the abdominal walls pres.sed in on the uterus. G G, • 
gauze; T T, towels above and below; P P, the drainage pad. 

then slit open in the middle line and di-awn aside, baring 
the wliole uterine eminence. Through this opening, thus 
hemmed in and protected on all sides, the operation is per- 
formed in an artificially created aseptic field. 

IX. The Abdominal Incision should be made in the median 
line, over the most prominent part of the tumor, about one- 
third above and two-thirds below, or half above and half 
below, the umbilicus. Unless unusually large vessels are 
severed, do not waste time in clamping and tying off bleed- 
ing points. 
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X. Incision of the Uterus in Situ.— As soon as the ahdoiuen 
is opened, the prominent uterus, Ijdng directly behind the 
peritoneum, fills the lumen of the incision. The assistant 
should at once press the abdominal walls of both sides down 
against the uterus, protecting the abdominal cavity from con- 
tamination with the uterine contents. The operator assures 
himself that he has selected the median line of the uterus, and 
then makes an- incision from 15 to 18 cm. in length, from a 
point just below the fundus, down towards the cervix. This 
incision is eaiitiousl}' extended through the whole thickness 
of the uterine wall until a part of the membranes is exposed. 

XI. Breahing through the Membranes / Placenta Previa 
Oesareana . — The unruptured amnion pouts into the wound, 



Fig. 6,— The child’s head (H) is wedged in a rachitic pelvis bet-ween double promon- 
tory (P P) and symphysis pubis (S). The head is also grasped by the contraction ring 
CCr.) Two fingers are seen below disengaging the head by pushing it up through the 
vaginal outlet (Vo.) in the direction of the arrow. 

looking like a sac filled with dark fluid. The operator must 
at once break this membrane, and, with the knife guided by 
the index finger in utero, cut from within outward, divid- 
ing the whole thickness of the uterine wall from one end of 
the incision to the other. 

XII. Delivery of the Child . — As the assistant keeps the 
abdominal walls closely applied to the uterus, while the waters 
are gushing out the operator seizes the breech, or one or both 
feet, preferably keeping the child’s back in front, and then 
slowly but steadily extracts the child. If by mistake an arm 
is grasped, it must be drojiped and a leg sought for. 

If the placenta should lie in the line of the incision (pla- 



'538 


KELLY : THE STEPS OF 


■ceBta previa cesareana), run tlie fingers between it and the ute- 
rine wall, find its margin and break through the membranes 
there, and grasp the feet and extract as before, 

XIII. Delivery of the Head. — The child’s head is fre- 
quently grasped by the lower uterine segment, delaying its 
delivery very materially. It can best be freed by hooking 
the fingers of one hand into the maxillary fossa, and fiexing 
the head until it presents its smallest diameters to the superior 
•strait and contracted lower uterine segment, while the other 
hand is oceupied’in making traction on the child’s legs in the 
axis of the uterus. If this does not at once succeed in releas- 
ing the head, use the pelvic liand to straddle the neck and 
shoulders, both assisting in the traction efforts and pushing 



Fio. 7.— Clamping the cord CU CD vrith artery forceps (F F), and cutting between I N 
•instead of ligating. 

down the occiput with a finger in the effort to secure flexion 
at the same time. A head incarcerated in the pelvis should 
be recognized before the operation, when an assistant prepares 
to push it through the vagina, if delivery by the other 
methods proves at all difficult. 

XI Y. Dovhle Glam-ping and Gutting the Oord. — Clamp the 
coi’d between two artery forceps and cut between them, hand- 
ing the child at once to an assistant fully competent to resus- 
citate an asphyxiated child. 

XY. Removal of the Fetal Envelopes. — If the placenta 
does not already lie loose in the uterus, it may be grasped in 
the full hand and squeezed like a sponge toward its centre ; 
thus separating it while the membranes peel off as it is slowly 
withdrawn from the uterus. 
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SVI. Uterine Hemorrhage . — If tlie floiv of blood from the 
-uterine incision is at any time excessive, the assistant should 
orasp the neck of the uterus in both hands, and, by making 
firm pressure, control the hemorrhage until the deep sutures 
-are introduced. 

XVII. Delivery of the Uterus from the Abdomen . — The 
operator may next raise the body of the uterus entirely out 
of the abdominal cavity, resting it upon six or eight thick- 
nesses of antiseptic gauze wrung out of hot water (120 T.) 
The gauze occludes the abdominal wound above, and retains 
-the intestines, as well as catching any further bloody dis- 
charge from the uterus. 



separates and gradually i emoves it. S K, the shin incision ; U i, the uterine incision ; C, 
the cord. 

Fig. 9.— Hemorrhage from the uterus controlled by firm pressure on the cervical 
region, by the hands of the assistant CA A). 

With thin abdominal walls and a narrow conjugate, the 
uterus often lies so near the surface and so conveniently dis- 
posed that it is entirely unnecessary to lift it out of the abdo- 
men. It is then sutured in situ. 

XVIII. Uterine Suture . — ^The sutures are disposed in two 
layers, the deep and the superficial, {a) Deep silk sutures 
closing the uterine wound are first introduced, numbering two 
or three to the inch, or one to twelve millimetres. Each deep 
suture is entered about one centimetre from the margin of the 
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incision (at A), penetrates the whole thichness 'of the nte- 
rine wall down to the decidua (at B) ; it is then entered on 
the incised surface of the opposite side at the decidual margin 
(at 0), and brought out on the peritoneal surface of the uterus 
at a point corresponding to the point of entrance (at I)'. If 
there is any active bleeding, sutures may be tied as they are 



Fig. 10.— Side Tietv of the patient. The uterus brought out of the abdominal incision 
and laid on a towel (T) while its incision (I N) is being sewed up. 

introduced, until the vessel is controlled. If there is no 
active bleeding, they may be safely left untied until the last 
suture has been iutroduced . Tie each suture with just enough 
firmness to bring the cut surfaces snugly togetlier and to 
blanch a small area of the uterine tissue in the immediate- 



' Fig. 11.— The deep suture inserted. P, peritoneum; M, muscularis; Dec, decidua. 

neighborhood of the suture ; never tie very tightly, and above 
all things avoid a slack tie. 

■ A uterine wound reaching into the lower segment of the 
uterus must be approximated with especial care on account]of 
the thin lax tissue and a great venous sinus there. From 
eight to twelve deep sutures will commonly be needed to 
close the whole wound. 
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(fjj Superfioial Sero-serous Sutures . — a fine needle and 
•about twice as many interrupted sutures of fine silk, tlie serosa 
-and underlying muscularis just outside the lines of puncture 
of the deep sutures are slid over the top of the incision thus 
■closed, completely hiding the line of deep sutures. 

ip) Half-deep sutures, passed between each of the deep 
.sutures, take the place of the sero-serous. They are introduced 


S S 



Fig. la,— The superficial sero-serous suture (S S) introduced. When drawn up and 
tied, this completely covers in the deep suture (D). 

after the deep sutures are tied, and sweep through both' lips 
•of the closed incision, including not more than one-fourth of 
the thickness of the uterine wall. By this means the ap- 
proximation is made accurate and pouting between the deep 
sutures corrected. 

XIX. Cleansing the Abdomen previous to Closure . — ^Hook 



Fig. 13.— The half-deep suture (H D), insuring accurate approximation between the 
-deep sutures. 

Up the lower angle of the abdominal incision with first and 
second fingers, and carefully sponge out the vesico-uterine 
pouch, the iliac foss®, and lastly the small intestines and 
Douglas cul-de-sac j the uterus is then divpped down into 
the pelvis. If blood and auiniotic fluid have escaped into the 
abdomen, pour in a litre of water (108°, F.) and wash the 
lower abdominal cavity well out. 
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XX. Draioing Down the Omentxm ,. — If septic infection' is- 
excluded with certainty, the omentum should be drawn over 
the nterns, protecting it and the viscera from ihe abdominal 
incision. 

If there is a possibility of septic infection, as after previous 
instrumental interference and prolonged labor, it is better to 
draw the omenhmi down behind the uterus, thus separating- 
it from the small intestines and leaving it in close relation to 
the abdominal incision. A septic process may thus be local- 
ized and discharged through the abdominal wall, thereby say- 
ing the patient. 

XX I. Glomre of the Abdominal Incision . — Finally the 
abdominal cavity is closed by ten or twelve silk sutures, about 
twelve millimetres apart, embracing all the layers. Between 
each of these deep sutures superficial sutures should be 
passed wherever the approximation is not perfect. 

THE SUBSEQUENT CARE OF THE CASE. 

An accurate record of pulse, temperature, and amount of 
urine passed and amount of sleep should be kept. 

Immediately after the operation separate the labia, wipe out 
the vaginal outlet, and throw in three to four drachms of the 
iodoform and boric acid powder (1 to 7 ) ; this beeps the dis- 
charges sweet at the only point at which they are in contact 
with the air. 

Every time the nurse draws the urine she first -wipes off the 
orifice of the urethra with a piece of absorbent cotton and 
throws a drachm of the powder into the vulvar orifice. 

A pad of absorbent cotton is kept loosely applied to the 
vulva by a T-bandage, and changed as often as soiled, or 
every three hours at first. 

There is no reason why the baby should not mirse the day 
after the delivery — in from twelve to twenty-four hours. 

The abdominal sutui'es should all be removed on the eighth 
day, and a firm abdominal binder applied. 

It is always a matter of interest, after emptying the uterus, 
to note where the lower segment is sharply defined by the 
formation of the prominent shelf-like contraction ring. 

Before closing the abdomen measure the conjngata vera. 
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ERRORS TO BE AVOIDED. 

■ 1. Do not use antiseptic solutions for instrunaents or hands 
after the operation has begun; above all, do not use them in 
the abdominal cavitj. Use pure water throughout, prefer- 
ably distilled, which iias been boiled a half-hour. 

II. Do not turn the uterus out of the abdomen before de- 
livering the child, unless its contents are doubtfully septic: 
it does no good, adding an unnecessary step and calling for a, 
larger abdominal incision. 

III. Do not cut the placental tissue, thus bleeding the child,, 
in placenta previa cesareana. 

IT. Do not waste time picking ofi small shreds of decidua, 
from the inner surface of the uterus. 

T. Do not do a conservative Cesarean operation when the 
uterus is already septic. If the uterus is infected, do a supra- 
vaginal amputation after Porro’s method. 

VI. Do not use catgut of any kind as a utenne suture. It 
has proven dangerous and uncertain. 

TII. Uever use a continuous suture in the uterus. 

yril. Do not attempt to drain the abdominal cavity ; it- 
cannot be done effectually. 

IX. Do not douche out the vagina, as a matter of routine,, 
after the operation. It must be carefully disinfected before-- 
hand; afterwards an aseptic genital tract will need no active- 
antiseptic regime. 

X. Lastly, let all the preparations be so fully and carefully 
made beforehand that no time shall be lost, and each succes- 
sive step shall follow its predecessor with the utmost rapidity 
consistent -with accuracy, and the whole be completed with 
despatch. 

I have thus endeavored to insist that a certain simple,, 
rational technique, now shown by an abundant experience 
to contain all the factors of success,, shall be universally 
adopted. 

I must insist that my countrymen, in, particular, shall cease- 
making useless experiments, unwittingly repeating over and 
■over again the errors of their predecessors.. 

Xo man has any longer a riglit, unless upon the basis of a, 
laige experience, to materially m.odify any details of this. 
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operation, if lie be unwilling to bear tbe imputation of un- 
warrantable trifling with the most sacred trusts committed to 
liis care. 


VENTRAL HERNIA : A PLEA FOR EXTRAPERITONEAL 
OPERATION, WITH CASE,' 


BV 

GEORGE M. EDEBOHLS, M.D., 
Gynecologist to St. Francis Hospital, New York. 


As a text for 1113 ' remarks I will take tbe bistoiy of tlie 
■patient presented to this Society four weeks ago, 

A. S., a widow, 38 j’-ears of age, came under my care Feb- 
ruary 17tb, 1890. She was married at 21 and bad never 
.been' pregnant. At 23 she contracted a chancre from her 
husband. This was followed b}’’ well-marked secondary 
manifestations. About this time a leucorrbea developed 
which lasted for fifteen j’-ears, still persisting when I first saw 
her. Four yearspreviously she suffered from an inflammatorj’ 
affection in the pelvis, which has troubled her more or less 
■ever since in spite of almost constant treatment. 

The patient, when I first saw her, was in a pitiful physical 
condition, anemic in the extreme, cachectic, and suffering 
from an outbreak of tertiary syphilis. An examination of 
-the pelvic organs discovered an enlarged and retroverted 
uterus firmly adherent to the rectum, and flanked on either 
•side by enlarged, convoluted, and tender tubes. Abdominal 
exploratory puncture (guided by combined rectal and vaginal 
touch) of the left tube yielded pus and established the diag- 
nosis of pyo-salpinx. 

Laparatomy, February 28th, 1890, disclosed a pyo-salpinx 
on either side and a uterus firmly fixed by adhesions to the 
rectum. Both tubes and ovaries were enucleated, tied off, 
and removed. In doing this the left tube ruptured and dis- 
charged about an ounce of pus into the peritoneal cavitjn 
This was}immediately washed out by free fiushing with ster- 

' Read before tbe New York Obstetrical Society, Sfarcb 3d, 18CI. 



EDEBOHLS : VENTRAL HERNIA. 


545 


ilized water. The adhesions of the uterus to the rectum were 
hrokeu up, and the fuudus was brought forward, but not at- 
tached, to the anterior abdominal wall. The incision in the 
abdominal wall, ten centimetres in length, was closed with 
silkworm-gut sutures embracing the entire thickness of the 
parietes. isTo drainage. 

The sutures were removed on the eighth day, and primary 
union was found to have been secured. Subsec[uently a small 
fistula formed at the lower end of the cicatrix, which, six 
weeks later, had entirely healed. Patient was discharged, 
May 8th, 1890, with a well-fitting abdominal supporter, per- 
fectly, and I may here add permanently, relieved of. all her 
former symptoms. 

She Avas naturally of a careless disposition, and this perfect 
freedom from symptoms caused her to look upon the abdo- 
minal supporter as an unnecessary annoyance. She discarded 
all abdominal support within a few days after leaving hos- 
pital, and, as a consequence, a ventral hernia developed in the 
cicatrix. Por the cure of this hernia she re-entered hospital 
December 27th, 1890. 

The cicatrix, instead of forming a linear scar, was foiind 
stretched into the form of an ellipse ten centimetres long by 
five centimetres wide at its middle. The margins of the 
recti muscles had separated to the same extent, and nothing 
but a thin layer of attenuated scar tissue, backed by peri- 
toneum, served to retain the intestines within this space. 
On coughing the hernial tumor visibly threatened to rupture 
its thin covering of skin and peritoneum. 

Operation, December 29th, 1890. An elliptical incision 
was carried in the healthy skin along the border of and em- 
bracing the entire- cicatrix. The cutaneous layer was care- 
fully dissected fi’om the peritoneal over the entire extent of 
the cicatrix. At one point a slight nick was made in the 
peritoneum which a little greater care Avould have served to 
avoid. The minute aperture was immediately closed by com- 
pression forceps, and, at the completion of denudation, by 
a catgut suture. 


The separated margins of the recti muscles could now be 
distinctly felt. The original elliptical incision Avas deepened 
to the snbperitoneal fat in such a manner as to pass by and 
85 
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lay bare the internal margins of the recti and the fascia on 
either side. 

The denuded internal majgins of the recti were split bj a 
longitudinal incision two centimetres deep, running the en- 
tire length of the diastasis on either side, into an anterior and a 
posterior flap. The spreading of these flaps gave two broad, 
raw surfaces of muscle, which were brought together in. the 
median line over the preAnousIy infolded raw peritoneal sac. 

The wound was united in the following manner : Ten 
silkworm-gut sutures were passed on one side of the wound 
through skin, supei’ficial fat, the fascial covering of the rec- 
tus, and the rectus itself, emerging in ^he dejjths of the 
wound near the lowest part of the deep flap formed by split- 
ting the muscle. The sutures then traversed the tissues of 
the opposite side in inverse order. 

Before tying the silkworm-gut sutures upon the skin, the 
margins of the fascia were brought together by a row of 
buried catgut sutures embi-aeing the fascia and a small bite of 
the immediately subjacent muscle. A bundle composed of 
six or eight strands of silkworm gut was carried along the an- 
terior face of the inverted peritoneal poiich, deep down be- 
hind all sutures, and brought out at either end of the wound 
for drainage. The usual antiseptic dressings Avere applied. 

The silkworm sutures and drains were removed on the 
tenth day, Avhen co.mplete and firm primary union was found 
to have occurred. 

Patient was discharged with a strong linear scar February 
3d, 1891. 

The literature of ventral hernia, especially that relating to 
the operative cure of herniae following laparatomy, is sur- 
prisingly meagre. I exclude from consideration here the so- 
called epigastric hernias, recently so abty and interestingly 
elucidated by 0. IV'itzel (“ Ueber den raedianen Bauchbruch,’^ 
Samml. Idin. Yortrage, bT. F., No. 10), as well as the subject 
of umbilical hernia, to Avhicli Sanger” has lately furnished a 
valuable contribution. 

TTylie"" has put on record the largest number of operations 
for the cure of ventral hernia performed by a single operator 
— f.e., eight-^six women being operated upon, two of them 

Note. — T he small figures refer to literature at the end of the article. 
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requiring a second operation. In live of the six cases the hei - 
nise were the result of laparatomies. MartiUj in. lepoiting 
twenty-two second lapai’atomies pei’formed upon the same pa- 
tient, relates eight cases in wliich the hernia resulting from 
the first operation was exsected at the second. Kone of Mar- 
tin’s cases, however, were undertaken for the direct and sole 
purpose of curing the hernia. Intra-ahdominal conditions 
furnished the indications for each of the operations. 

Billroth/ Chrobak,^ Grerdy,“ Gusserow,’= Hoffa/ Maydl," 
01shausen,'° Simon,® W iniw’arter,' each report two; Balandin/ 
Bigelow/ Jeffremovsky," Mayo,” Michael,” Sims,” Young,'" 
each one operation for the radical cure of n on-strangulated 
ventral hernia. 

The causes of ventral hernia following laparatomy are suc- 
cinctly stated by Martin “ kfot the method of suture, but 
the state of nutrition, the occupation, and the tone of the 
tissues of the patient determine the occurrence of hernia.”' 
To these causes I would add the use of the drainage tube for 
longer than four or five days after laparatomy. 

As to the frequency of the occurrence of hernia after lap- 
aratomies, it is difficult to obtain reliable statistics on a suffi- 
ciently large scale to make them practically valuable. Of 
fifty-four cases of laparatomy performed by me in which I 
have been able to follow the patients and to inspect the cica- 
trix at periods of time varying from three months to several 
years after operation, I have observed a diastasis of the recti 
in the region of the scar in four. In two of these there was. 
no protrusion of the. abdominal contents ; in two a well- de- 
veloped hernia existed. For statistical purposes I would,, 
however, class all cases with well-marked diastasis of the recti 
muscles as hernia; my statistics, therefore, as far as I can 
gather them, are four hernise out of fifty-four cases surviving' 
laparatomy. 

In two of my patients the neglect to wear an abdominal 
^ supporter after leaving hospital seemed to be the chief cause ; 
contributory in one (the case above related) was a sjpljilitic 
cachexia, in the other the existence of pregnancy at the time 
of operation and its uninterrupted progress to term there- 
after. In the third case the patient was summoned liome be- 
fore fairly convalescent, to nurse a paralyzed husband; her 
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exertions in lifting the heavy man may reasonably he credited 
with the causation of the hernia. In the fourth case I am in- 
clined to attribute the hernia to the use of the drainage tube, 
as the hernial aperture corresponds in situation and size with 
the latter. 

The prevention of ventral hernia after laparatomy follows 
naturally from what has just been said. It consists in avoid- 
ing the causes as far as possible, and in wearing a properly 
adjusted and suitable abdominal supporter for at least six 
months after operation. 

I will not dwell upon the distressing symptoms — pains, 
digestive disturbances, nervous manifestations, etc. — occurring 
in connection with ventral hernia. The positive dangers of 
the condition are strangulation and rupture. Jordan" has 
recorded two cases, Dudley^ and Pye'* each one, and the winter 
has personal knowledge of one unrecorded case in the prac- 
tice of a colleague, where death followed operations demanded 
for the relief of strangulated ventral hernia. Of recoveries 
following operations for this indication. Beach" and Jordan" 
■each report an instance. Curiously enough, the only two 
eases of spontaneous rupture of ventral hernia which I have 
been able to find recorded (Wallace, Wood”'’) both ended in 
recovery without operation. The writer knows of a third case 
in the practice of a gynecologist of this city in which a ventral 
hernia following ovariotomy ruptured about a year after 
opei'ation. The eventrated intestines were replaced, the 
wound of exit was closed by suture, and the patient made a 
good recovery. 

The treatment of ventral hernia may be conducted along 
two lines, the prothetic or palliative, and the operative for 
radical cure. The former seems to find its chief adherents 
among the Trench. In the penisal of the French literature, 
as far as accessible to me, on the subject, I have not come 
across a single case of operation undertaken for the radical 
cure of ventral hernia, and but a solitary instance of kelotomy, ^ 
ending fatally, for strangulated ventral hernia. 

The indications for operative treatment are given when a 
ventral hernia becomes strangulated; when the coverings of 
the hernia become ulcerated, or so attenuated that the danger 
of rupture is imminent ; and when it is found impossible to 
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obtain relief by wearing a truss. Anotlier indication, optional 
with the patient, is the unwillingness to wear a truss, even 
thougli it serve to retain the liernia. In operating for the re- 
lief of strangulated ventral hernia, the same principles obtain 
which are applicable to strangulated hernisa occurring in other 
parts. I do not propose to enter further upon this aspect of 
the subject, but shall confine myself, in my closing remarks, 
entirely to the operative treatment of non-strangulated ventral 
hernia. 

Gerdy,® as long ago as 1836, reported two eases of ventral 
hernia in which he operated successfully in the following 
manner : He inverted the entire hernia, skin and all, into the 
abdomen ; sewed the skin to the margins of the 02 Dening in 
the abdominal wall ; treated the inverted cutaneous sac with 
ammonia to produce adhesive inflammation ; and then sutured 
together the margins of the opening of the inverted cutaneous 
sac. He obtained firm union in seven to eight days. Bige- 
low,® by applying the same principle of causing adhesive in- 
flammation of the cutaneous covering, succeeded in radically 
caring, without operation, a large, inflamed umbilical hernia, 
of seven years’ duration and irreducible for two months. 
The hernia was slowly reduced by compression with adhesive 
stra 2 )s, and the cavity of the inverted integuments obliterated 
by blistering during a period of six months. 

Hadlich® reported two cases operated upon by Simon, in 
1812 and 1876, after the following manner: A long denuda- 
tion of the skin, two centimetres wide, was made on either 
side, over the margins of the hernial aperture. After reduc- 
tion of the hernia these raw surfaces were brought together 
and united by three rows of sutures, the first row attaching 
the internal edges of the opposite denudations to each other, 
the second embracing the entire thickness of the ap}n’oxi- 
niated flaps, and the third joining the external edges over 
these. Simon obtained good results in both of his cases,, 
although the second recjuired four sepajTite operations. 

Hegar,’ in 18T9, jiroposed a slight modification of Simon’s 
operation, making the cutaneous denudation of horseshoe 
foim. He reports one ease with unsuccessful result. Jef- 
fiemovsky reports an additional case of failure, due to want 
of jTTopoi' care in the after-treatment. Hoffa” describes two 
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cases operated tipon by Maas; one after a modification of 
Simon’s metliod, perfectly successful after two years. The 
second case was operated upon by excision of the sac, includ- 
ing peritoneum, and suture; relapse in six months. Hoffa 
mabes tlie point that Simon’s operation, or a modification 
thereof, is indicated when advanced atrophy of the structures 
of the abdominal wall exists; opening the peritoneum and 
sutures when the tissues are in approximately normal condi- 
tion. 

Balandin’ attempted to improve on Simon’s method by 
deepening his incision into the substance of the muscle on 
either side, instead of limiting himself to a mere denudation 
of the skin. He i-eports one case with partial success. 

The balance of the eases of ventral hernia operated on for 
radical cure have been perfoiined by opening the peritone- 
um, exsecting or trimming the peritoneum and cicatrix, and 
uniting the opposite margins bj' suture. Some operators have 
pierced the entire thickness of the abdominal wall with the 
suture, tying upon the cutaneous surface ; others have xmited 
by rows of sutures, varying in number, the different layers of 
the abdominal walls. Michael used buried sutures of silver 
wire, the sutures embracing fascia, muscle, and peritoneum 
on either sule. He reports one case with good result after 
seven months. 

The principle of flap-splitting, or its equivalent, has also 
been applied to the operation for the radical cure of ventral 
hernia. The attempt of Balandin ' in this direction has 
already been alluded to. Maydl” in his two operations 
opened the sheath of the recti on their adjoining aspects, 
suturing the posterior laj'ers of the sheath, the recti them- 
selves, and the anterior sheaths, separately. Chrobak ’ imitat- 
ed Maydl in opening the sheaths, but embraced both layers 
of the sheath together with the muscle itself in one suture. 
Tait (quoted by Sanger, GaHmlhl. f. Gyniikol., 1SS8, page 
768, and 1890, page 176) has extended the principle of flap- 
splitting to operations for venti-al hernia, and Sanger ” him- 
self reports a number of cases of umbilical hernia in which 
he employed the method. 

I am a firm believer in the correctness of the principle of 
flap-splitting wherever and whenever it can be applied, and 
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made it a part of the operative teclmiqiie in tlie case reported 

at the beginning of this paper. 

I come now to what I consider the most important matter 
in connection with the operation for radical cure of ventral 
hernia: the performance of the operation without opening 
the peritoneal cavity. It was this thought which dominated 
the minds of operators when performing the operation of 
Simon or one of its modifications. But full success could 
only be expected exceptionally from operations which merely 
added another barrier of skin, as ineffectual as the first, to the 
exit of the hernia. Though others, no doubt, entertained 
the thought, Maydl,” as far as I am aware, first gave expres- 
sion to the possibility of separating skin and peritoneum, and 
of closing the hernia over the latter, but speaks with dread 
of the difficulty of the procedure. 

Polk (Am. Jour. Obst., 1887, p. 53), in the discussion fol- 
lowing the reading of Wylie’s paper before this Society, 
said : “ It ought to be possible to unite the fascia without 
opening the peritoneal cavity.” 

To Chrobak,^ however, seems to belong the credit of first 
having made a systematic attempt to carry out the idea of 
dissecting the cutaneous from the peritoneal layer of the cica- 
trix, and thus to avoid opening the peritoneal cavity. It is 
true he did not succeed, but punched the peritoneum full of 
holes in its middle, and found the separation especially trouble- 
some at the lower end of the scar. He resolved at the time 
never to attempt it again. His second ease, the only one he 
has since reported, was not adapted to the procedure, the im- 
mense extent of the hernia — ^from sternum to pubis — forming 
the contra-indication. 

The only other case in which an attempt appears to have 
been made to denude without opening the peritoneum is that 
of Young." The account of the operation, however, is not 
very clear. ‘Hie (Young) separated the attachments to the 
point of escape, which proved to be the umbilicus. The sac 
was evacuated and found to be filled with an accumulation 
of fat. As it was impossible to return this mass into the cavity 
through the original opening, the speaker concluded to distend 
the sac and remove the mass. A great deal of hemorrhage fol- 
lowed.” The patient died on the fifth day of ether intoxica- 
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tion, in tlie opinion of Dr. Young ; of pyemia due to minute' 
septic emboli, according to Dr. Walker, wlio witnessed tbe 
operation. 

As far as I can ascertain, tbe case reported at tbe beginning 
of this paper is tbe first one on record in wbicb an operation 
for tbe radical cure of ventral bernia was performed by dis- 
secting tbe cutaneous from tbe peritoneal layer of tbe bernial 
sac, practically without opening tbe peritoneum, inverting tbe 
peritoneal poucb, and bringing together over it tbe separated 
margins of tbe recti muscles, fascia, and skin. 

Tbe main object in writing this paper is to advocate tbe 
adoption of this method, as a generalrule of practice, whenever 
practicable. The only contra-indications that occur to me at 
present are ulcerations, excessive size, or extreme thinness of 
the hernial sac. Whenever these conditions obtain it is better 
to cut out tbe entire cicatrix, peritoneum included. 

Tbe advantages of tbe extraperitoneal method are several. 
First, and most apparent, it takes tbe operation out of the 
category of laparatomies, thus avoiding the dangers and un- 
certainties of the latter. In tbe next place, tbe inverted peri- 
toneum serves to strengthen tbe new cicatrix by becoming 
attached to and thickening its internal aspect, in the same way 
that the inverted and folded sac is utilized in MacEwen’s ope- 
ration for the radical cure of inguinal hernia. A third ad- 
vantage is afiorded in tbe not infrequent cases of nou-stran- 
gulated ventral bernia with adhesions of tbe contents to each 
other and to tbe sac wall. The tedious and time-consuming 
separation of the viscera from each other and from the sac 
wall can be avoided b}’ reducing the hernia en hloG without 
opening the sac. Sims reported to this Society in 1886 an 
operation for ventral hernia in which he found a hernial ring 
ten inches in circumference ; within the sac was a mass of in- 
testine that had become firmly matted together, so that it was 
necessary to tear it away. The operation lasted four hours 
and seventeen minutes, as many as one hundred and fifty 
bleeding points being tied. A number of similar cases are 
on record. I see no good reason why the bernia may not 
be reduced en masse without opening the sac, provided the 
contents of the latter are not strangulated, and thus render 
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■QTinecessary the dangei’ous and tedious sepai’ation of visceral 
adhesions. 

In conclusion I would call the attention of those who may 
feel inclined to adopt the procedure in practice to the advis- 
ability, not to say necessity, of draining the space between 
the inverted peritoneum and the posterior sheath of the recti 
muscles. Maydl has already laid stress upon this point. In 
my ease I drained the subperitoneal space by six or eight 
strands of silkworm gut united in a bundle and emerging at 
either angle of the wound. A considerable quantity of serum 
was thus drained otf which, if retained, might have under- 
gone undesirable changes and interfered with primary union. 
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(With one illustration.) 


A. Y.j age 29, entered my service at the Free Hospital 
for Women in November, 1890, She had been seen by Hr. 
W. H. Baker some months previously, in consultation with 
her physician, Hr. E. H. Hooker, of Arlington, hy whom tlie 
gynecological treatment at tliat time advised had been thor- 
oughly and skilfully carried out, with no improvement in her 
symptoms. 

Menstruation, which appeai’cd at the age of 21, had always 
been so painful that the patient was confined to bed for a 
week. Following a severe neiwons shock in 1887 (four years 
previously) menstruation had ceased for three months, at 
■which time also she had an attack of inflammation, so-called, 
accompanied by leucorrhea, bearing-down pains, inability to 
walk or stand, sharp tearing pain over both the ovarian regions, 
no especial sensitiveness over the abdomen unless tiie pres- 
sure was very decided. Slie was in bed at this time for five 
months. After recovery from this illness she was fairly 
comfortable, with the exception of the menstrual week and 
occasional slight returns of this condition of inflammation, as 
she called it, until July, 1890, when the symptoms again re- 
turned in all their severity. Huring this attack the abdomen 
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became very seDsitive, and to the other symptoms was added 
eonstant hurning pain, referred to the ovarian regions. There 
had been no palliation of her sufferings, and the patient was 
becoming addicted to the use of opinm and other sedatives. 
She had been bedridden for seven months. 

The vaginal examination revealed an infantile vagina and . 
uterus. In the post-nterine space could he felt both ovaries, 



prolapsed, enlarged, and tender, the right ovary much larger 
and more dependent. Attempts at replacement or treatment 
of the ovaries caused too great pain to render such treatment 
practicable. 

Laparatomy was perfornied December 5th. Patient’s gen- 
eral health very poor, requiring stimulants constantly. Pulse 
120 and weah. 

TJie services of an assistant were required to hold the 
abdomen upon the chest, so that an incision could be made 
below the umbilicus. ' 
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There were no especial difficulties encountered during the 
operation, hut the position of the abdominal organs was in- 
teresting. ^The right kidney laj'’ directly under the incision, 
against the right sacro-iliae synchondrosis, partly above the 
brim of the true pelvis and partly below. This organ was 
enlarged at least one-half. The left kidney was not felt. 
The uterus could be barely touched, but neither ovary could 
be reached until raised by an assistant. The bladder was 
entirely above the true pelvis. The peritoneum was thick- 
ened, and showed evidences of chronic peritonitis. The ad- 
diesions binding the tubes and ovaries were ruptured without 
difficulty, permitting the removal of the right ovary, which 
contained several cysts. The largest, the size of a walnut, 
was external to the substance of the ovary, and was evidently 
the beginning of an ovarian cyst. The left ovary was but 
little enlarged. Both tubes were healthy, but were removed 
to insure the cessation of menstruation. The convalescence 
from the operation was entirely uneventful. 

The interest attached to the case lies, in great part, in the 
deformity and misplacement of the various organs, caused 
by the telescoping and curving of the vertebral column. 

There were two lateral and one antero-posterior curves. 
The head was sunken between the shoulders, and the chest 
protruded in the usual manner. The thoracic organs were 
very considerably displaced, but not of special interest in this 
connection. The abdomen — overhanging the pubes, lying 
against the thighs, extending, when the patient was stand- 
ing, nearly one-third of the distance to the knees — contained 
nearly all the intestines and the bladder. The umbilicus was 
at the most dependent portion of the abdomen. The ribs 
came down to the crest of the ilium. 

In comparison Avith a faii'ly normal woman of about the 
same age and probable development, similar measurements 


show : 

Normal. Patient. 

Weight 110 lbs. 57 lbs. 

Height..' 62 m. 42Jin. 

( j? 14 “ 5 " 

Distance anterior superior spine of ilium to axilla. . . "j j,' 14 ” 51 . “ 

Distance anterior superior spine of ilium to inner j R. 32 ” 244 “ 

malleolus ( L. 324 “ 23J “ 
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Distance anterior superior spine of ilium to great i R. 34 in. 28 in. 
toe 

(R. 38^“ 25 

T3istance umMrcus to great toe. .. “ 26 “ 

“ “ ensiform cartilage 3J " 6 

“ " “ pubic symphysis 6i " 3 " 

«< ” anterior superior spines of i R. 5J- “ 6 “ 

ilium...: 1 l. 5J» 61" 

^rirth at umbilical level 30 J- " 

Distance between anterior superior spines of ilium. " 

“ " crests 31 " 

“ “ pubes and coccyx 34 “ 

Girth of chest around breasts 38 " 30 " 

Size and shape of head Normal. 

In brief, the relative disproportions were these : "W eight, 
about one-half ; height, two-thirds, of which height the trunk 
is only about twelve per cent instead of about twenty-two per 
cent ; the umbilicus was twice as far from the ensiform car- 
tilage, and about one-half the distance from the pubes, and 
at least eight inches below its normal level. 

The subsequent history of the case has been one of in- 
terest as regards the improvement in the patient’s condition. 
She is able to be on her feet, to go up and down-stairs, and is 


practically as well as she has ever been in her life. 

The report of the jjathologist of the hospital, Dr. W. P. 
"Whitney, was that, in addition to the ovarian cysts, there was 
also cicatricial hardening of both ovaries. 


CASE OF THREATENED MISCARRIAGE ; THIRD TIME ; DE- 
LIVERED AT TERM UNDER CHLORAL. 

BY 

GIDEON C. SEGUR, M.D., 

Hartford, Conn. 

Mrs. , age 23, married two years. Admitted to the 

Sanatorium March 8tb, 1889, for treatment to prevent threat- 
ened miscarriage. 

Sistovy. Menstruation began at 16, was always regular, 
though small in amount, continuing four or five days and at- 
tended with little or no pain. 
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She first became pregnant in August, 1S8Y. There were 
no unusual symptoms till the evening of ]S'’ovember 23d, 
when pains began and continued until the evening of the fol- 
lowing day, when she miscarried. During the day upon the 
evening of which her pains began, she had been almost the 
entire time in a room where her husband was engaged in 
painting the woodwork, and she attributed her miscarriage to 
that fact. Her recovery was speedy and uneventful. 

In the following year, 1888, she became pregnant at the 
same time as upon the former occasion (in August), and again 
miscarried in November, at the end of the third month. At 
this time she had been having pains for several days, follow- 
ing her exertions in attending upon a house full of company, 
when she did all the work and was so tired as to be nearly 
exliausted. The pains began upon the next day, and her 
physician, by the use of morphia, succeeded in stopping them 
for a day or two, but they then returned and continued until 
her miscarriage. As in the first instance, she made a good 
recovery. 

'When admitted to my house, March 7th, she had been suf- 
fering for two days from severe pain in the back low down 
across the hips ; had been abed most of that time and using 
morphia to relieve the pain and induce sleep. She was in an 
exceedingly nervous and excited condition. Her last men- 
struation had occurred December 24:th to 28th, and she was 
fully convinced that she had again to experience the great 
disapjiointment attendant upon miscarriage. 

She was quieted by bromides, and the following day an ex- 
amination showed a relaxed condition of the vagina ; a pro- 
lapsus of the uterus to the second degree ; the vagina dilated 
by a lai’ge-size Hodge’s retroversion pessary, wPich had been 
inserted some ten days before and had become displaced to 
the left ; and the cervix, with an ulcerated surface as large as. 
a cent, resting against it. The pessary was at once removed. 
There was considerable secretion of a muco-purulent charac- 
ter, and the brushing of the ulcerated surface with a j'ledget 
of cotton saturated with Dobell’s solution provoked a conside- 
rable oozing of blood. 

To remed}^ the pain a tampon medicated with belladonna and 
iodoform (fluid extract belladonnie, pulv. iodoformi iifi gr. xx,, 
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vaseline 3 i.) was placed posteriorly, and tlie packing of the 
vagina completed with others dipped in solntio horogly- 
ceridis, liquoris hismnthi et hydrasti® afi Sij-j aqu® |iv.). 
She slept sonndly all night and had scarcely any pain the next 
morning when the packing was removed. There seemed to" 
he less congestion and the hypersensitiveness was diminished,. 
The packing of the vagina for the support of the uterus 
seemed to produce some pain in the back, so that a small 
tampon medicated with belladonna and iodoform was placed 
posteriorly, and a large one, saturated with the boroglyceride 
solution, was placed against the ulcerated cervix, while the 
patient was kept in bed. Upon the 11th, 12th, and 13th she 
was allowed to be dressed, but remained in a recumbent 
position nearly* all the time, and had but little if any pain. 

The treatment was continued daily and the congestion 
gradually disappeared, the pain grew less, and sleep was more 
natural. 

Upon the 13th the cervical ulceration was treated with a. 
solution of nitrate of silver (gr, xx. to 3 i.) and an insufflation 
of tannic and boric acid, followed by tampons as before. 
The improvement continued under this treatment until the 
20th, when, on account of the near approach to the time when 
she expected to miscarry (the 24:th), I decided to withhold 
any treatment that could have any tendency towards an exci- 
tation of the uterus, and simply placed small pledgets of cot- 
ton, saturated with the boroglyceride solution, against the 
ulcerated surface of the cervix, and renewed them two or three 
times a day. 

She was made as comfortable as possible in bed, where she 
remained until April 1st, when she was up for the first time. 

The patient was of an exceedingly nervous temperament, 
and her condition of excitement increased until the arrival of 
the day upon which she knew she should miscarry, when she 
became quite hysterical. The bromides of sodium and potas- 
sium were given in small (aa gr. v.) doses, which proved suf- 
ficient to relieve hei’ condition somewhat, and she was assured 
that everything seemed favorable to the continuance of her 
pregnancy. The nervous phenomena gradually passed off, 
and at the end of ten days she was up and about the house, 
and feeling greatly relieved upon having passed what she 



560 


segue: case of thkeatened miscaeeiage. 


rightly considered to be the crisis, and mneh encouraged to 
believe she might carry her child to term. 

At the end of the fourth month of her pregnancy she was 
again kept very quiet, and for nearly a week was encouraged 
to remain in a recumbent position most of the time. The 
nervous manifestations of the previous month returned, at- 
tended by some pelvic pabi, but were less prominent and 
were quite readily controlled by the bromides. 

The ulceration of the cervix gradually healed under treat- 
ment, and nothing of moment occurred until June 23d, when 
she complained that there was some considerable swelling of 
her hands and feet and a most intolerable itching. 

She was passing her urine, which was of a light color, more 
frequently, and did not think she passed as much as usual ; it 
was also attended by considerable irritation about the vulva. 

TJrinal 3 ’’ 6 is at this time showed : Quantity for twenty-four 
hours, thirty ounces ; acid ; specific gravitj’-, 1.022 ; yellow ; 
small amount of precipitate upon boiling, which disappeared 
upon addition of nitric acid ; no albumin. 

The vulva was bathed with Dobell’s solution, the irritated 
portions brushed over with a solution of nitrate of silver (1 
to 16) and dusted with boric acid. It required no further 
treatment. 

The urticaria of the hands and feet was treated by bathing 
with a solution of bicarbonate of soda, which I’elieved the 
itching as long as it was continued, but as soon as the feet 
were di'y and warm the itching would return. 

Small doses of calomel (one-tenth of a grain) were used at 
first, for its action upon the kidneys, to which, as there was 
also constipation, and especially for its effect in urticaria, 
ipecac was added, and a tablet containing one-eighth of 
a grain of each was used, with good effect upon the bowels, 
but only a slight increase in the secretion of the urine, 
which still continued to be passed in small quantities quite 
frequently, and with scarcely any effect upon the urticaria. 

The itching became so severe that it was almost unendur- 
able unless the feet were kept in the alkaline solution and 
other applications were made ; lead and opium wash was no 
more lasting in its effect. A two-per-cent solution of carbolic 
acid did better than the others, but after using it for two 
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days a smoty color to the iiriTiie indicated that it was being 
absorbed, and it was at once discontinued. An application. of 
nitrate of silver solution (1 to 16) was also tried, but with no 
better effect. The last thing used was compound tincture of 
benzoin, with which both hands and feet were painted ; this 
seemed to have a more lasting effect than anjffhing before 
.used. 

Being convinced that the urticaria was in great measure 
due to the inactivity of the kidneys, to increase their action 
normal liquid digitalis was used, beginning with two-drop 
doses, increasing to fiv.e drops t. d. She also took a seidlitz 
powder the first thing each morning, and potassium citrate 
gr. X., b. d. 

July 8th, urinalysis showed: Quantity for twenty-four 
hours, sixty-four ounces ; light greenish yellow ; slightly 
alkaline; specific gravity, 1.012; rather cloudy ; no albumin ; 
treatment continued ; seidlitz powder each morning ; digi- 
talis gtt. V., and potassium citrate gr. x., b. d. 

An enlargement of the thyroid gland was noticed by the 
patient at this time, the left lobe being the more affected, and 
inquiry elicited the fact of a similar condition occurring in 
the patient’s mother during her first pregnancy and becom- 
ing permanent. 

The swelling and itching of feet, etc., gradually subsided 
after the quantity of urine increased, and the digitalis was 
discontinued July 12th, and tincture of the chloride of iron 
was substituted in doses of eight drops t. d.; the citrate of 
potassium was continued (gr, x,, b. d.), and seven and a half 
grains each of the bromides of sodium and potassium were given 
at night. The citrate and bromides were gradually reduced 
and finally discontinued, but the iron was continued.throughout 
gestation, proving to act satisfactorily upon the kidneys, and 
also upon the heart, which was subject to palpitation and gave 
a mitral murmur, seemingly of an anemic character, during 
the early months of gestation; but soon after its use was begun 
these manifestations subsided, and, the last two months, were 
seldom shown. 

' From August 16th to 30th, against my advice, she was iso- 
lated to care for her husband, who was confined to his bed by 
an attack of diphtheria. She nursed Jiim throughout, attend- 
36 ■ 
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ing upon him day and night, and being upon her feet a great 
portion of the time. The only inconvenience she experienced 
was some pain, suprapubic, which passed away upon lying 
down for a while. 

Under date of September 28th I have noted ; Has been 
quite comfortable during the past month, and all sj^mptoins 
of an unpleasant character have abated. Urinalysis ; Quan-. 
tity in twenty-foui' hours, two quarts ; alkaline; 1.015 ; light, 
opalescent; no albumin. She drank water freely, and during 
the last four months of her pregnancy the daily average of 
urine passed was about two quarts. 

Frequent and painfiil micturition, with suprapubic pains, 
premonitory of the approaching labor, began upon October 
2d. An examination was made, and the fetal heart, 132 pulsa- 
tions a minute (male ?), was most plainly heard below and to 
the left of the umbilicus. The maternal pulse was : sitting, 
82 ; lying, SO. The cervix was soft and apparently dilatable ; 
the head was presenting, occiput anterior and to the left. 

Uterine pains began upon the evening of the 4th of Octo- 
ber, 'and continued, with greater or less frequency, until late 
in the forenoon of the 5th before they began to be expulsive 
in character. She had all along dreaded these pains, saying 
that she could not bear pain, and must have something to 
take to prevent her from feeling them. She was much op- 
posed to both chloroform and ether, claiming that they did 
not agree with her, and that she knew she could not take 
them because her mother couldn’t. I had decided, therefore, 
to use. chloral, and began, at 11:20 a. ii., giving fifteen-grain 
doses. The os at this time was about the size of a twenty- 
five-cent piece. A second dose was given at 1, third at 1:30, 
and fourth at 2 f.ai. The only effect pz'oduced by the dzuchm 
that had been given was to relieve the pains of the uterine 
contractions, and thus encourage the use of the voluntarv 
muscles of expulsion, which until this time she had failed to 
do. She was now willing to hold her breath at the onset of 
a pain and to assist in bearing down. Up to this time there 
had been no perceptible advancement of the presenting part, 
but from this time on progress was gradual and continuing. 
From 2 until 5 o’clock no chloral was given, but it was re- 
sumed at that hour, because, as its influence passed away, 
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an lijsterical condition came on wbicii threatened to make 
the patient entirely unmanageable, so that fifteen grains 
were given at 6 and again at '6 o’clock, the patient quieting 
down and resting, even falling asleep between the pains, but 
rousing and “ helping ” when the pains appeared, which were 
perhaps a little less frequent but of greater force. The sev- 
enth dose was given at 7:4:0, and I had thought of not giving 
any more ; but a few whiffs of chloroform which were given 
as the chloral influence was passing away were greeted with 
such repugnance by the patient that I again resumed the 
chloral, with the happiest effect, giving the eighth dose at 0, 
and the ninth and last at 10:40. The child- (male) was born 
at 11:40, after which one drachm of Squibb’s fluid extract of 
ergot was given, and at 12:30 the placenta and membranes 
were delivered. After the toilet was completed at 1 o’clock, 
at which time the pulse was 108 and respiration 38, the pa- 
tient went quietly to sleep and slept till about 8 o’clock, 
when she awoke and wanted to go down to breakfast, saying 
she never felt better. At 9 o’clock her pulse was 121 and 
temperature 98.8° ; the evening temperature rose to 99°, 
when the pulse was 104, but returned to normal the next 
day, and the patient made an uninterrupted recovery. 

RemarTcs. — {a) When it has been determined to use a pes- 
sary in a given case, the greatest care should he exercised in 
its selection. An ill-fitting pessary will do more harm than 
good, and especially is this the case with a pregnant uterus, 
which, from its condition of congestion, is more liable to take 
on a morbid action from such irritation. 

(&) In cases of repeated miscarriage, enforced quiet in a re- 
cumbent position, with the removal of all exciting or irritating 
influences, is the first indication to be met,' and in many cases 
is all that is necessary. To insure this the physician must 
have the patient under immediate supervision and thus 
secure complete control. 

(e) The use of chloral as an anesthetic in parturition is es- 
pecially of value, not only as a preliminary to the use of chlo- 
roform, but where, for any reason, chloroform and ether are 
contra-indicated. Fifteen-grain doses in a wineglass of water 
can be given every half-hour until the desired effects are pro- 
duced, and then repeated as indicated. In affections of the 
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heart it seems, in my experience, to he better borne than 
either chloroform or ether, and I have never noticed any 
deleterious effects from its nse in any case. 


THE THERAPEUTIC VALUE OF EXPLORATORY 
LAPARATOMY, WITH THE REPORT OP 
THREE CASES.’ 

sr 

JOSEPH 6. HffiONS, M.D., 

New York. 

The following cases illustrate different degrees of improve- 
ment in widely varying conditions, and are reported for the 
purpose of introducing the subject for discussion rather than 
of offering any theory in explanation of the results. It is a 
well-established fact that manipulation of the abdominal and 
pelvic organs, and exposure of the peritoneum to the air, as 
are done during exploratory laparatomy, have been followed 
by recovery in some instances and improvement in many 
others. But why a thickened and sensitive peritoneum 
should become normal, or an enlargement or tumor of any 
organ disappear, or a tubercular peritonitis subside, are ques- 
tions which, in the present state of our knowledge, cannot 
be satisfactorily answered. The fact remains, however, and 
favorable results will doubtless continue to be reported as 
the operation is more frequently resorted to for diagnostic 
purposes in cases in which, for any reason, further operative 
procedures are precluded. 

The privilege of presenting Cases I. and II. is due to the 
courtesy of Dr. Lee and Dr. Thomas, respectivel3^ 

Case I., operated on December 8th, 1887, suffered from a 
marked abdominal dropsy. She was tapped once after the 
operation, and under medical treatment recovered entirely. 
Her history is as folloAVs : Age 26 ; married five years ; had 
a four months’ miscarriage five months ago. Family liistory 
shows no hereditary disease. Personal history good, as she re- 
calls but one spell of sickness, due to malaria, prior to the mis- 
’ Read before the Hew York Obstetrical Society, February 17tb, 1891. 
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cavriage mevitioned, Altliougli she was up in a fortnight aftei 
the miscarriage, she walked witli difficult}' and did not legain 
her usual sti'ength. 5 also noticed that she passed less ui ine 
than formerly. Six weeks ago she had severe pain in the 
region of the umbilicus, and at the same time observed 
slight abdominal fuluess. The pain became general through- 
out the abdomen, and extended into the lower extremities as 
the swelling increased ; the latter was always confined to the 
abdomen. The amount of urine is decreased, its specific 
gravity slightly increased, and it contains hyaline casts and a 
trace of albumin. 

The operation disclosed a thickened and hyperemic peri- 
toneum, but no adhesions. After evacuation of the fluid a 
soft-rubber drainage tube was inserted and the wound closed. 
The tube was removed in one week, and the sinus healed in 
six weeks. The abdominal pain did not return. The swelling 
soon returned, and three weeks after the operation she was 
tapped. After the tapping it again returned to a slight ex- 
tent ; but under a tonic and diuretic treatment she rapidly re- 
covered her health, and six months later became pregnant and 
was delivered at term of a well-developed child. I should 
have stated that chloroform was given for the operation. • 

Although the probable renal origin of the dropsy was recog- 
nized, to make positive the presence or absence of any abdo- 
minal complication the exploratory incision was resorted to. 
It cannot be regarded as a measure much more dangei’ous than 
tapping in such a case, and offers, in addition to the correction 
or confirmation of a diagnosis, the opportunity for drainage if 
deemed necessary. The comfort afforded the patient, which 
immediately, followed the operation and continued when the 
swelling had to a considerable extent returned, was more 
marked than generally follows evacuation by tapping. 

Case II., operated on May 4th, 1888, also suffered from 
marked abdominal dropsy. She was tapped three times after 
the operation, and under medical treatment became perfectly 
well. Her history is as follows : Age 28 ; single ; o-ives a 
personal history particularly free from disease until the be- 
ginning of the present illness. Family history also good. 
One year ago was thrown from a horse, and, while she"" sus- 
tained no serious injury, thinks she was not as well afterwards. 
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Tliree months ago she fell down-stairs, and in a few days 
noticed an abdominal fulness, which rapidly increased; she 
has also had pain on the right side since the last accident. 
Amount of urine decreased, but otherwise normal. 

Exploratory laparatomy under ether showed tubercular 
pei'itonitis to be the cause of the dropsy. The mesenteric 
glands were enlarged, and the peritoneum was sparsely 
studded with tubercular elevations. These were also found 
scattered over the liver in such a manner as to lead to its 
comparison to a carcinomatous liver. After the fluid was 
evacuated the incision was closed with catgut. The dropsy 
returned and required tapping once a month, in the mean- 
time the patient taking tonics in the form of iron, arsenic, 
etc. Four months after the operation she was -married, and 
afterwards became pregnant, but miscarried between the 
second and third months. 

In Konig’s collection of one hundred and thirty-one cases 
reported at the last International Medical Congress, one hun- 
dred and seven were discharged improved. Of these, 
twenty-three were merely impi*oved, while eighty-four were 
cured. Limiting the cure to a test of two years redirces the 
number to thirty cases, foui'teen of which were well at the 
end of three years. 

Improvement seems to be so uniform in cases of this class 
that the report of a single ease serves only to add favorable 
evidence in a question that is already decided. 

Cask III. was operated on Iloveraber 8th, 1889, She 
suffered from recurrent attacks of pelvic peritonitis. The 
ovaries were cystic and adherent. The incision was closed 
and the patient made a perfect, symptomatic recovery, which 
continues at the present time. 

Her history is as follows : Age 27 ; married twelve years ; 
one child eleven years ago, delivery instrumental; three years 
later had a miscarriage at sixth week ; four years ago had an 
attack of peritonitis which confined her to tlie bed for three 
months. One year ago had a unilateral laceration of the 
cervix successfully operated on, but since the operation she 
has been compelled to remain in bed during and for a week 
after menstruation, with dysmenorrhea and symptoms of pel- 
vic peritonitis. 
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Tile dysHieiiorrliea li£is existed since tlie attack of peritoni- 
tis four years ago, but tlie accompanying localized peritonitis 
is of more recent origin, more particularly since tbe operation 
on tbe cervix. 

Six montlis ago she developed severer symptoms than usual, 
when she came under my direct care, and was in bed eight 
weeks with pelvic pain, tympanites, and a temperature from 
two to three degrees above normal. As soon as she was in a 
fair condition to undergo the operation I opened the abdo- 
minal cavit}'. The omentum was adherent to the brim of the 
pelvis, and had to be detached before the uterus and ovaries 
could be felt. The latter were easily found, occupying the 
pelvic space on either side of the uterus, both cystic and both 
firmly attached to the pelvic walls. The cysts, which seemed 
to have destroyed all ovarian tissue, were about an inch and a' 
half in diameter, and the adhesions binding them down were so 
firm and strong that they resisted all ordinary efforts to break 
them. Consequently I abandoned the operation at this stage 
and closed the incision ; but it was with the idea of tapping 
each cyst per vaginam at a later date, and, if necessary — and 
I supposed it would be — of doing a second laparatomy when 
the patient was prepared to incur the increased risk. She 
made a quick recovei'y from the operation, and her improve- 
ment continued until, after a few months, she considered her- 
self a well woman, and has since been acting the part of one — 
riding, walking, dancing, travelling, etc. The adhesions have 
softened to a great extent, and she menstruates regularly, 
but it is scant and painless. 


CA,KGER OF THE RECTUM.’ 

BY 

L, L. McArthur, m.d., 

Chicago, ni. 

In my brief experience as a surgeon it has been my fortune 
to number among my eases six examples of this disease in 

' Read before the Chicago Gynecological Society, January 16th, 1891. 
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various stages of advaucement, as follows : one, fenaale, can- 
cer within two inches of anus, colostomy and excision ; one, 
female, cancer involving anus and lower rectum, colostomy, 
excision ; one, female, cancer involving anus and rectum, co- 
lostomy, no excision ; one, female, cancer high in rectum, no 
colostomy, curettage ; one, male, Kraske’s operation, colos- 
tomy (Dr. Fenger’s case) ; one, male, no excision, curettage, 
no colostomy. With these there were no deaths as a result 
of the operations, though Kelsey states that the mortality for 
excision is thirty-three per cent. 

Let me, before presenting the history of a case, call to 
your attention the following significant facts : In a careful 
inquiry — made by Cripps — into the family historj’ of a large 
number of cases of cancer, the percentage of mortality by 
that disease was found almost identical with that of the gen- 
eral population by the same. In a very large proportion the 
disease is so situated that an infection could have been plau- 
sibly possible. Infection of husband from wife suSering from 
cancer of cervix has been in several instances well authenti- 
cated by competent observers. A much greater frequency 
exists near the sea than inland, and both Sheurleu, of Mu- 
nich, and Thoma, of Heidelberg, have demonstrated the fre- 
quent presence of micro-organisms (psorosperms) which, in 
their opinion, have a specific relation to the causation of this 
disease. 

In relative frequency of type, cylindrical-celled, flat-celled 
(epithelioma), and papillo-carcinoma stand in the order 
named. Allingham, who in 1886 had already reported thirty- 
nine cases of excision, is authority for the statement that rec- 
tal carcinoma usually runs its course in twenty-four months. 
He notes, however, cases ending in death in from four months 
to four years. His experience had been also (contrary to that 
nsuall}’^ noted) that the disease occurs more frequently in 
males than in females, and that its most usual site is within 
three inches of the anus. Cachexia appears at a very early 
period. The ages of greatest frequency range from 45 to 55, 
though it has been noted as early as the age of 6. Cancer in 
this location frequently escapes the observation of the gene- 
ral practitioner, being mistaken for hemorrhoids ; and, for 
this reason, too great care cannot be taken in the examination 
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of middle-aged people in wliom there are symptoms referable 
to tbe rectam. 

Treatment.— Adams urges that in every case there 
should be made a colostomy, saying : “ In cases of any but 
the slightest degree the operation of removal may prove in- 
complete and the disease speedily return . after complete 
extirpation of the lower end of the rectum the subsequent 
contraction is often very great, and even at times intractable, 
and in any case the healing of the wound will be much ex- 
pedited and the chances of local recurrence diminished by 
diverting the course of the fecal m'atter.” 

Allingham justlj' condemns the making of a colostomy in 
every case of cancer of the rectum, stating that “ often 
neither pain nor obstruction will ensue in months, or they 
may never occur and the patient may die from some other 
malady. Of course if a surgeon at once persuades all his 
patients who have malignant growths in their rectum to sub- 
mit to colostomy under the promise that life will be pro- 
longed or suffering averted, he will have many cases to report 
and very good but very valueless statistics.” 

There are four factors which make this operation justifi- 
able ; First, because the mortality of rectal excision can be 
immensely reduced by diverting the fecal matter from the 
site of the excision. Second, because there are, in some of the 
cases, excruciating pains, caused by the passage of fecal mat- 
ter over the ulcerating carcinoma, which can be relieved by a 
•colostomy, winning at the same time for the surgeon. the 
gratitude of the patient. Third, because in those cases in 
which the disease extends higher than the loumr three inches, 
there is sure to be, sooner or later, a stenosis. This Jessop 
has demonstrated at the late meeting of the British Medical 
Association. He calls attention to the fact that where the 
disease is low down in the rectum complete obstruction sel- 
dom occurs, and that the opposite is true where the disease is 
high up. The reasons for this difference are to be found in 
the anatomy of the parts themselves ; for while the rectum, as 
it approaches the outlet, becomes more closely connected to 
the sacrum and pelvic wall, in its superior portion it is com- 
paratively free. Thus the contractile action of the colon is 
exerted with effect in forcing its contents through the con- 
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tracted inug when that ring is fixed and immovable. But 
when the narrow portion is freely movable, as it is when situ- 
ated in the upper portion of the rectum, the efforts of the 
bowel above succeed only in invaginating or otherwise dis- 
placing the growth, and fail altogether to effect any onward 
movement of the contents (Kelsey), Fourth, it has been 
the experience of most operators that the cicatricial contrac- 
tion which follows such an operation is often excessive and 
intractable, as in any of the inflammations, specific or simple, 
which so frequently result in a stenosis here, A.llingham has 
found that if he would maintain the gut in a useful and patu- 
lous condition, it is necessary to have the patient wear a gutta- 
percha tube, which can be removed at will. Finally, an argu- 
ment which needs no champion is the fact that thirty-three 
per cent of all cases of carcinoma (as shown by the researches 
of Jessop in one hundred and two eases which were allowed 
to follow their course without any surgical interference) die 
from obstruction. 

To sum up, I would urge that, 'prior to every excision in 
every painftd case, and in every case where the disease was 
situated Myh up, a colostomy be made, the choice being 
in favor of the left inguinal. The method of excision re- 
commended by the French surgeons has been that which I 
have utilized, preceding each excision, however, by a colos- 
tomy two or three weeks prior to the final operation. In 
this the main feature is a deep incision which exposes the 
postei'ior segment of the rectum from the anus to the coccyx,' 
when it is an easy matter to dissect out the rectal tube until 
one comes to the anterior portion. Here, if it is found that 
the disease involves one or more of the coats of the vaginal 
wall, it is, in my opinion, best to remove a longitudinal seg- 
ment of the entire thickness of the same, as it both renders 
the operation safer and more easily accomplished, and does 
not, as Kelsey would infey, greatly increase the danger. 
When the sphincters are involved a circular incision should 
surround the anal opening, and all be removed together. 
Dr. Guerin’s suggestion that the gut be cut through by the 
ecraseur, modified by the passing through the normal gut of 
several threads for purposes of fixation of the proximal end 
after i-emoval, as recommended by Verneuil, has been the 
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procBdiit'B BHiploycd in tli6 excisions I li&vc made. The pioxi- 
mal end is then to he stitched to the posterior angle of the 
perineal incision at the left side of the coccyx, and, aftei 
stitching np the vaginal wound in much the same way as after 
a posterior colporrhaphy orlaceration, deep transverse perineal 
stitches render the making of a new and extensive perineal 
body very easy. 

When the type of the disease is that of the cauliflower-like 
growth known as papillo-eareinoma, I believe the best prac- 
tice is to remove it with the curette rapidly and well down 
to the base of the growth. The hemorrhage, very active and 
easily provoked while in the soft tissues of the tumor, is easily 
controlled when the base has been readied. In two such 
cases I have been successful in for a time relieving them of 
their distressing symptoms, but have not been able to follow 
their history for more than six months after operation. 

The ease I now report is of interest as showing the benefit 
to be derived from surgical interference. 

Case. — After having suffered with what she believed to 
be hemorrhage, the patient came to St. Luke’s Hospital a year 
and a half ago with symptoms of absolute stenosis of the in- 
testine, and requiring immediate relief. The diagnosis of 
carcinomatous obstruction of the rectum being made, a colos- 
tomy in the left lumbar region was done, with relief to the 
urgent symptoms. After the lapse of three weeks, the arti- 
ficial anus being well established and healed, an excision of 
the rectum was practised after the usual method by a deep 
posterior incision from the anus to the left side of the coccyx 
well down to the posterior wall of the rectum, which was then 
dissected laterally until the vaginal wall was reached, which 
was found to be involved to the level of the posterior lip bf 
the cervix in the carcinomatous growth. The posterior wall 
of the vagina was removed, as well as the rectum, to this level, 
including the sphincter muscles. The rectum was stitched to 
the skin of the left side of the coccyx, and deep transverse 
stitches were inserted to make a new perineal body. There 
was speedy union and rapid convalescence. After the lapse of 
one year she returned to me with the lower artificial anus pre- 
senting a normal rectal mucous membrane normally attached 
to the integument to the left side of the tip of the coccyx. 
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with the upper artificial anus almost closed from surgical inter- 
ference by Dr. John E. Owens, but with a return in the peri- 
rectal tissue of the original trouble to such an extent that the 
line of cicatrix in the vaginal wall posteriorly and in the an- 
terior rectal wall was again invaded by the new growth, 
which was beginning to cause painful defecation as at first. 
The j)atient, being much frightened with the symptoms of a 
return, came to me requesting a repetition of the operation. 
This atfirsti refused to make, telling her that I did not believe 
her longevity could be increased by such a procedure nor her 
condition materially improved. Sl\e then consulted Drs. 
Parkes and Fenger, both of whom, she stated, promised to 
operate upon her and offered her hopes of at least temporary 
relief. Coming back to me with this history and the threat 
that if I would not operate somebody else would, I had her 
admitted, in the last week of September, 1890, to the Michael 
Peese Hospital, where I excised the portion of the rectum 
which had been drawn down and attached to the integument, 
at a point on a level with the posterior lip of the cervix. I 
dissected out laterally, in so far as I could reach, all indurated 
tissue. I then found that it was impossible to bring the end 
of the rectum down to the integument, uo matter how far I 
might extend my posterior incision, and decided that the best 
thing I could do would be to suture the end of the rectum at 
the top of the vaginal incision after the cicatrix had been re- 
moved. I did this, then united the vaginal mucous mem- 
brane, much as is done for a laceration or operation for pos- 
terior colporrhaphy, and brought the lateral pelvic tissues 
together by very deep, heavy silk sutiires, and, strangely 
enough, obtained a perfect union. The patient has, since 
the second week in November’, been at home, is feeling well, 
has gained in weight, and has several times come to my office, 
each time stating that she feels better than she did during the 
year which elapsed after the first operation, that she now has 
control of the bowel and is capable of evacuating its contents 
without .anj’ artificial assistance — that is, without a douche, 
which I advised when she first left the hospital. 

I believe this to be a unique case. I do not find, in wdiat 
literature I possess, reference to a similar operation. I have 
no doubt that she will ultimately have a return of the trouble. 
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because the cicatricial contraction which normally occurs with 
any inflammatory deposit about the rectum, whether from 
specific or simple inflammations, has abeady produced some 
suspicious induration/ 


CASE OF TUBAL PREGNANCY ; RUPTURE ; DEATH. 


to 

ALBERT F. FUCHS, M.D., 
Ellensburg, Wash. 


(With one illustration.) 


On September 11th Mr. B. called on me to say that his wife 
was flowing rather freely, and i-equested me to prescribe for 
her. 

After some questioning I gave the usual remedies and ad- 
vice. The treatment ordered for Mrs. B. had no effect; after 
the flow had lasted in all about three weeks it ceased. Prior 
to this the lady had called on me, and I had questioned her dili- 
gently as to the probability of her being or having been preg- 
nant and aborting. She could not deny the probability of a 
pregnancy, but assured me that at no time had any clots or 
shreds come away, and at no time had she had pains of any 
kind whatsoever. She assured me that the flow did not differ 
from her ordinary menstrual discharge, except that it w'as at 
times slightly more copious and continued too long. She was 
confident that there was no abdominal enlargement, and was 
not conscious of any symptoms which she could attribute to a 
possible pregnancy. I had no reason to doubt her statements, 
and did not feel warranted in demanding an examination. 

About a week later metroi'rhagia again set in, lasted some 
few days, and ceased . This flow Mrs. B. considered her regul ar 
monthly sickness, as it came at, and continued, the proper 
time. 

On October 12th, at 8 p.m., I was called to Mrs. B. because 

’ April 18tli. Patient, seen to-day, continues 'well; Las increased in rveight, 
and Las perfect control of bowels. “ ’ 
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of some rather severe pains in the abdomen. 1 found her ly- 
ing in bed on her left side, somewhat restless, with a pulse of 
70, regular and of good quality. She had been out driving 
that afternoon, feeling unusually well and cheerful. Upon 
coming home she experienced a desire to go to stool; had 
severe pain, and felt faint. The suspicion that she had eaten 
something noxious was strengthened when her husband in- 
formed me that 03 'sters which he considered “sour” had 
made part of her dinner. In view of the good condition of 
her pulse, her having eaten sour(?) oysters, the absence of 
signs upon abdominal palpation, “ with exception of slight 
general tenderness,” the only diagnosis ventured upon was 



P, Probe; K, round ligament; E, edges of rupture: X, clot at point of rupture. 


toxic ingesta. A hjqjodermic of morphine, with orders to re- 
peat bj' the mouth, and some whiskej', constituted the treat- 
ment. At 2 o’clock that night I was called in haste, and ar- 
rived at the bedside to find Mrs. B. gasping her last. 

The fatal termination of what I considered a trifling illness 
so shocked me that for the time being I was incapable of a 
retrospective diagnosis; I had summoned aid without reflect- 
ing that it was useless. 

Upon the arrival of Dr. Bean and the recital of the history 
to hitn, he sxfggested ectopic pregnancj’, with rupture of cyst 
as the probable cause of death. I immediately concurred in 
this opinion ; and the advisability of an autop-sy being pre- 
sented to Mr. B. and others interested, consent was readily 
obtained. 
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Autopsy . — ^This was made tliirty-two liours after death, in 
the presence of Drs. I. N. Power, J. W. Bean, S. B. 
MeOanley, H. Y. Perry, and A. P. Fuchs. Only the pelvic 
viscera were examined. Body well nourished 5 rigor mortis 
well marked. An abdominal incision exposed the blanched 
intestines and a large q^nantity of blood in the abdominal 
cavity. The pelvic viscera, with exception of right appen- 
dage, normal uterus not perceptibly enlarged. The right 
appendage presented an ovoidal swelling which did not en- 
croach upon the uterus nor, implicate the free extremity of 
the Fallopian tube. This tumor, or cyst, is two and one quar- 
ter inches in its longest and about one and one-quarter inches 
in its shortest diameter ; upon its antero-inf erior surface is a 
ragged circular rent from which protrudes some clotted blood. 
An incision in the longest diameter of the cyst, “involving 
the rent,” allowed the escape of a small quantity of clear liquid 
and exposed a perfect embryo. The general opinion of those 
present was that gestation had not passed the sixth week. 
The amount of blood in the abdominal cavity was roughly 
estimated at two quarts. E’o evidence of recent peritonitis ; 
no adhesions, no flexion or malposition of uterus or tube. 
Search for corpus luteum neglected. 

A more minute examination of the tumor, as also a cursory 
microscopical examination of embryo, gave the following re- 
sult : The fimbriated extremity of tube was pervious up to the 
tumor ; the proximal portion occluded. The round ligament 
could be readily traced, and lay between tumor and uterus. 
The distended tube with its peritoneal covering formed the 
external envelope of the cyst. The embryo, with attached 
umbilical vesicle and shred of membrane, weighed eight 
grains and had an extreme length of three-quarters of an inch. 
The microscopical examination of the embryo corresponded 
closely to that reported by H. Hun in the American Journal 
of the Medical Sciences^ vol. Ixxxviii., page 98.’ There was 
no evidence that gestation had passed the fifth week. 

A short history of Mrs. B.’s life prior to the disastrous 
pregnancy will show under what difficulties we may have to 

' Hun’s description of the external features of the embryo in his case is 
identical with my finding, with exception of umbilical vesicle, whicli was 
absent in his and present in my case. 
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lator in making a diagnosis. The lady married in July, 1888, 
at the age of 29, became pregnant in July, 1889, and was de- 
livered April 6th, 1890, of her first child. Her pregnancy 
and final delivery passed without a single unfavorable circum- 
stance ; she had nursed her child up to the last few hours of 
her life, and, with the exception “ of feeling a little pulled 
down,” had been entirely well \rp to the beginning of Sep- 
tember. She did not remember ever having had menstrual 
disorder ; had a show in June or July last past. 

In a search through •the literature at my command I find 
three cases, out of a total of one hundred and fifty-nine re- 
ported, whose important features resemble those of my case. 
A striking resemblance is presented in the case reported by 
Hun (1. c.), in which fatal rupture occurred about the twenty- 
eighth day of gestation. The case reported by G. F. Engel- 
mann,’ and the history of a specimen from Harvard Museum,'^ 
are very similar to mine. Aside from these three cases, my 
research confirms the fact first noted by Andrew F. Currier,^’ 
that extra-uterine pregnancj^ predominates on the right side. 
Thus, out of sixty-two eases of tubal pregnancy, the right 
tube was involved in thirty-one, the left in sixteen, and posi- 
tion not stated in fifteen cases. 

To return to a consideration of our case and a presentation 
of its points of interest. We have only one symptom, prior 
to the fatal rupture, which could direct attention to the ti’ue 
state of afiairs. This symptom is in no wise characteristic ; in 
fact, is misleading. A most searching bimanual examination 
would, in all probability, have been of no avail. For it must 
be borne in mind that the first metrorrhagia began coincident 
with, or just prior to, fecundation. If the pathological find- 
ing, “ embryo of at most thirty-five days,” is any criterion, 
it is highly probable that the hemorrhage came on during 
or immediately after coition. To place the fecundation prior 
to September 5th would invalidate the pathological finding; 
and to assume that the metrorrhagia began after the 6th 
would be equivalent to doubting the veracity of Mrs. B. and 
her husband. Besides, it is not probable that a sensible- 

’ Annals of Gynecology, vol. iii., page 376. 

* Annals of Gynecology, vol. i., page 222; also a case, page 185. 

? American Journal of Obstetrics, vol. xx., page 1233. 
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woman would become alarmed at a menstrual discharge lasting 
five days or less, and seek medical advice, unless there was an 
•annsual coincident occurrence. We have no data upon which 
to base the opinion that a tubal pregnancy of a few hours can 
excite a metrorrhagia. And yet, in my case, we are bound 
to such a conclusion, or that the hemorrhage was primarily 
independent of, not caused by, the anomalous site of gesta- 
tion. 

The probability of making a correct diagnosis during the 
first hemorrhage — i.e.^ any time prior to the end of third week 
of gestation — is too faint to deserve consideration. As a mat- 
ter of course an exploratory laparatomy would have been the 
proper procedure, looking at the case retrospectively. The 
use of electricity might have prevented the deplorable catas- 
trophe ; but, I ask, apart from the hemorrhage, what indica- 
tion was there for its use ? Had it been used and the hemor- 
rhage arrested, would that have indicated a successful treat- 
ment of anything? The successful (?) treatment of tubal 
pregnancy by electricity presupposes a correct diagnosis. 

The mere arrest of hemorrhage is not an indication of suc- 
cess in these cases ; upon what grounds, then, could I have 
based a continuation of the treatment? In my ignorance of 
the true state of affairs, the cessation or continuance of the 
metrorrhagia under the use of electricity would have been 
equally misleading. 

Strangely enough, I had under my treatment three other 
cases of uterine hemorrhage at the same time. 

Mrs. W., phthisical, had been delivered in the spring ; her 
baby died shortly after of bronchitis. Menstruation (?) came 
on in August and lasted uninterruptedly for three weeks. A 
bimanual examination served no purpose other than to cause 
suffering. Subsequently she had repeated attacks of hemor- 
rhage, which finally ceased under the administration of ol. 
terebinth, et cinuam. 

Mrs. A. came to my office with a specimen for examination, 
and gave the following history : Was menstruating rather 
freely ; sudden violent pain ; nearly fainted ; found a shred 
on changing her napkin. The specimen presented the 
ordinary appearance of decidual membrane, and was pro- 
nounced such by a colleague. However, as a microscopical 
37 
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examination failed to detect villi, 1 inclined to the diagnosis 
of membranons djsmenori'bead 

Mrs. K. bad slight continuous hemorrhage with pain ; said 
she was not pregnant. Examination showed patulous os, soft 
cervix, uterus enlarged and empty. Patient admits having 
had a miscarriage some six or eight weeks back. 

I submit that two of these cases, certainly the case of Mrs. 
A., correspond as nearly to the symptom-complex of a tubal 
pi-egnancy as does the ease of Mrs. B. 

When I began this article it ■rt^as my intention to work up 
the literature at my command, and from it draw logical de- 
ductions as to etiology and diagnosis. However, I have been 
disappointed in my expectations. The history of one fatal 
case is a picture of all the fatal eases, and the history of one 
ease treated successfully by laparatomy is a picture of all the 
successes. So far as diagnosis is concerned, medical science 
has gained little through the deaths consequent to repeated 
errors. Prior to rupture there is but the non -characteristic 
metrorrhagia which may call our attention to the dangerous 
condition of our patient. 

The pathognomonic membrane is often absent, and when 
present serves but to raise the question of a possible mem- 
branous dysmenori’lioea.® That tubal ectopic’^ pregnancies 
occur more frequently on the right side need not surprise us 
when we consider that the right side is functionally more ac- 
tive than the left in most people. It would be interesting to 
ascertain if there is any proportionate coincident left-handed- 
ness in left-sided extra-uterine pregnancies. As pathological 
processes are more frequent in the organs of the left side, a 
microscopical examination of the tube not involved would 
throw light upon the possible condition of its fellow prece- 
dent to the pregnancy. I hardly . think that such research, 
extended over a large number of cases, would confirm the 

* Mrs. A., assured me that she was not ordinarily dysmenorrheic;. so far ns 
she could remember, this was the third or fourth attack, and the severest 
one of her life. 

* Vi''yder claims that the decidua of pregnancy may be distinguished by 
its cell structure, “ irregular, large,” from the membrane of dysmenorrhea. 
This C. Ruge denies, and Schroeder agrees with R. See " Handbuch d. 
Krankheiten d. weiblichen Geschlechtsorgane,” Carl Schroeder, Siebente 
Auflage, Seite 348. 
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opinion that desquamative salpingitis is an etiological factor. 
The fact that manj cases of extra-uterine pregnancy are not 
pure tubal pregnancies would militate against this theory, as 
would also the fact that ectopic gestation frequently follows 
upon a period of sterility. I would rather incline to the 
opinion that a certain lack of functional energy would account 
for the sterility and also for the ectopic site of gestation. 
"Whatever the etiological factors may he, they are only of 
importance in so far as tliey aid us in diagnosis. 

After rupture has occurred the diagnosis should offer no 
• difficulties. An exploratory puncture by the vagina with an 
aspirator or large hypodermic needle would clear up all 
doubts in the majority of cases. A positive finding after such 
puncture would, to the conscientious practitioner, permit of 
but one course of treatment — a laparatomy. It seems a little 
more than possible that the discharge of ordinary menorrha- 
gia, and the metrorrhagic discharge of extra-uterine pregnan- 
cies, may differ microscopically. At least it seems to me that 
diagnostic certainty in these eases can only he evolved by a 
close study of the hemorrhage. The first rupture and fatal 
internal bleeding may occur without pain or marked symp- 
toms. He, however, who has witnessed a typical rupture 
will nem)' forget it. The symptoms, token toell mat'Jced, are 
definite enough and easy to understand, espeeially AFTF.BWAETig 
(Cushing). 


-STRYCHNIA AND THE HOT DOUCHE IN THE PROPHYLAXIS 
OF PROTRACTED LABOR. 

BY 

JOHN FEEGUSON, M.A., M.D , L.E.C.P. Ed., 

Demonstrator of Anatomy, University of Toronto. 

The following observations on the use of small doses of 
strychnine, given for a period prior to labor, may prove in- 
teresting. From a therapeutic point of view they are cer- 
tainl}' useful. 
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I have given stryclinine in one hundred cases, and the 
effects, as far as the children were concerned, were very grati- 
fying. Out of the entire hundred births there were only two 
children still-born. One of these had evidently been dead 
in utero for some considerable time, and was quite macerated 
and softened. The other was lost by the twisting about the 
neck of a short cord. 

With regard to tlie mothers, the strychnine acted as a bit- 
ter tonic and improved the appetite ; its use stimulated the 
movements of the bowels, and to some extent prevented the 
constipation that is so general in pregnancy. At the time of 
labor not one of the patients treated with the strychnine had 
convulsions, so that it cannot be regarded as unsafe for this- 
reason. Its action on the uterus was satisfactory, the con- 
tractions being regular and normal, and entirely free from 
any tetanic condition, as is sometimes seen after the admin- 
istration of ergot during labor. 

The state of uterine tone was improved by the strychnine,. 
The contractions of the uterus were longer maintained, more 
regular and satisfactorv, than in the case of those to whom the i 
strychnine had not been given. The after-contraction of the 
uterus was better, and after-pains were greatly lessened, as 
the firm condition of the uterus prevented the formation of 
clots and the occurrence of jerky, twitching, clonic uterine, 
action that is often so distressing to the jjatient. The amount 
of hemorrhage was reduced. There is an impression in the 
minds of many that the bleeding after labor is arrested by the 
formation of clots in the uterine sinuses. Such, however, is 

not the ease. The uterine vessels are surrounded bv the in- 

«/ 

terlacing muscular fibres of the uterus. It is the steady, firm 
contraction of this muscular tissue that must be regarded as 
the true hemostatic, and not dead, inert clots. 

Another feature well noted in the cases where strychnine 
had been given was that the recovery was quick and better 
than the average. There are several reasons for this. The 
shorter period of labor must have had some influence. Then 
the fact that there was less blood loss is important. The firm ’ 
tone of the uterus, efiecting speedy and good involution and 
controlling the after-pains, also had its share in aiding the 
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recovery. Good, ■firin iiteriiie to'oe lessens tlie rislc of septic 
absorption, and by so much favors the patient’s recovery. 

Concerning the duration of labor, the following figures may 
assist in conveying an idea of the general usefulness of the 
drug. It should be remarked the treatment was adopted in 
cases where previous labors had been protracted owing t o ute- 
rine inertia, irregular and crampy pains. Primiparse were 
excluded in all eases. The one hundred cases treated -svith 
the strychnine gave an average of nine hours, whereas the 
average of the previous protracted labors, in the same one 
hundred patients, was seventeen hours. Here we have an 
average gain of eight hours on previous tard}’^ deliveries, the 
second stage being much shorter. 

The dose of the drug varied with the susceptibility of the 
patient. One could not tolerate more than the sixtieth of a 
grain. A number had reached their maximum dosage when 
taking one-fortieth three times daily. About one- half of the 
entire number bore the thirtieth of a grain well. The largest 
■dose given in any case was the sixteenth of a grain three 
times a day. This amount was administered to one patient, 
who, during two prior labors, had almost complete uterine 
inertia. 

It is quite possible that other tonics, such as iron and qui- 
nine, would exert a beneficial influence where there was ane- 
mia and debility. 

As a means of prophylaxis against a protracted first stage 
caused by a rigid and undilatable os, I strongly, recommend 
the hot douche. All are familiar with the excellent effects of 
this measure in the first stage of a lingering labor, but it 
has not been used as a prophylactic against a tedious first 
stage due to rigidity of the maternal tissues. The plan I have 
adopted is to take a new tin pail holding about two gallons, 
and have a small spout put on the side near the bottom. To 
this are attached a few feet of rubber tubing carrying a good 
vaginal nozzle. The pail is filled with water at 105° to 110° F. 
Tlie patient sits over a receiving vessel ; the nozzle is then 
introduced and the flow started. In this way the cervix and 
vagina are thoroughly douched. One caution is needed— that 
the hydrostatic pressure be not too great. All that is requi- 
site is just enough to make the water flow. 
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It may be said tliat the use of the hot water will induce 
labor before the full term lias been reached. Such, however, 
has not been the case in my experience. But grant that it 
should come on a few days sooner than it would if the 
douches had notbeenused, what harm could there possibly arise 
from such a circumstance? If there is not too great force 
in the water flow, so as to effect some separation of the mem- 
branes, there need be no fear on this score. 

The douche ought to be used twice a day for a short time 
before labor, a week or ten days being sufficient to soften and 
relax a very rigid os. The local application of the hot water 
stimulates the blood supply of the pelvic viscera, inci’eases 
the activity of the glands, and allays much of the sensitiveness 
of the cervix. "When labor sets in the os yields sooner, is less 
tense and less liable to tear. The first stage is in this -way 
very materially shortened. The abundant secretion of mucus 
aids the second stage. The second stage is also shortened 
by the relaxing action of the douches on the perineum ; it, 
like the os, is found to yield to the pressure of the advancing 
head, and time and suffering are saved. 

These douches may be ordered with advantage in all cases 
where rigidity and slow dilatation is probable, as in priini- 
parae, or where previous tedious labors have been known to be 
due to tense and rigid structures. Many patients of this lat- 
ter class have gone through subsequent accouchements with 
comparative ease and rapidity after the use of the hot water 
for ten days prior to term. 
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THE REMOTE RESULTS OF SHORTENING THE ROUND 
LIGAMENTS FOR UTERINE DISPLACEMENTS BY 
THE NEW OR DIRECT METHOD. 


To THE Editor op the American Jocbnal of Obstetrics. 


Dear Sir: — In the March, 1891, number of your valued 
journal appears an article by Dr. Henry P. Newman, of Chi- 
cago, with the above title. In it, page 259, the author says : 
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“ I wish to call attention again to the method of operating 
wliich I brought before the profession in my paper upward of 
two years ago. 

“ [ do this for two reasons ; First, I can now speak with the 
utmost confidence of its practical utility and the permanence 
of its successful results ; and, second, many of its distinguish- 
ing features have been appropriated by other operators, nota- 
bly Dr. G. M. Edebohls, of ITew York, who presented at the 
Tenth International Congress at Berlin a very creditable re- 
sume of the operation. While I congratulate the doctor on 
the very able manner in which he brought it to the notice of 
the foreign medical profession, I would remind him that a 
priority of about a year and a half of practical demonstration 
belongs to Chicago.” 

Dr. Newman’s charge practically is that I appropriated his 
operation and presented it as my own. The large majority of 
readers would, in addition, probably draw the inference, from 
the above quotation, that this was done without giving Dr. 
Newman due credit. 

To dispose first of the latter inference, allow me to quote 
from my paper on “A Modified Alexander- Adams Opera- 
tion,” read before the Tenth International Medical Congress 
and published in the New Tork Medical Journal for October 
11th, 1890 : ■ 

“ Many and various are the modifications of Alexander’s op- 
eration which have from time to time been proposed by dif- 
ferent surgeons and gynecologists. I am not aware, however, 
that the combination of procedures above described has ever 
been advocated. The nearest approach to it which I have 
found recorded is in a paper read before the Gynecological 
Society of Chicago, by Dr. Henry P. Newman, entitled ‘ Alex- 
ander’s Operation, with Eeporf of Cases,” to which I must re- 
fer for the details of Dr. Newman’s technique.” 

After a perusal of the above I certainly will not be accused 
of ignoring Dr. Newman in my paper. 

To return now to the question of “ appropriations,” let us 
scan the three papers already quoted for evidence as to what 
extent Dr. Newman and myself ma/y have “ appi’opriated ” 
each other’s ideas. 

' Amer. Jour. Obst., December, 1888, p. 1891, 
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I -will premise bj calling attention to tlie clironological order 
in wbicli the papers appeared. Dr. Newman read bis first 
paper in September, 1888 ; I presented mine in August, 1890, 
and Dr. Newman bis second in November, 1890. 

To quote again from my paper : 

“ The distinctive features of the method of operation advo- 
cated in this paper, briefiy recapitulated, are as follows ; 

“ 1. The inguinal canal is laid open along its entire length. 

“ 2. The round ligament is sought for and picked up at its 
point of emergence from the internal ring. 

‘‘ 3. Tlie ligament is drawn ont approximately in the direc- 
tion of its intra-abdominal portion. 

“ 1. The ligament is drawn out from its peritoneal invest- 
ment by aid of the sense of sight. The shortening of its 
intra-abdominal portion is thus rendered a matter of absolute 
certainty. 

“ 5. The method of sutui’e, which, while it closes the canal, 
at the same time secures the ligament within it. 

“ 6. The method of , drainage by silkworm gut.” 

Let us now compare the above method, point for point, with 
that described by Dr. Newman in his first paper. In doing 
so I may be pardoned an occasional allusion to Dr. Newman’s 
second publication, which appeared after my own. 

1. T/ie inguinal canal is laid open along its entire lengthy 
by passing a grooved director into the external ring and along 
the canal to opposite the internal ring. Tlie anterior wall of 
the canal is then slit open by a knife passed along the director, 
thus exposing the contents of the canal along its entire length. 
Dp to the point of slitting open the canal, the steps of my 
modification correspond with the technique originally proposed 
by Alexander. Dr. Newman in his first paper says : “ I begin 
the operation by cutting directly down upon the internal in- 
guinal ring, using tlie superficial epigastric vein, and beneath 
this the ilio-inguiiial nerve, as guides, lying as they do directly 
over the canal of Nuck.” Nowhere does he speak of laying 
open the canal in its entire length. In his second paper, sum- 
marizing the points of his operation. Dr. Newman says : 

Through a single nick in the course of the separated fibres 
of this aponeurosis (of the trausversalis muscle) the blunt hook 
may often be passed into the canal and the round ligament 


COEEESPOUDENCE. 


585 


pulled out in less time than it takes to tell it; or hy lengthening 
ihe incision it may he exposed along the canal in its entirety 
(italics mine). And again : “ The intereolumnar fibres and 
tissues about the external ring are not interfered with or irri- 
tated in any way.” 

2. The round ligament is soiight for and picTced at its 
point of emergence from the internal ring. This constitutes 
the really essential feature of both Dr. Newman’s and my 
own modifications of Alexander’s operation, and for this 1 
cheerfully and unreservedly concede Dr. Newman’s claim 
“ that a priority of about a year and a half of practical demon- 
stration belongs to Chicago.” 

3. The ligament is drawn out approximately in the direc- 
tion of its intra-ahdorninal portion. No mention of this fact 
is made in Dr. Newman’s first paper. In his second paper 
occurs this passage: “ The force used in pulling out the liga- 
ment is both brought to bear upon it at its strongest portion 
and is in a direct line with its intra-abdominal course.” 

4:. Theligament is drawn out from its peritoneal investment 
hy aid of the sense of sight. The shortening of its intra-ah- 
dominal portion is thus rendered a matter of absolute certain- 
ty. No allusion to these matters is found in Dr. Newman’s 
first paper. In his second he states : There can he no doubt 
here of the identity of the ligament, as. a duplication of the 
peritoneum is seen surrounding it at its abdominal extremity.” 
“ Aided by the sense of sight, and seizing the ligament above 
the inguinal canal, we can feel assured that we are drawing 
upon the abdominal portion of the ligament, and not merely 
stretching its inguinal section.” 

5. The method of suture, which, while it closes the canal, at 
the same time secures the ligament within it. Without inflict- 
ing details, I will merely state that Dr. Newman’s and my own 
methods of suture differ materially. 

6. The method of drainage hy silkwomn gut. 

Dr. Newman in his first paper advocates drainage by a rub- 
ber tube containing iodoform wieking. In liis second paper 
he is inclined to dispense with drainage to a great extent. I 
invariably employ silkworm-gut drains. 

Having thus pointed out wherein Dr. Newman’s modifica- 
tion of Alexander’s operation, as described both in his first 
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and second papers, differs from my own, I leave it to yonr 
readers to decide as to what extent I “appropriated” the dis- 
tinguishing features of Dr. Newman’s operation, and in how 
far I was correct in my statement, “ I am not aware, how- 
ever, that the combination of procedures above described has 
ever been advocated. The nearest approach to it which I 
have found recorded is in a paper by Dr. Henry P. New- 
man,” etc., etc. 

In conclusion, Mr. Editor, allow me a little confession. The 
above lines have been penned not so much in a spirit of con- 
troversy as from a desire to embrace an opportunity to again 
call attention to a surgical procedure, the operation for short- 
ening the round ligaments, the therapeutic value of which is 
as yet far from being appreciated by the profession. I fully 
agree with Dr. Newman “ that the fault does not lie in the 
theory of Alexander, but in the technique of its application.” 
1 furthermore fully agree with him that the essential of a 
successful and reliable technique consists in searching for and 
drawing out the round ligament at the internal ring. This 
principle Dr. Newman has carried out in his own way, I in 
mine. To Dr. Newman, as I have already stated, belongs the 
priority of its practical application ; the technique, howevei-, 
especially as described in his first paper, differs essentially from 
my own. I think the profession owes a debt of gratitude to 
Dr. Newman for taking the trouble to report the highly satis- 
factory final results in bis cases, which, I may add, are fully 
duplicated and substantiated by my own experience. Thus 
far I have operated nineteen times after my own modification, 
in addition to five operations performed after the old methodj. 
and I have yet to learn of the first case, in which the opera- 
tion was done for retroversion or retroflexion, in which the 
uterus has again fallen back. In properly selected eases I 
scarcely know of another operation in gynecology which gives, 
so uniformly satisfactory results to both patient and surgeon. 

Very truly yours, 

G. M. Edebohls, M. D. 


New York, March 22d, 1891. 
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TRANSACTIONS OF THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated Meeting, Febr^iary Vlth, 1891. 

The President, Joseph E. Janvein, M.T)., in the Chair. 

KTJPTUKE OP THE HTEECS, WITH PEOLAPSE OF THE IHTESTINE; 

TOTAL EXTIKPATIOK ; DEATH FEOM SHOCK. 

De. H. C. Coe exhibited a uterus which he had removed 
two weeks before, and related the following details regarding 
his connection witli the case: On February 2d, at noon, I 
was summoned by Dr. E. H. Grandin (to whom 1 leave the 
narration of the previous history of the case) to perform 
laparatomy for rupture of the uterus. I responded promptly, 
and found a woman, weighing two hundred and fifty pounds, 
with an enormously fat abdomen, in fair condition, her pulse 
being 120 and tefnperature 99°. The accident had occurred 
the previous night, but the shock was so prbfound at the 
time that Dr. Grandin very properly postponed operative in- 
terference until the patient rallied. Having learned that a 
coil of intestine had prolapsed through a rent in the uterine 
wall, and had been replaced and suppoi’ted by a tampon, I 
hoped that it might be possible to save the patient by insert- 
ing a lai’ge drainage tube into the peritoneal cavity through 
the rent, and tamponing around it with iodofonn gauze. On 
introducing my hand into the vagina, however, I found it 
filled with coils of intestine, which protruded through an ex- 
tensive laceration at the vaginal junction. It was clearly 
impossible to replace the gut and to keep it in position; there 
was no probability that the tear would heal without suturing; 
and, furthermore, the patient was already septic, as shown 
by the presence of a foul discharge on removal of the tampon. 
Laparatomy seemed to offer the only chance of saving her 
life, and that a slim one. 'The position was clearly explained 
to the husband, who assented. It was impossible to move 
the patient to a table, on account of her weight, so that 1 was 
obliged to operate in the bed, with a due observance of anti- 
septic precautions. With the able assistance of Dr. Grandin 
I quickly opened the abdomen, lifted out the uterus, and de- 
cided at once that I could neither suture the rent nor do a 
Porro, on account of its situation at the vaginal junction. 
The tear was exactly transverse, and extended between the 
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lower and posterior borders of the broad ligaments without 
including them. There was neither blood nor purulent fluid 
in the peritoneal cavity, and no evidences of peritonitis. As 
the uterus was already partly torn away, I decided to perform 
total extirpation, which was easily accomplished, without 
hemorrhage, after clamping the broad ligaments and separat- 
ing the bladder. The cavity was thoroughly irrigated and 
the intestines were examined. The prolapsed portion, in- 
cluding about four feet of the small intestine, was black and 
gangrenous. Resection was impossible on account of the 
amount of gut involved and the condition of the patient. 
The pelvic cavity and vagina were tamponed with gauze and 
the forceps were left in situ. The entire operation occupied 
not much over half an hour, and the patient bore it well, but 
died nine hours later. If it had not been for the condition 
of the intestine there would have been a fair chance of sav- 
ing her. The principal points of interest about the ease are : 

1. The fact that the tear was at the vaginal junction and 
was exactly transverse; the same condition existed in a 
similar case in which I advised laparatomy, and showed that 
the injury is caused not so much by the actual use of instru- 
ments as by the over-stretching and splitting of the thinned 
lower segment during the extraction of an unusually large 
head, even when the pelvis is of normal dimensions. A rup- 
ture which begins in an old laceration of the cervix and ex- 
tends obliquely upward has a somewhat different etiology. 

2. Indications for operation. Operative interference would 
certainly have been unwise immediately after the occurrence 
of the accident, on account of the condition of the patient; 
but after she had rallied it offered the only prospect of re- 
covery. The nature of' the lesion and the condition of the 
gut could not have been certainly known without opening 
the abdomen. 

3. In this case extirpation was the operation indicated, on 
account of the situation and extent of the tear. In my first 
case (successful') I was able to form a stump, in the s'eeoud 
(seen with Dr. Kletzsch) the tear was small and accessible and 
was easily sutured ; but in this instance extirpation was the 
easiest, safest, and, as I believed, the best procedure. This 
only shows that there are no fixed rules for all cases; each 
must be treated according to the judgment of the surgeon. 

Dr. Egbert H. Grandin said he saw this case the day be- 
fore the operation performed by Dr. Ooe, in consultation 
with Dj'. Tynberg. The woman was a multipara ; had been 
delivered only a year and a half previously, with forceps, of a 
child weighing fourteen pounds and a half. The doctor sent 
for him because at the expiration of the first stage of labor 
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the head would not advance, and he deemed instrumental de- 
livery necessary. He found the cervix fully dilated, the 
head presenting, the occiput posterior, no deformity of the 
pelvis. The cause of the dystocia was found, as soon as the 
woman was under chloroform, to he due to tlie fact that the 
head was fully extended. He endeavored to hex it, hut 
could not. Dr. Tynberg then applied forceps, but very gentle 
traction showed him that they were going to slip, and he 
asked Dr. Grandin to try, who also found that they would 
readily slip. Giving up forceps, the question arose, what had 
better be done? He was opposed to embryotomy in the 
living child, and did not wish to undertake it on this case, 
which occurred in private practice, unless forced to it. Tor- 
sion was contra-indicated, seeing that the head was engaged 
and the uterus was very well contracted. It not being a 
hospital case, -Cesarean section was out of the question. Dr. 
Tynberg, therefore, attempted version, and it proved easier 
than had been expected. The body was extracted, but the 
head could not be brought out by the usual methods, and he 
therefore applied the forceps and with one traction delivered it. 
The woman’s pulse at that time was good. The child was 
still-born and weighed fourteen pounds and a half. The 
placenta did not come away in twenty minutes, and Dr. T. 
inserted his hand into the uterus for the purpose of remov- 
ing it. Inside of ten minutes at least, he told Dr. Grandin 
that he was unable to remove the placenta, that for some 
reason he could not get his fingers between the amnion and 
uterine wall. On removing his hand three feet of intestine 
followed. Dr. Grandin then removed the adherent placenta, 
pushed back the intestine, and tamponed with gauze. They 
consulted as to the advisability of immediate laparatomy. 
The woman’s condition was very bad, the pulse had become 
very rapid (140), was very weak, the patient looked blanched. 
There was no external hemorrhage, and he was satisfied that 
her condition was not due to internal hemorrhage, otherwise 
he would have performed laparatomy at once. Inasmuch 
as he could exclude hemorrhage, and feeling that it would 
kill the patient to add to the existing shock 'that of an- im- 
mediate operation, they decided that it was best to wait. 
They found next morning that she had rallied, and Dr. Gran- 
din having an appointment which prevented his doing 
laparatomy, he had his friend Dr. Coe come and perform the 
operation, which had just been described. 

An important question in the case was, How did the rupture 
occur? He could not say. He was satisfied, however, that 
the uterus was not ruptured when he first saw the patient ; 
he was satisfied that it was not ruptured by the attempts at 
extraction with the forceps applied to the before-coming 
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iead. As to version, it was performed by a physician who 
was one of his ex-house officers at the Maternity Hospital, 
whom he knew to be a careful man, and lie was satisfied rup- 
ture did not take place then. Forceps to the after-coming 
bead would rather have ruptured the uterus transversely into 
the broad ligament, it seemed to him, than have separated 
it at the cervico-vaginal junction. In looking for the etiolo- 
gical cause of the rupture, we must recall the nature of the 
dystocia — an occipito-posterior in great extension. 

He therefore thought Dr. Coe’s explanation was the more 
probable, that a large child distending the lower uterine 
.segment caused the body of the uterus to separate from the 
cervix. The operation performed by Dr. Coe was a simple 
■one, and the woman would liave lived had it not been for 
the gangrenous condition of the intestines, which added to the 
shock. The poiirts wliich he would like to have discussed 
were, whether laparatomy should have been performed at 
the time the tear took place, and what caused the rupture. 
He would repeat that the reasons why he did not iierform 
laparatomy at once on discovering the rupture were twofold : 
first, the absence of hemorrhage; and, secondly, the deep 
.-shock the patient was in. 

Dr. H. a. Murray said that, in thinking over the case as 
it had been described, it seemed very difficult to state when 
the rupture did occur, yet that was an all-important point to 
determine. What Avas the cause? Extirpation seemed to 
have been performed perfectly and was not the cause of 
death ; there was no efiusion of blood into the peritoneal 
cavity, so that rupture must liave taken place at the vaginal 
junction and extended very little into the uterine Avail. 
Death Avas due to the gangrenous condition of the intestine. 

The question arose whether, in the introduction of the 
hand to do version, the uterus was well supported so as to haAm 
the posterior Avail of the cervix turned away from the vaginal 
vault. If there had been rupture before that time, Dr. 
Grandin Avould have discovered it during his examination. 
If it had occurred during traction with "the forceps, there 
Avould liaA'-e been hemorrhage when they Avere taken off. 
And, as Dr. Grandin had said, a bilateral tear in the cervix 
with the forceps AAmuld have been likely to extend directly 
laterally into the vault Avithout involving Douglas’ pouch 
much. He thought it most likely that the tear had been 
made during the act of version, the uterine surface having 
been pressed upon too long by the child’s head. In the en- 
deaA’or to introduce the hand, pressure could have been made 
too far posteriorly, or the posterior Avail of the uterus carried 
up Avith the hand, which he thought was a mistake easily 
made. The uterus should be thoroughly supjjorted Avhen 
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introducing the liand, and care sliould be taken to introduce 
tlie hand in the shape of a cone, particularly if the cervix 
were’soft and flabby. Again, he thought this was the cause 
.because when the child was born the impinging of the child 
on the cervix prevented any hemorrhage taking place then, 
while forceps applied to the after-coming head could hardly 
have caused the tear, or, if it did, the tear would have been 
wider, more ragged, and probably would have been lateral. 
He had seen tears produced during version in two instances 
by men of wide experience who had a hospital service, the 
tears extending so deeply into the cervix as to cause severe 
hemorrhage and necessitate the insertion of three or four 
sutures. Then the fact that gangrene of the intestine had 
taken place so soon also led him to think the tear took place 
during version. The empty uterus could not have made so 
great pressure, while the woman was lying on her back after 
delivery, as to cause gangrene to take place. He thought, 
tlien, that the gut must have been compressed during the 
passage of the child, and, therefore, that rupture must have 
taken place sooner or during version. 

Should laparatomy have been performed immediately? 
Dr. Murray thought it was good practice to wait, tampon the 
vagina until the patient had recovered from shock. The 
mortality from such operations,, ivhen done immediately, be- 
fore recovery from shock, had been very great, much greater 
than by the expectant plan of tamponing around a catheter 
or double tube with iodoform eauze after clearing out the 
cavity. The statistics in the vicuna and Berlin hospitals 
gave much better results from drainage where there had not 
been a very large effusion of blood,''of liquor amnii, or the 
fetus Itself had not been extruded into the abdomen. 

He thought it probably would have been well in this case 
had the patient been turned on the side, and the intestine 
kept up in a way similar to that in which the prolapsed funis 
is kept up, by a tampon in the vagina, relying on antiseptic 
tamponing of the uterus if hemorrhage were marked, until 
an opportunity was given to dp a further operation if neees- 
. sary. He believed the necessity for laparatomy might have 
been obviated in that way, for after vaginal hysterectomy the 
.surgeon did not have to rely upon anytning more than a tam- 
pon to keep the intestine up ; in fact he had nothing else to 
rely upon. Thus there would be free enough drainage, 
while the gut would be retained in j)lace. But after gan- 
grene of the gut had developed, he believed the patient’s 
chances were very small. The operator did the proper thing, 
and carried it out well, and of course could not tell whether 
the gutwas gangrenoup until he actually had it in his hands at 
the time of the operation. Its extent prevented its resection. 
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De. Malcolm McLean wished to speak of the possible cause 
of the rupture of the uterus in this ease, as he had seen seve- 
ral cases in which the accident had occurred from causes to 
which it was not likely to be attributed. He was firmly con- 
vinced, after watching this very unfortunate method of deliv- 
ery by the forceps with the occiput posterior, that a great 
deal of injury was done the soft parts of the mother by the 
head of the child itself as it was held in the forceps. With 
the forceps applied to the head while the occiput was poste- 
rior and extended, not flexed, the head became distorted 
and the posterior segment became converted into the shape of 
a big bivalve clam or a cutting wedge. Bringing this down 
against the soft parts as the}'^ were on the stretch would al- 
most surely cause rupture. He wished to put himself on 
record as distinctly protesting against attributing these acci- 
dents to attempts at version when made by an intelligent ope- 
rator. He believed human life was lost by prejudice against 
putting the hand into the uterus for the extraction of the child 
in cases of dystocia, preferring to the intelligent hand the 
introduction of steel blades. He believed that where an ac- 
curate history could be obtained it would be foimd, in cases 
related before the Academy or its Sections, that the forceps in 
some form had been used in nearly all lefore version had been 
undertaken, and then the reporter had the ill-grace to attribute 
the rupture of the uterus to version. Dr, Murray might be 
right in attributing rupture, in the case reported to-night, to 
attempts at version, but the speaker was firmly convinced 
that there was greater danger of the accident taking place 
from the application of the forceps to the extended head with 
the occiput in the posterior position. He had seen the occiput 
in this position brought down with comparatively mild pres- 
sure by the forceps, and yet it had cut through the soft parts 
down through the rectum before it caused any rupture of the 
perineum externally. Let the upper part of the vagina be 
placed upon the stretch, and then, like any of the other soft 
structures in like condition within the pelvis, it would be ' 
likely to snap from even a moderate pressure blow during for- 
ceps delivery. Especially is there dangerous pressure at the 
sacral promontory when forceps are used, in posterior occiput 
cases, at the superior strait. 

De. Hanks asked Dr. Grandin how long the intestine had 
been protruding. 

De. Geandin replied that the portion of intestine came 
out when the doctor withdrew his hand on desisting from at- 
tempts to remove the placenta. Dr. Grandin at once washed 
it, replaced it, removed the placenta, then thoroughly pushed 
up the intestine and put in a firm wad of iodoform gauze to 
hold it in place. 
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He agreed with Dr. McLean regarding tlie value of version 
over the forceps, hut he could not agree with him if he thought 
the forceps had anything to do with causing rupture in this 
case, for the reason that the forceps were scarcely applied, 
the head was not conapressed, for it was found that it could 
not be caught or held in the blades, and no real attempt was 
made at extraction by this means. "While, in general Dr. 
McLean’s remarks were founded on fact, yet tlie speaker 
thought that in this particular case Dr. Murray mighty be in 
the right. If the case had occurred in hospital practice, he 
would have performed Cesarean section ; but in private prac- 
tice we could not as yet do so. 

Dr. Murray referred to a paper Avhich he had written, and 
in which he had expressed preference for version over forceps 
in cases in which the head was in the superior strait, extended, 
and the occiput posterior, the pelvis of fair size for the head. 
He still held that position, and claimed that version under 
those circumstances was a comparatively easy operation. In 
the case related by Dr. Coe and Dr. Crandin, the reason 
which he had given for attributing the rupture to version 
rather than to tlieuse of forceps was the fact that the forceps 
had scarcely been applied, no traction had been made ; and 
if rupture had then occurred there would have been hemor- 
rhage, whereas none took place into Douglas’ pouch, nor, as 
shown at laparatomy, into the peritoneal cavity. 

EXTRAORDINARILY LONG FIBROID POLYPUS OF THE UTERUS. 

Dr. J. Henry Froitnight presented the specimen, with 
the following history : 

Mrs. D., age 36 years, married, nullipara, consulted me for 
pain in back and thighs, accompanied by dysmenorrhea, and 
she said also that ‘^she had remarked something queer pro- 
truding from her^ privates.” Upon physical examination I 
discovered a fibroid polypus protiniding from the os externum 
into the vagina ; it extended down the whole length of the 
vagina and outside of the introitus Vaginie to the distance of 
one-eighth of an inch beyond the labia minora. 

^ It was only about one inch in diameter in its thickest por- 
tion, being club-form in shape. Its point of attachment was 
a little distance within the internal os, on the right latero- 
posterior surface of the uterine mucosa. The patient had 
noticed its presence about six months. About four years ao-o 
a solid fibroid had been removed from the uterus of the m- 
tient by enucleation by a well-known physician of this city. 

The present polypus was removed by excision with a pair 
of long scissors, the cervix having been previously dilated, 
partly by uterine dilator and partly by the finger. After its 
removal a smaller polypus, similar in general shape, was dis- 
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covered within the uterine cavity, which was likewise re- 
moved by excision. .Their seats of attachment were.jfirst 
scraped with the curette, after which an application of 
Churcliill’s tincture of iodine was made to the interior of the 
uterus. "Within a few days the patient was about again, 
nothing worthy of note having occurred after the ablation 
of the growths. 

De. G. M. Edebohls presented specimens obtained by re- 
cent laparatomies : 

I. DOUBLE SALPINGITIS ; LEFT HYDKO-SALPINX ; ABSCESS OF 
BIGHT AND HEMATOMA OF LEFT OVAEY. 

In the discussion of Dr. Harrison’s paper on “ Parametritis, 
especially in Reference to its Pathological Significance,” at 
our last meeting, I stated that, outside of the puerperal ■ con- 
dition, I knew parametritis only as an acute intercurrent affec- 
tion, secondary to injury or disease of the pelvic organs, its 
most frequent association being with disease of the tubes and 
ovaries. When so occurring, rest in bed and hot douches suf- 
ficed to remove the parametritis in a week or ten days, although 
the disease originally causing it persisted. 

I cited in illustration a ease then under my care — a mar- 
ried woman of 26, ill for four months with pelvic symptoms, 
and whose pelvic inlet was completely filled with a pathologi- 
cal mass in which neither fundus, tubes, nor ovaries could be 
recognized. After a few days’ rest in bed and hot douches, 
I could differentiate tubes and ovaries, and, aided by explora- 
tory puncture, was able to diagnosticate a small ovarian ab- 
scess of the right, and a hydro-salpinx of the leftside. I prom- 
ised that, in the event of a laparatomy, then contemplated, I 
would lay the specimens before the Society, whether they cor- 
roborated or disproved my diagnosis. 

I performed laparatomy six days ago, and found a double 
salpingitis, the left tube being distended with muco-serum ; an 
ovarian abscess, holding forty to fifty grammes of pus, on the 
right side, and a hematoma of the left ovary. After reliev- 
ing the tension of the abscess walls by withdrawing eight 
grammes of pus through a fine needle, the appendages were 
enucleated from their adhesions, tied off, and removed with- 
out rupture of the abscess. After their removal no palpable 
pathological product was left in the pelvis; not a trace of 
anything like parametritis could be felt. Immediately after 
operation the tubes and ovaries were cut open, in the presence 
of Drs. R. T. Morris, of this city, and W. Suiter, of Herkimer, 
The patient has not had a bad eymjitoni and is out of danger. 

Inasmuch as the patient had been ill for only four months, 
and had received no previous treatment, I would not have been 
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iustified in. Tecomitietidiiig opsratioii} liftd not the discovery of 
pus in the pelvis demonstrated the futility and risks of any 
other’ treatment and of delay. (Convalescence uneventful.) 

H. DOUBLE SA.LPINGO-OOPHOKITIS, WITH EXTENSIVE CYSTIC 
DEGENEEATION OF PELVIC PERITONEUM. 

This specimen represents a mistake in diagnosis. It is de- 
rived from a girl of 24, who gave a history of colicky pains and 
profuse, atypical hemorrhages for six months past. On exami- 
nation a rounded hard tumor, ten centimetres in diameter, and 
extending to within seven centimetres of the navel, is dis- 
covered, apparently embedded in the anterior uterine wall. 
Sound enters uterus to the depth of six and a half centi- 
metres. Behind the uterus the enlarged tubes and ovaries 
eau be felt, matted together and fixed by adhesions in Douglas’ 
sac. The diagnosis of fibroma uteri with diseased appendages 
was made. The presence of the latter was held to contra-in- 
dicate electricity. 

Salpingo-oophoreetomy was performed ten days ago. On 
opening the abdomen the lower end of the omentum, enor- 
mously^ thickened and studded with many cysts of various 
sizes, was found firmly grown to the anterior surf ace of uterus. 
The tumor formed by this ipass was mistaken for a fibroma. 
The unhealthy omentum was separated, tied off, and removed, 
the cysts were punctured and emptied, and the diseased tubes 
and ovaries shelled out of Douglas’ sac and removed. (Dn- 
■eventful convalescence.) . ■ 

III. THREE MYOMATA, EXTENSIVELY CALCIFIED, REMOVED BY 
ENUCLEATION, WITH PRESERVATION OF UTERUS. 

The history of the patient from whom these tumors were 
removed presents one or two interesting features. She is a 
widow, 63 years of age, who up to the age of 50 had men- 
struated regularly every four weeks, the flow lasting for 
eight days. Since 50 she has not lost a drop of blood. At 
63, three years after the menopause, she first noticed a 
hard lump in_ the lower part of the abdomen, which slowly 
increased in size. Otherwise her health remained unimpaired 
until within the past year, since which pelvic pain and pres- 
sure symptoms, and inability to work, have rendered her 
life miserable. 

Two fibroids, of stony hardness, are found impacted in pel- 
vis, one behind, the other to right of uterus. Athird fibroma 
IS movable above the symphysis. 

Laparo-myomectomy eleven days ago. Dibroma ISTo.l, eight 
by ten centimetres, is attached by a short, thick, and fleshy 
pedicle to the fundus. The pedicle transfixed and tied. 
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Slipping of the ligature over the stump subsequently necessi- 
tated the use of the continuous catgut suture to control hem- 
orrhage and close over the stumj). Myoma No. 2, eight by 
six centimetres, is found within the folds of the broad liga- 
ment, and enucleated from its bed after splitting the capstue. 
The cavity of the capsule was closed by the continuous buried 
catgut suture, starting at the bottom and reaching the peri- 
toneum in hve tiers. Myoma No. 3, seven by five centime- 
tres, with an annex three by two centimetres, is embedded 
deeply in pelvis within the right broad ligament. After enu- 
cleation in the same manner as No. 2. it was found impossible 
to sew in the depths of the capsule. The latter was therefore 
firmly tamponaded with iodoform gauze, the end of whicli 
was brought out at the lower angle of the abdominal wound.. 
The cavity of the uterus was nowhere opened. Patient ral-. 
lied well from the operation, and is now well on the way to 
recovery. (Convalescence uneventful.) 

The fibromata here presented are so hard from extensive 
calcification that a section could not be made by the knife. It 
required a saw to lay them open. 

IV. A MYOMATOUS UTERUS REMOVED BY PANHYSTEREOTOMY, 

the whole forming a fleshy mass, fifteen to sixteen centime- 
tres in diameter, and weighing three and a half pounds. The 
patient, a woman of 53, Avas driven by metrorrhagia, pains, 
and pressure symptoms to seek relief. On examination a 
myomatous uterus was diagnosticated, reaching to just below 
the umbilicus. The 'pros and cons of electricity and surgery 
were presented to the patient, and after due deliberation she 
resolved to stake her chances on the latter. 

The operation was performed this morning. After opening 
the abdomen the uterus was rolled out, and the capsule of 
the largest fibroma Avas incised with a view to an attempt at 
enucleation, Avhich had to be abandoned, howeA’^er, as imprac- 
ticable. The elastic ligature was placed around cervix, after 
previous ligation of the ovarian arteries, and the uterus was ' 
cut aAvay above the ligature. The incision laid open the 
cavity of the corpus, Avhich was cauterized with the Paque- 
lin. The vaginal vault was opened behind and in front of 
the cervical stump, and a pair of Polk’s clamps were passed 
up from the vagina on either side of the cervix, and adjusted 
by the hand Avitliin the abdomen, one upon either broad liga- 
ment. The cervical stump was cut away between the clamps. 
A number of large arteries retracted from the grasp of the 
clamp on the right side. They were picked up and ligated 
separately. After exact hemostasis Avas secured, the pelvis 
was packed Avith iodoform ^gauze brought out through the 
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vao'itia for drainage, and tlie abdominal incision was closed. 
Althougb the operation lasted one and a half hours, compara- 
tively little blood was lost, and the patient left the table with 
a good pulse. (Recovered.) 

In both of these cases the patients had passed the usual age 
of tlie menopause, and nothing was to be expected from 
simple salpingo-oophorectomy. dn such cases, in which the 
tumors have to be attacked directly, enucleation, as practised 
in the first case, seems to me to be the ideal operation. If the 
fibromata are not too numerous it should' always be attemptr 
ed. Should the attempt fail,' then I believe, pauhysterectomy 
is the indication. The total removal of the cervix settles at 
once and forever the question of intra- or extraperitoneal 
treatment of the stump, removes the danger of infection from 
the latter, and gives us the nicest possilfie drainage through 
the vagina. 

Incidentally I would mention that the four operations at 
which the above specimens were obtained were all performed 
with the aid of the so-called Trendelenburg position — i.e.. with 
the pelvis elevated, the body resting upon an inclined plane, 
forming, with the horizontal plane of the table, various angles 
up to one of 45°. I desire particularly to call the attention 
of abdominal surgeons to this position, the manifold and ob- 
vious advantages of which, in the practice of pelvic surgery, 
are not as yet sufficiently appreciated in this country. The 
obliging manner in which the intestines gi'avitate towards the 
diaifiiragm out of the operator’s way ; the increased facility 
with which the pelvic organs are rendered accessible to sight, 
toncl), and manipulation ; the ability to demonstrate these ope- 
rations to spectators almost as well as those performed in other 
regions of the body, constitute a revelation when first brought 
to our notice. I have made use of the position in every one 
of the laparatomies performed by me within the past eighteen 
months, and have recently completely reconstructed my ope- 
rating table to meet all its . requirements. Roughly stated, 
it reduces by about fifty per cent the technical difficulties of 
intrapelvie surgery, and the wonder to me is now how I ever 
managed to get along without it., I am sure that I have, by 
its use, satisfactorily completed more than one operation which 
formerly I should either have abandoned or performed but 
imperfectly. 

Dr Fi/ORIan Krug said that, inasmuch as Trendelenburg’s 
posture had been referred to, he wished to add a few remarks 
he having been fiist to employ it on an extensive scale in this 
country. Having witnessed Dr. Willy Meyer make use of it 
m a case of suprapubic cystotomy about two years a<ro, he • 
was immediately impressed with the advantages winch it^ 
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offered, and resorted to it in gynecological cases. At fii’st lie 
made nse of it only in those eases in which he expected to 
encounter some difficulty in -getting at the diseased tubes and. 
ovaries or small tumors hound down in the pelvis. But soon 
he found it offered such great aid that he adopted it in all 
laparatomy cases. He had now employed it in about one 
hundred cases, and all who had witnessed his operations had 
appreciated its advantages, and a great many had adopted it 
since. He knew of no contra-indication, no disadvantage in 
practice. It certainly did not interfere with narcosis ; on the 
contrary, one was less likely to he troubled by shock, espe- 
cially in weak individuals who were liable to have acute ane- 
mia of the brain. It did not interfere with breathing, and in 
this position the patient took ether, chloroform, or the mixed 
anesthetic very well. On the other hand, it rendered all parts 
of the pelvis readily accessible, and afforded great ease in ope- 
rating, the operator being enabled to see what he was doing. 
It was true that some operators claimed to be able to do as 
much with two or three fingers introduced through a small 
incision, but for his own part he believed that sight gave in- 
formation which could not be as fully gained by touch alone. 
He would rather submit to the extremely slight disadvantage 
of a somewhat larger abdominal incision than take the serious 
risk of rupturing a sac containing pus while groping about 
in the dark with the fingers introduced through a smaller 
opening. 

Dr. Coe said, regarding the advantages of Trendelenburg’s 
posture, that he had seen Dr. Ki-ug operate on a very difficult 
case of double dermoid cyst, and had been very much im- 
pressed with the facility which the posture afforded. He 
certainly would adopt it in a difficult case. He asked Dr, 
Edebohis how he distinguished between an ovarian abscess 
and a pyo-salpinx. 

Dr. Edebohls replied that in this case the tube could be 
palpated and distinguished as a separate entity from the ova- 
rian enlargement. 

Dr. Coe said he had asked the question because he had 
never known a case in which the differential diagnosis had 
been positively made until after the operation. Dr. Lange had 
operated upon a case of his for perityphlitic abscess. Dr. 
Janeway having seen the patient in consultation. Yet he 
found an ovarian abscess attached to the caput coli. He had 
himself recently operated in a case of ruptured ovarian ab- 
scess ^vith diffuse suppurative peritonitis, in which the condi- 
tion had not been suspected. He had seen several other simi- 
lar cases, which had led him to believe that the diagnosis of 
an ovarian abscess was most difficult. He could not under- 
stand how microscopic examination of pus from an ovarian 
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abscess could afford any information as to the source of the 

De. P. F. Munde said that a few weeks ago he had pre- 
sented a specimen of ovarian abscess to the Society, and stated 
that he had seen more cases of ovarian abscess than of p;yo- 
salpinx. He did not pretend, to have ever made a definite 
diagnosis of ovarian abscess, as distinguished from pyo-salpinx, 
before operating, buthehadmadethe diagnosis of pyo-salpinx 
on several occasions, and had found it correct at laparatoray. 
The only way to distinguish between the two conditions seemed 
to be by the peculiar shape of the mass. The fluctuating 
tumor would be most likely to be circular if an ovarian ab- 
scess, and oblong or tubular if a pyo-salpinx. During the 
present winter he had stated in two cases that he suspected 
ovarian abscess, basing his opinion on the presence of pus 
shown by the aspirator, and by the globular shape of the 
tumor, and on opening the abdomen had found the diagnosis 
correct. 

The President asked Dr. Krug how long ago Trendelen- 
burg had introduced this posture for operations, and stated 
that at least twelve years ago, perhaps -thirteen or fourteen, 
he had seen Dr. Noeggerath make use of it in what then was 
called Battey’s operation. 

Dr. MuNoi said he had seen Dr. Hoeggerath make use of 
it about 1876 or 1877, and Dr. Hoeggerath then called it 
Trendelenburg’s method. 

Dr. Krug thought that, whoever may have first made use 
of the method, Trendelenburg was the first to show its advan- 
tages and bring it to the general notice of the profession for 
adoption ; and that, therefore, it might justly be called Tren- 
delenburg’s posture. 

Dr. Edebohls said he had never claimed to be able to make 
a diagnosis of ovarian abscess from examination of the pus 
under the microscope, but he did claim that the diagnosis was 
possible, and he had himself made it in three cases prior to 
performi^ laparatomy. He had even made it before punc- 
turing. The diagnosis was made by feeling the tube in its 
normal, or nearly normal, relations on that side, while, in ad- 
dition, there was a roundish mass in the region of the ovary. 
If, on picking up this mass between the fingers of one hand 
in the rectum and of the other in the vagina, it were punc- 
tured through the vaginal or abdominal wall, and pus were 
withdrawn, he thought the inference clearly was that the 
mass was an ovarian abscess. 

Regarding Trendelenburg’sposture, hehad used it in his last 
foi ty laparatomies, and had come to regard it as almost an 
essential in the operation. 
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FIBROIDS OF THE HTERHS ; HYSTERECTOSIY. 

Dr. P. F. Munde presented the uterus and ovaries with 
multiple fibroids, and stated that the operation would not 
have been performed had it not been for the rapid growth of 
the tumors, as he was very conservative in performing hyste- 
rectomy for fibroids. The pedicle had been pierced by pins 
and an elastic ligature applied. The pins had been removed 
on the eleventh day. He presented the specimen only for the 
purpose of putting another case on record as showing the re- 
sults of the extraperitoneal method of treating the pedicle. 
He still thought that was the safest method, though not the 
ideal one. 

REMOVAE OF MULTILOCHLAR OVARIAN TOMOR FOLLOWED BY 
MALIGNANT DISEASE IN THE ABDOMINAL CICATRIX 
AND THE PERITONEAL CAVITY. 

Dr. Munde presented a second specimen, and stated that 
on the 19th of November, 1890, he had removed a multiloeu- 
lar ovarian tumor from the left side, the patient, a woman of 
48, making an uninterrupted recovery and returning to her 
home at the end of the fourth week. The adhesions were 
very extensive. About two months after the operation he 
was called by her husband to see her at her home because of 
a small tumor which had begun to develop at the lower angle 
of the cicatrix soon after her return home, and had attained 
the size of a mandarin orange. It was red, shiny, and tense, 
and had a malignant appearance. Owing to its rapid gi owth, 
appearance, and the further fact that there was also "a large 
tumor on the left side, within the abdomen, apparently un- 
- connected with the external growth, which had also developed 
since her discharge, he made the diagnosis of malignant dis- 
ease. She was taken to the hospital, where he easily removed 
. the small growth, which proved to be extraperitoneal, as he 
had expected. He then opened the abdomen and confirmed 
his diagnosis of malignant disease in the abdominal tumor, 
which could not be removed. It was impossible to make out 
the origin or attachments of the .mass; it was solid, immov- 
able, bled freely on handling, and filled the whole left side 
of the abdominal cavity. He therefore closed the wound, 
and the patient had done well since ; but, of course, it was 
expected that the relief would prove only temporary. 

He said that at a recent meetingof the Section of Obstetrics 
and Gynecology of the New York Academy of Medicine, Dr. 
A. F. Currier had reported a case in which a malignant tumor 
rapidly developed after a simple ovariotomy. In Dr. Miinde’s 
experience such cases were very rare. 
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TWO CASES OP HEMATO-SALPINX. 

Dr. Monde said he had two specimens to present of that 
•etiologically and perhaps pathologically mysterions disease, 
hemato-salpinx. "Within the last few weeks he had had op- 
portunity to remove a tube in two cases, in the first of which 
it had burst either immediatelj' before the operation or very 
shortly previously, and allowed its contents of fluid and clotted 
blood to escape into the peritoneal cavity ; while in the second, 
though the case was similar, the tube had not burst. Both 
were evidently cases of hemato-salpinx. "What the cause of it 
was he could not say. According to the teachings of some, 
these cases of hemato-salpinx were simply cases of ruptured 
tubal pregnancy; but he found no fetus, no evidence of an 
ovum. He must admit that, having operated upon a fairly 
large number of cases of diseased tubes and ovaries, and hav- 
ing tried to define his indications for opening the abdomen in 
such cases, he had few cases to record of hemato-salpinx, and 
in those few eases the histories gave no special reason to be- 
lieve that tubal pregnancy had existed. There was no cessa- 
tion or irregularity of menstruation, no special reason for 
believing that the women had been pregnant. At the same 
time he could not understand why a woman should have a 
blood tumor in the tube, the tube containing at times as 
much as a pint of thick, old, coagulated blood which evidently 
had been there for some time, unless there had been ec- 
topic gestation, which he was inclined to believe in as the 
•etiological explanation of many of these cases. He doubted 
whether any person could determine by examination of these 
•specimens whether pregnancy had existed or not. 

A MODIFICATION OF DR. POLK’s FORCEPS FOR VAGINAL HYSTE- 
RECTOMY, WITH METHOD OF OPERATING. 

Dr. Clement Cleveland presented a modification of Dr. 
Polk’s forceps for vaginal hysterectomy, with the following 
remarks : 

The changes made in them are suggested by the method 
I have employed in my last few cases. They have not yet 
been used, but theoretically they answer the requirements 
they were designed to meet. To describe them so that a 
reason for the modification may be understood, it will be ne- 
cessary to sketch the method itself, which is as follows. It is 
not proposed to here give a full detailed description of hys- 
terectomy. but merely to bring out the salient points of the 
method. The uterus is first separated from the bladder after 
Schroeder’s method. Then a posterior incision is made, not, as 
m Schroeder’s method, into Douglas’ pouch, but merely to the 
peritoneum. Then with the index finger the . peritoneum is 
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stripped from tlie posterior surface of the uterus as. far up as 
it is possible to do so, aud laterally on both sides, up ,to .tbe 
broad ligaments. In this way a large flap of peritoneum is 
saved, to fold down upon the opening left by the removal of 
the uterus ; there is less raw surface for the intestines to at- 
tach themselves to, and the consequent danger of intestinal 
obstruction much diminished. Moreover, the utero-sacral 
ligaments are thus disposed of, as the utero-vesical were in 
front, with the minimum loss of blood aud time. The an- 
terior incision is then made continuous. The next step is to 
clamp the uterine arteries. Here it is necessary to describe 
the modiflcation of the forceps which is required for clamp- 
ing the uterine arteries when this method is employed. The 
first change is in the lock, which is so constructed that each 
blade can be applied separately, after the manner of obstetri- 
cal forceps. This lock is the same as that used in a lamer 
forceps designed and described by me several years ago. The 
next change is in the blade to be applied anteriorly, which 
consists in prolonging it a half-inch, bringing it to a dull point 
like that of an aneurism needle. They are thus applied: The 
vagina is pushed up on either side as far as possible without 
tearing the vessels as they enter the uterus. The index finger 
is introduced through the posterior opening, and its point 
brought up on either side close to the body of the uterus, be- 
tween the uterine and ovarian vessels; then, with the end of 
the finger as a guide, the pointed blade is punched through 
and passed to an assistant to hold. Along the finger, still 
held in position, the other blade is passed, and the two brought 
together and clamped. This secures one uterine artery. The 
other is then clamped in a similar manner. 

The next step is to cut away the cervix from the forceps, 
beyond the uterine arteries, then with large curved (serrated 
preferable) scissors the incisions are continued, in the form of 
an inverted Y, to within a short distance of the fundus, and 
the cervix, with a large, wedge-shaped portion of the body, 
thus cut away. The fundus is at once quickly caught 
with a large, sharp hook and drawn down. This is accom- 
plished with greater ease than by any other plan, as the re- 
moval of the large wedge from the body allows the sides tO' 
come together and the collapsed fundus to glide down freely. 
Each uterine artery is then secured by a forceps. Here the 
lower blade is run along the forceps already applied to the 
uterine artery, through the opening made in the broad liga- 
ment, and under the ovarian artery, while the other blade 
passes above. Great care should be here taken that the ends 
of the forceps do not grasp intestine. The fundus is then cut 
away. 

The ovarian arteries are so quickly secured, after cutting 
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away the cervix and the portion of the body, that very little 
hembrrhage follows. 

The plan of first amputating the cervix has been done by 
others, and notably by Dr. Thomas, but I am not aware that 
the removal of the cervix, together with a large, wedge-shaped 
portion of the body, in the manner above described, has been 
suggested or performed by another besides myself. I wish 
to particularly call attention to the plan of stripping np the 
peritoneum from the posterior wall of the uterus instead of 
cutting directly into Douglas’ cul-de-sac. This I have no- 
where seen mentioned as an essential of the operation, and to 
me it is very important. 

It is claimed for, the method that it simplifies the process 
and renders possible the removal of large uteri whose extii*- 
pation could not be accomplished without resort to the supra- 
pubic operation. 

A LI&ATURE CARRIER IN OASES OF VAGINAL HYSTERECTOMY. 

The President presented an instrument which he had de- 
vised for more easily ligating the broad ligaments in cases of 
vaginal hysterectomy. It was constructed on the principle of 
the Sims uterine repositor, the mechanism being the same- 
The only difference is this : the blunt, curved needle takes 
the place of the .uterine stem. The instrument is easily taken 
apart and cleansed, and is therefore aseptic. It is made by 
theW. F. Ford Surgical Instrument Company of Hew York. 

Dr. Joseph G. Hirons read a paper 

ON THE therapeutic VALUE OF EXPLORATORY LAPARATOMV, 
WITH REPORT OF THREE CASES.' 

Dr. H. C. Coe thought the cases reported in the papep 
hardly came under what he regarded as exploratory lapara- 
tomy. He understood by ex^oratory laparatomy the mak- 
ing of a small incision for the introduction of the finger and 
the discovery of the condition present, then closing the wound 
and doing nothing further. The author, in speaking of eva- 
cuating ascitic fluid, had described a different procedure. 
When adhesions were separated, no matter to how slight a de- 
gree, the operation must be regarded as more than a simple ex- 
ploration. Most operators had had cases in which improvement 
had followed the simple separation of adhesions after opening 
the abdomen. In some cases the patients had apparently re- 
covered health. But where a simple incision was made, the 
finger uas introduced for diagnostic purposes, no adhesions 
were broken up. and the incision was- again closed, he be- 

' See original article, page £64. 
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lieved that tlie woman remained the same as she was before, 
and that little or no improvement would take place from 
simple exposure of tlie abdominal contents to air. But we 
were likely, in searching for the adnexa, etc., to break up 
some adhesions ; and where relief had taken place after a so- 
called exploratory incision, he thought it could be accounted 
for in this way. 

Db. Monde said he had resorted to exploratory laparatomy 
in a number of cases, but he had not placed the same meaning 
upon the term that the reader of the paper seemed to do. He 
resorted to it simply to confirm or correct his diagnosis. In 
four cases of tubei'cular peritonitis, in which the diagnosis 
could not be positively made, he made exploratory puncture 
and introduced the fingers, allowing the ascitic fluid to escape. 
In three eases there was no special benefit. After the wound 
had readily healed the ascites soon reappeared and the pa- 
tients soon succumbed. In one, the ease of a young unmar- 
ried woman, tlie tuberculosis appeared in the formerly healthy 
lungs within two months, and she died promptly, having no 
further abdominal trouble except a very slight ascites. He 
had come to expect less from this procedure in cases of tuber- 
culosis of the peritoneum than he did at one time ; yet, there 
being no other hope, he would resort to it in similar eases 
where there was any doubt as to the diagnosis. In 1887 he 
made an exploratory incision in a .case of ascites in which a 
definite diagnosis could not be made bj’' palpation. The wo- 
man was not over 30 ; the ascites had developed rapidly ; 
there was no cachexia. He opened the abdomen, making a 
rather large incision because her family physician had told 
him that he had tapped her once and had then found a pelvic 
tumor. Dr. Munde introduced his fingers through the inci- 
sion and found a papillomatous mass involving the ovaries, 
uterus, bladder, and rectum ; and, being unable to remove it, 
he washed out the abdomen and closed the wound. After 
about four weeks the ascites had again recurred, and at the 
patient’s request he reopened the abdomen and found the 
same condition as before. He then attempted with rather 
more force to detach the papillomatous mass, but the hemor- 
rhage was so profuse that he was compelled to desist and to 
pack in gauze to check it. He left a glass drainage tube in 
the wound as long as any fluid escaped^ perhapsfor two weeks, 
then removed it and closed the wound. The woman made a 
rapid recovery, the ascites did not return, and after a year he 
found her still in excellent health, although the tumor could 
be felt, of its previous size. He did not attempt to explain 
the I’esult in this case. In a case of ascites or abdominal 
tumor of uncertain nature, although there were a suspicion 
of tuberculosis or malignancy, and in which palliative or 
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expectant treatment proved of no avail, lie would resort to ex- 
ploratory laparatomy, not only for tlie purpose of making a 
positive diagnosis, but with some liopC)- offered by this case 
and the experience of other surgeons, of benefiting the pa- 
tient, even should radical treatment prove impracticable. 

Dr. Hanks suggested that, before resorting* to exploratory 
laparatomy, it would be well to introduce the trocar and draw 
off the ascitic fluid. He remembered doing that, when a 
younger man, on two consecutive occasions ; and the patient, 
a man, was alive to-day. He thought the trocar should be 
resorted to until we knew there was a tumor, or until it was 
found that the fluid would continue to reaeeumulate. 

Dr. Munde would protest against tapping. A simple inci- 
sion, two inches in length, was of no consequence or danger 
whatever, gave far more information, and answered the pur- 
pose of drawing off the fluid better than tapping. 

Dr. Hanks remarked that an exploratory incision might be 
safe if made by members of the New York Obstetrical So,- 
ciety, but he felt sure that it would be safer for most prac- 
titioners to first resort to the trocar. 

Dr. a. P. Dudley said he had had some experience with 
laparatomy in tubercular peritonitis, not only in the female 
but also in. the male, and he believed there was a middle ground 
which might be taken, according to the history of the case. If 
the ease were in an old person, the condition would be more 
likely to be malignant; if in a young woman, there would 
much more likely be a tumor, although it might not be felt by 
palpation, and an exploratory incision would be preferable to 
tapping. The first case in which he ever made abdominal 
section was one in which he diagnosticated rapidly develop- 
ing ovarian tumor. This he removed, and in a very short 
time malignant disease returned on the opposite side, whereas 
at the time of removal of the ovarian tumor there was no evi- 
dence of disease elsewhere. It was in a young woman ; yet 
usually in young women with rapidly forming dropsy we 
might expect tubercular disease. In such a case tapping 
might give a new lease of life, just as exploratory incision 
did sometimes. In young people, too, there were more cases 
of^ dropsy from pelvic irritation, the irritation having its 
origin in adhesions about the uterus produced by pelvic peri- 
tonitis. In such cases the previous history’ would be of value 
in diagnosis. He had himself had cases in which benefit bad 
followed an exploratory incision, but the incision was not made 
solely for diagnostic pui-poses; he was able to make a diagnosis 
with sufficient certainty to justify the incision before this was 
made. In one case the incision was made and the diagnosis 
of tubercular peritonitis was made previously’’ by his physician. 
Dr. Dudley was asked to and did make laparatomy, and the 
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man remained greatly relieved for two months, when the dis- 
ease developed in, the lungs and the man died. He thought 
the question of exploratory incision should depend upon the 
age of the patient and the history of the ease. 

Dr. a. H. Goelet. — I have but little to say on this subject, 
except to enter my protest against this measure, which is to he 
regarded as the grossest form of empiricism. Such teachings 
are dangerous, a strong reflection upon the judgment and 
morality of its supporters, and will he a disgrace to our pro- 
fession if countenanced. I fully recognize the advantages of 
exploratory laparatomy under certain conditions, hut never as 
a therapeutic measure. To risk' the life of a patient (though 
the risk be slight) on a chance of affording relief by merely 
opening the belly, and call this a therapeutic measure, is be- 
yond the comprehension of any right-minded, conscientious 
man. The responsibility for this is in a great measure due to 
the dogmatic assertions of Mr. Tait, a man whose dogmatism 
leads him to the extent of saying that he knows a. woman is 
cured when he has her' diseased parts in a bottle; and if she 
protests and complains that she still suffers even more than 
before, and is not cured, he is prepared, “ by these bottled 
specimens.” to prove that she lies {British Med. Jour., Jan. 
24:th, 1891). 

I will, with your permission, read some extracts from the 
report of a case of exploratory laparatomy by a professor of 
surgery in a St. Louis college : 

In treating a case of dysmenorrhea by dilatation, etc., his 
vigorous efforts setup an inflammatory condition in the pelvis, 
resulting in the formation of a tumor. He submits the patient 
to a laparatojny, but, flnding everything matted together, 
closes the abdomen without doing more than destroying a 
few bands. Ee is surprised that she recovers, and is still 
more surprised that she is better of her former symptoms 
after a lapse of four months, and that the tumefaction has 
almost entirely subsided. He atti’ibutes this to the operation, 
ignoring the fact that she was let alone after the operation. 
Such cases are being cured every day by a conservative plan 
of treatment. 

The moral to be drawn from this is that the general sur- 
geon and general practitioner who are incapable of recogniz- 
ing an inflammatory deposit in the pelvis, or of applying 
proper measures for its relief and dissipation, have no busi- 
ness tampering with gynecological cases. 

Dr. Coe said that he would notadvoeate exploratory punc- 
ture as a therapeutic measure, but would simply speak of its 
results. He thought Dr. Goelet had been rather strong in 
his statements. He could recall a case in which he was afraid 
to operate through fear that the patient had malignant dis- 
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•ease, but during bis absence bis assistant operated and re- 
moved a fibroid tumor of tbe ovarj', although the patient bad 
uscites'and bad been tapped several times. He' bad seen 
' several cases in which be had been unnecessarily alarmed by 
tbe presence of ascites, exploratory incision showing that there 
was not malignant disease. But such an incision, he claimed, 
was not a therapeutic measure; but when it was accompanied 
by the evacuation of ascitic fluid or breahing up of adhe- 
sions, improvement might take place. 

Dk. Blanks wished to explain that he believed in making 
an exploratory incision when by exclusion one had made a 
partial diagnosis and it was evident that something more must 
be done than had already been done. 

De. Hieons said the result in the cases reported was, of 
course, more or less accidental. ' In speaking of exploratory 
laparatomy, he had in mind the making of the incision, no 
tumor removed, no adhesions in particular broken up, any re- 
sults under those circumstances being attributed to the ex- 
ploratory procedure. In the first two cases which he had 
reported he was not sure whether an absolute diagnosis had 
been made before or not. He had copied the liistories from 
the records, in which an absolute diagnosis was not mentioned 
until after the operation. In his own case he did not know 
that he would have performed the operation had he been able 
before to make a positive diagnosis. Of course he did not 
think any one would perform exploratory puncture simply for 
the possible good it might do the patient. Whatever thera- 
peutic value might come from it would be more or less acci- 
dental. 

De. a. P. Dudley related the case of a woman who had 
discharged large quantities of water through the uterus. Seve- 
ral physicians were called in consultation, none of whom could 
make a satisfactory diagnosis as to the cause of the leakage. 
The woman became pregnant, but continued to lose quantities 
of water. In consultation with several physicians it was de- 
cided best to bring on abortion. It was thought there might 
be a sinus through which ascitic fluid escaped. One physi- 
cian, a friend of the family, opposed abortion, so the patient 
carried the child to term and was delivered. But she con- 
tinued to lose water, another consultation was held, and the 
conclusion was reached that thei’e was intra-abdominal irrita- 
tion of some kind, and laparatomy was made, and tlie only 
pathological condition found was an adhesion between the 
small intestine and the fimbriated extremity of the left Fallo- 
pian tube. But it had been sufBcient to keep up irritation • 
tlie tube had dilated into funnel-shape; the fimbriated extre- 
mity was miich larger than his thumb; the tube had acted as a 
funnel to collect the fluid exuded through the irritation, and 
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conducted it to the uterus. The leakage ceased after break- 
ing up tlie adbesion and thus relieving the irritation. The 
case showed that exploratory incision and simple breaking up 
of adhesions might be sufficient to cure a patient of dropsy. 


Stated Meeting^ March Zd, 1891. 

The Yice-President^ Henry C. Coe. M.D., in the Chair. 

MULTILOCULAK CYST OF THE OVARY. 

Dr. Clement Cleveland presented a large multilocular 
cyst of the ovary from a case which gave the following his- 
tory ; The patient entered his service at the Woman’s Hospi- 
tal February Itli ; she was 30 years of age, had been mar- 
ried twelve years, had had five children, the oldest eight and 
a half years, the youngest two and a half. Until a year and 
a half ago she had been in perfect health, being able to do a 
man’s work on a farm. A year and a half ago she began to 
have a burning sensation in the lower part of the abdomen ; 
thought the abdomen was enlarged, but was not certain of it 
until last June, when the growth became perceptible and 
continued to increase until November. There had been an 
almost continuous discharge of blood from the uterus for 
several months. There was constant headache, pain in 
back and abdomen, sleeplessness, and very little appetite. 
When Dr. C. examined her the entire abdominal cavity 
seemed to be occupied by a large tumor giving indistinct 
evidence of fluid. Sevei’al hard masses could be felt in 
different parts of the abdomen. Examination by the vagina 
showed the uterus in normal position; the sound passed 
in three inches. Measurements of abdomen were : circum- 
ference, forty-nine and one-third inches ; ensiform carti- 
lage to pubis, twenty and one half inches. He made a diag- 
nosis of probable malignant ovarian tumor, which was coincided 
in by Dr. Hanks. Laparatomy was thought proper, and was 
performed February 9th. An incision four inches long was 
first made in the median line, when he came down upon a 
cyst. The patient was then turned on the side. He passed 
in a large trocar and canula, and evacuated about a pint of 
viscid fluid. He tried to pass the instrument deeper doAvn 
into the tumor, but succeeded in evacuating but little more 
fluid. The opening in the cyst was then enlarged so as to ad- 
mit the hand, the incision in the abdomen having also been 
enlarged to six inches. He was then enabled to break up 
numerous cysts within the larger one, and said that while he 
had seen many multilocular cysts, he had never before seen 
one in which the cysts were so numerous and so closely knit 
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together. Each cyst seemed to have a fluid peculiar to itself 
in color and consistence. The pedicle was secured with cat- 
o-ut. The other ovary contained a cyst the size and shape of 
a goose’s egg, which he removed. The abdominal cavity was 
thoroughly washed out with several gallons of hot water. 
After being put to bed the patient began almost immediately 
to have a rather high temperature, running up the same night 
to 103° F., continuing high until the sixth day. There was 
no evidence of peritonitis or other inflammation. On the 
sixth day it occurred to him that there might be some indica- 
tion for quinine, and he gave the patient three grains every 
three hours. The next morning the temperature h.ad fallen 
to 99°, but it would immediately rise when the quinine was 
stopped, to fall again on its renewal. This seemed conclusive 
evidence of malaria. The patient was then doing well. 

EIBRO ADENOMATOUS POLYPUS OF THE CERVIX UTERI. 

Dr. Cleveland presented a second specimen, which he had 
removed from a patient 45 years of age, who had entered his 
service at the hospital February 4th. giving a history of mar- 
ried life of twenty years, four children, the oldest 18, the 
youngest 12 years. She liad been out of liealth fully ten 
years, complaining, she said, constantly of irritation of the 
"bladder, for which she used various remedies and sought the 
aid of physicians without much benefit. Two weehs before 
admission she was taken with suppression of urine; sent for 
her doctor, who found a large tumor filling the vagina. Dr. 
Cleveland found the tumor filling the vagina and pelvic cavityq 
so that it was impossible to reach up to the cervix to deter- 
mine where the tumor was attached. It seemed evident, 
however, that it was attached either to the vagina (a rare situa- 
tion) or to the cervix. It was possible that it was a fibroid 
which had descended from within the uterus. The feel was 
that of a fibro-cyst. On puncturing it while the patient lay 
on her back, the legs flexed, a quantity of greenish pus gushed 
out through the eanula. The cavity was then washed out, the 
tumor drawn down and cut off, the "patient placed on her side, 
the cavity where the tumor had rested and the entire vagina 
were packed. She made an uneventful recovery. 

Dr. Oeorge C. Freeborn had made the following report 
on the tumor : Case of Mrs. F., tumor of the vagina removed 
by Dr. Cleveland February 10th, 189 1. Macroscopical exami- 
nation : The tumor is a pear-shaped mass, with the stump of 
a pedicle at the neck of the tumor. It measures '8.5 cm. in 
its loi _ diametei, G.5 cm. in its transverse diameter. It has 
a smooth external surface. On longitudinal section an elon- 
gated cavitj , situated to one side of the median line, is found. 

39 
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The internal surface of tliis cjst is lined with nodulai' mate- 
rial. Several other small cj'sts tilled with pus are also found 
inside of the tumor. Microscopical examination : A fibro- 
•adenomatous polypus of the cervixuteri, with glandular struc- 
tures for the most part, and cysts of various sizes, the larger 
•ones showing the lining epithelium replaced with a layer of 
•granular tissue, their lumen being filled with pus; the smaller 
ones showing the epithelium still intact, but degenerated, and 
their lumen tilled with pus. The tumor also shows large areas 
•of edema, and at other places, especially around the cysts, 
small-celled infiltration. The entire surface of the tumor is 
covered with sti'atified epithelium, like that on the vaginal 
•surface of the cervix. 

Dr. Freeborn also reported on the first case as folloivs, 
which Dr. C. accidentally* omitted to read ; Mrs. S., in Dr. 
'Cleveland’s service. Operation February 9th. Macroseopieal 
■examination ; Right ovary, multilocniar cyst, so torn that no 
measurements cati be made. Left, pear-shaped, measuring 
5.5 cm. in length, 4.5 cm. in width, 3.5 cm. in thickness. 
Ovary on longitudinal section found reduced to two cysts, one 
situated at the base measuring 3.5 cm. in diameter, the walls 
on the surface being very thin ; the one at the apex measur- 
ing 2.5 cm. in diameter, with thin walls on the surface. 
Tube normal. 

PROOF OF TUBAL PREGNANCY AT TERM WITHOUT RUPTURE. 

Dr. Malcolm McLean referred to the case which he re- 
ported at the meeting of December 17th, 1889, as, one of tubal 
pregnancy removed at the twelfth month, there being every 
evidence that the tube had not ruptured, unless it were below 
where it could not be examined at the time of the operation. 
Some of the gentlemen present had expressed doubts as to 
the sac not being extraperitoneal, and as to the operator pass- 
ing through the peritoneum to reach it, and one gentleman 
seemed to think it m ight have been a case of bicornate uterus. 
He now presented this patient in evidence of his statements 
made at that time, for on the anniversary of the o^ieration he 
had delivered her of a child under circumstances which iier- 
mitted of thorough examination of the uterus and tubes. A 
hernia had formed where the previous incision had been made, 
and only the abdominal integument separated the gravid ute- 
rus from the external world. There was thickening of the 
right Fallopian tube, which had been the seat of the ectopic 
pregnancy two years ago, and no evidence that the sac had 
been extraperitoneal, no evidence of bicornate uterus. 

transperitoneal hysterorrhaphy. 

Dr. Florian Krug presented a patient on whom he had 
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performed transpevitooeal liysterorrhaphj’, and stated that on 
the 28th of Kovembev he read a paper before the Section on 
Obstetrics and Gynecology of the Academy of Medicine, in 
which he described this method of operating. He was unable 
to present more tlian one of tlie patients whose histones he 
then related, but could say that, with one exception (there be- 
ino- a good reason for this exception), tlie results in all had 
been ec[ually good. He fixed the uterus to the abdominal 
wall without opening the peritoneal cavity— not in the way 
that Howard Kelly had done, passing tlie needle through the 
abdominal walls and uterus at the same time ; nor as Canera, 
of Italy, and Assaky, of Bucharest, had done, cutting down to 
the peritoneum and sewing the uterus to the anterior Avails 
Avithout denuding the uterus. He further said that the ope- 
ration was not called for in any case where there Avas disease 
of the OA^aries and tubes. He hoped there Avo.uld be no dis- 
cussion regarding its use in any case where there AVtre adhe- 
sions or disease of the tubes and ovaries. Hor was it called 
for in eases which could be relieved by Thiire Brandt’s method 
of massage, by a pessary, or by electricity. It Avas called for 
only in cases of perfectly movable uterus, retroflexed or pro- 
lapsed, the appendages being normal. It Avas meant for re- 
troflexion, but he did not Avish to discuss the point Avhether 
retroflexion was a disease or a symptom. He simply took the 
ground that in some cases Ave could not cure the patient un- 
less Ave cured the retroflexion, no matter Avhether it Avere re- 
garded as a symptom or a disease. Even the accompanying 
endometritis could not be cured Avithout curing the retro- 
flexion in some eases. It Avas also of value in cases of descen- 


sus or prolapsus uteri, Avhere other plastic operations had to 
be performed at the same time, as its short duration did not 
• prolong etherization injuriously. 

The patient Avas xdaced in Trendelenburg’s posture, Avhich 
Avas of great importance, as it did away with a possible danger 
of injuring the intestine. Any one who had seen laparatomy 
performed Avith the patient in this position Avould realize that 
it was impossible to do harm to the intestine. Strictest anti- 
septic details Avere observed, the patient being prepared in the 
same careful manner as for laparatomy. The A'^agina was also 
thoroughly cleansed. A rather thick sound was introduced 
into the uterus, catheter into the bladder, a tenaculum put 
into the anterior lip to control the uterus. Then the uterus 
Avas brought for\yard against the anterior Avail; over it he made 
a very small incision, in lean persons not over one-half to 
three-quarters of an inch long, Avhile in persons with a o-ood 
deal ot adipose an inch or an inch and a half might be neces- 

peritoneum Avithout opening 
it. Ihen he could feel the uterus, which was being, tilted 
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forward by liis assistant with the sonnd, immediately under 
the serosa; in some cases the uterus could almost be seen 
through the glistening peritoneum. He then took a needle,, 
made like Peaslee’s, embodying the Hagedorn principle, the 
eye being put back somewhat further than usual so as to allow 
of a larger cutting edge on the back of the needle. This was 
introduced through tlie entire thickness of the abdominal 
walls, about a quarter of an inch from the wound, down through 
the peritoneum to the uterus, which was scraped with the cut- 
ting edge of the needle. Having thus denuded about a square 
inch of the anterior surface of the uterus, he passed theneedle 
through a sufficient thickness of tissue at the fundus, and 
brought it out on the opposite side at a place corresponding 
with the point of entrance. He then threaded the needle 
with a strand of silkworm gut and withdrew it. Another su- 
ture was put in the same waj"^ at a point below or above the 
first suture. An aseptic button could be included in the su- 
tures to prevent them from cutting into the tissues. The en- 
tire wound was closed by these two sutures alone, which were 
allowed to remain in situ for from four to six weeks with 
perfect safet}'. The patient Avas kept in bed from ten to four- 
teen days. A pessary might be applied, but it was not neces- 
sary. In all his cases no bladder symptoms had occurred, no 
rise of temperature, the uterus had ever remained in its new 
jiosition. 

It might be said by some, if one cut down to the peri- 
toneum, one might as well open it. He replied that there was 
a small percentage of deaths, even in aseptic laparatomies, • 
which he would avoid. All he had to do was to maintain per- 
fect asepsis of the needle and silkworm gut. Then there was 
no risk of hernia taking place through so small an opening. 

The operation also had the advantage of brevity. It re- 
quired only five to eight minutes, whicJi was a special recom- 
mendation over Alexander’s operation in cases where plastic 
operations were to be carried out in the same sitting, and which 
would require prolonged ether narcosis. 

The patient presented was operated upon on the 18th of 
December, and others had been operated upon nine months 
ago, with one exception all being in the same condition, the 
uterus remaining up. In one case he purposely put off 
a plastic operation on the perineum in order to test this 
procedure ; and the patient felt so well after the lij’steror- 
rhaph}’' that she refused further treatment. 

De. H. J. Boldt said he had examined the patient whom 
Dr. Krag had presented, and had found the uterus iq? in the 
pelvis, attached to the anterior abdominal wall, and in as 
nearly a physiological anterior position as could be expected. 
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irom any operative procedure. I 
good, lie must tbint well of tlie 
he would have supposed it woub 
through so small an incision. . It 
lie impossible for a hernia to occur. ^ 

Dk. Olbvelant) raised the question whether scaritying 
the fundus of the uterus before attaching it to the abdominal 
walls was really necessary. He had fjistened the uterus with 
silkworm gut or silver wire in two cages, leaving the suture in 
fourteen days, and the uterus remained firmly attached, al- 
though he did not scrape the fundus. 

Dr. W. Gill Wylie also thought that the operation was 
ingenious, but he objected. to any operation ivhich attached 
the uterus to the abdominal wall. Where there was no dis- 
ease of the tubes or ovaries, it was very rare for any case to 
require further treatment , than that directed to the lining 
membrane of the uterus, the lacerated cervix, or disease in 
the caual leading to the uterus. But where there had been 
a great deal of relaxation of long standing, and tone could 
not be restored, it was his experience that Alexander’s opera- 
tion, since he had learned to ,do it, was perfectly satisfactory 
and at the same time less objectionable. It was more in har- 
mony with the natural condition of things than the operation 
which attached tlie uterus to the abdominal wall. He believed 
now tliat any exqiert could perform Alexander’s operation 
without risk. While the operation described by Dr. Krug 
•did hold the uterus up for a time, it could not yet be said that 
it would prove permanent (or free from danger, for there was 
likelihood of wounding an intestine or getting strangulation 
below the adhesion). Since having learned to do Alexander’s 
operation ])roperly, he had not bad a single failure. 

Dr. a. H. Buckmasxee said he was astonished at the amount 
of mobility shown by the uterus in Dr. Krug’s case, while at 
the same time it was held in position. He felt a little timid 
about undertaking the operation, through fear of wounding 
the intestine. 


f all the eases were equally 
procedure. Theoretically 
d he impossible to operate 
was so small that it would 


Dr. G. M. Edebohls believed that, in just the class of cases 
which Dr. Krug had claimed as appropriate for tliis operation, 
Alexander’s, properly performed, would accomplish the same 
result, and in a more natural manner, in that it shortened the 
ligaments which rvere intended to hold the uterus forward. 
Therefore, in all uncomplicated cases of retroversion he would 
pieiGi tliG Alexander method. But there was one indication 
foi the operation describeu hy Dr. Krug, and to which atten- 
tion had already been called-namely, to shorten the period 
of etherization when additional operations had to be performed 
on the perineum, cervix, and anterior vaginal wall at the 
same sitting, as was necessary in certain eases of retroversion 
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and prolapsus. He had resorted to Hr. Krug’s procedure in 
one such case with much satisfaction. 

He. W. M. Polk thought that, since Dr. Ivrug cut down to 
the peritoneum, the additional danger from air entering the 
cavity if the peritoneum were incised was not great, scarcely 
equal to the danger of including a portion of the omentum' or- 
intestine in the ligature if an incision were not made. He 
agreed with those who expressed a preference for the Alexan- 
der operation, and added that it was more successful, however, 
in cases of retroversion than in those of retroflexion. He had 
just seen one of his patients on whom he had performed tliis 
operation three or four years ago, and while she was in a 
measure relieved, yet the flexion had not been corj-ected. 
She was now pregnant. But in retroversion lie regarded the 
Alexander operation as perfect as any which had yet been 
devised. 

Dr. Kkuo, replying to Dr. Cleveland’s question whether it 
was necessary to denude the surface of the uterus, replied em- 
phatically, yes. Howard Kelly had given up his method of 
fixing the uterus without an incision or denudation, because 
it failed to adhere permanently, as he had stated in the Ajt. 
Journal of Cbsteteios. But where a laparatomy was per- 
formed at the same time, and the pelvic organs were handled 
more or less, the uterus might adhere to the anterior wall if 
fixed there without denudation, for the reason that more ad- 
hesive inflammation would take place than where the abdomen 
was not opened. Where the abdomen was not opened, to de- 
nude the fundus was a very important factor in the operation. 
While he knew that Alexander’s operation Avould answer the 
purpose in many cases, yet he had seen a number in which 
the result had not been satisfactory. He now had one patient 
under' his care on whom Alexander’s operation had been pei- 
formed by some surgeon and the patient discharged cured, 
yet he proposed to resort to his own procedure, as the retro- 
version had recurred. He had already mentioned the much 
greater brevity of the procedure which he had described. 

Dr. Clevelanu explained that in both of his cases in which 
the uterus hdd remained attached to the anterior abdominal 
wall where it had been fi.xed vuthout denudation, the uterine 
appendages were removed. This might aceo\int for the per- 
manency of the result. 

specimens from two cases of tubal pregnancy. 

Dr. H. J. Boldt presented specimens which were taken 
from two cases of tubal pregnancy which had recently come 
under observation. One of the specimens had been examined 
by Dr. Adams, pathologist to the Society : the other, although 
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not yet examined hj tiie pathologist, contained the embi} o. 
Both patients were 33 years old. In one case the diagnosis 
of tubal pregnancy had been made ; but before the patient 
could be operated upon the tube ruptured. She was already 
in the liospital. Hb found tlie abdomen full of bloodjtlie pa- 
tient being in collapse. He did not search for the escaped 
embryo. 'The patient made an excellent recovery. In the 
second ease, of which the embryo was presented, there was 
also rupture, and the patient made a good recovery after the 
operation. 

Speaking in general of the diagnosis of ectopic pregnancy, 
Dr. Boldt said tliat if a patient passed her period, then be- 
gan to have peculiar chocolate-brown blood escape from the 
uterus, continuing a number of days, perhaps weeks, accom- 
pauied by more or less pain, sometimes pain of a colicky 
kind, a tumor on one side of the uterus, the body of the 
organ slightly enlarged and somewhat softened, he would not 
hesitate to diagnosticate ectopic pregnancy. Of course the 
diagnosis would be more positive if a distinct decidua had 
passed. Under those circumstances he would not waste time 
with electricity, but would operate at once. 

LABGB EIBROID OF THE UTERUS ; HYSTERECTOMY. 

Dr. Boldt presented this specimen as illustrating the ad- 
vantage of Trendelenburg’s posture in laparatomy. The 
patient was 47 years old ; had for six weeks been suffering 
from intense pain, both direct and reflex, due to pressure of 
a large fibroid crowded in the true pelvis. The patient com- 
plained of p.ain in the upper extremities, in the neck, of short- 
ness of breath, and palpitation. Notwithstanding the large 
size of the fibroid and its pressure within the pelvis, yet the 
operation presented little difficulty with tlie patient in Tren- 
delenburg’s posture, whereby the intestines were caused to 
descend toward the diaphragm and pressure in the pelvis was 
relieved. There was practically no hemorrhage. The patient 
was doing well. 

SPONTANEOUS RUPTURE OF THE' UTERUS DURING LABOR J EX- 
PLORATIVE LAPARATOMY ; DEATH FROM SHOCK. 

_Dr. H. 0. OoE exhibited a specimen of ruptured uterus, 
with the following history’: At the last meeting I presented 
a ruptured uterus which I had removed entire by laparatomy 
a few days before, the lesion having been complicated by 
prolapse and gangrene of the intestine. A week later I eri- 
countered in my service at Maternity Hospital, New York, 
the fourth case which I had seen within seventeen months. In 
each the lesion was different, as was the indication for treat- 
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ment after performing laparatomy. The patient from whom 
the present specimen was obtained was a strong Irishwoman, 
29 years of age, pregnant for the fourth time. Former labors 
normal. Pelvic measurements normal. Labor began on 
February 22d at 1 a.m., but the pains were not severe until 
eight hours later, when she was brought to the delivery room. 
The os was slightly dilated and a bilateral laceration of the 
cervix was recognized. Tlie pains were slight and irregular, 
and ceased entirel}’^ during the afternoon. Her pulse in the 
morning was 110, but later it was 120 and weak. JVlilk 
punches were given during the day. In the evening the 
membranes ruptured and a large quantity of liquor ainnii 
escaped, the cervix being then about three-quarters dilated, 
with the head not engaged. The uterine contractions now 
Lecame more active, the head engaged and began to descend,’ 
carrying before it the edematous anterior lip of the cervix. 
Position of vertex, R. O. P., with imperfect flexion. The 
head was arrested in the middle of the pelvis until 1 a.m. 
(February 23d), when severe bearing-down pains began and 
the child was rapidly delivered, the forehead first engaging 
and the occiput sweeping over the perineum. The ciiild, 
which was still-born, weighed ten pounds and seven ounces, 
and had a large caput suecedaneum covering the anterior half 
of the right parietal bone. Placenta expressed ; no ]>ost- 
partum hemorrhage, the uterus contracting firmly. A drachm 
of ergot was given. The patient felt weak, her pulse being 
115, but cou versed cheerfully. She was removed to the ward 
after the usual interval and placed in charge of a special 
uurse, who reported that she passed a restless night, sleeping 
at intervals, with a pulse of 110. At 6 a.m., five hours after 
delivery, the nurse noticed that the patient’s pulse was almost 
imperceptible, and sent for the house surgeon, who found her 
in collapse, with rapid breathing, cyanosis, a cold, clammy 
skin, and thready pulse. The uterus was contracted, and the 
fundus appeared to be tilted over to the right side, but there 
was no ■ external hemorrhage. Hypodermic injections of 
whiskey, digitalis, and strophanthus were given, with rectal 
enemata, and the patient i-allied, her pulse being 140, but an 
hour and a half later falling to 120, with forty respirations 
to the minute. She was very restless, but quite conscious, 
and complained of great thirst. By 9:30 a.m. she had reacted 
well and was able to take beef juice and stimulants by the 
mouth. At 10:30 her pulse was 320, temperature 100°, res- 
pirations 40. I had not been notified, but happened to 
Ausit the hospital at 11 a.m. One glance at the patient Avas 
enough to couvince me that she was in all probability suffer- 
ing from internal hemorrhage. As the uterus was fairly 
contracted, there was no external bleeding, and a history of a 
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prolonged first stage, witli great depression attending and fol- 
lowino- the labor, the siis]hcion that there was a serious lesion 
of the nterus was entertained. Only a hasty vaginal exain- 
ination was possible, on account of the resistance of the 
patient and the fear of increasing the existing shock. ^ 1 
found a deep laceration on the left side of the cervix, 
extending upward into the body of the nterus. As there 
was no visible hemorrhage, I did not introduce a tam- 
pon, but called a consultation of the attending staff and 
ordered stimulants, with hypodermics of camphorated oil 
(one to four), directing that the patient should be prepared 
for laparatoray. At 1 p.m. she was in fair condition, with a 
pulse of 116. At 2 p.K. Drs. Murray, Grandin, and Hance 
saw the patient with me and agreed with the diagnosis of 
rupture of the uterus into the left broad ligament. 'Whether 
the tear had extended into the peritoneal cavity or not was 
not clear ; the hand introduced through the rent entered a 
large cavity filled with blood clots, but which appeared to 
be'extraperitoueal. The patient’s condition was desperate, 
there was every evidence of internal bleeding, and it seemed 
unjustifiable to merely’’ tampon the uterus and allow her to 
die without an attempt to discover the exact nature of the 
lesion and to check the hemorrhage by forceps or ligature. 
Lauarafomy was performed, with the able assistance of my 
colleagues, the patient being in Trendelenburg’s posture. 
Owing to the excessive edema of the parietal peritoneum, it 
was identified and opened with considerable difficulty. The 
uterus was lifted out of the wound, and it was found that 
there was an enormous hematocele of the left broad ligament, 
the blood having extended beneath the peritoneum in front 
of the uterus and upward into the iliac fossa. There was 
no Iilood within Douglas’ pouch. Further interference was 
contra-indicated, the' wound was rapidly closed, and the 
patient died just as the operation was completed. I removed 
post mortem the accompanying specimen, which is of more 
than ordinary interest as illustrating certain points which 
were raised at the discussion of this same subject two weeks 
ago.^ Although the tear extends obliquely upward from the 
cervix, it did not start from an old laceration, since there 
still exists a bridge of tissue completing the os externum. 
Evidently the tear began in the inferior segment of the 
uterus and extended in both directions, upward into the 
broad ligament and downward into the portio vaginalis The 
lesion must have occurred during the first stao-e of labor due 
to the long pressure of the large, extended' head. This is 
borne out by the history of the case— the alarming condition 
ot the pattent during the second stage and after delivery 
ihe absence of external hemorrhasre was remarkable com;id- 
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ering the anioniit of exti’aperitoiieal effusion. 1 am nnahle 
to explain wh}' the hloocl should have forced its way in the 
direction of greatest resistance, except on the hypothesis that 
the contraction of the nterus, Avhich was maintained for seve- 
ral hours after delivery, partialh- closed the tear in the uterine 
wall, while bleeding was constantly going on from the lace- 
rated vessels of tlie broad ligament. The blood clot which 
plugged the opening also served as an effectnal bar against 
the escape of blood externally'. That the hemorrhage was 
progi’essive was shown both by the subsequent collapse of the- 
patient and the size of the hematoma formed on opening the 
abdomen. 

A word as to the diagnosis of the condition. A failure to 
recognize the lesion during and after delivery would have 
been pardonable, even for an expej’t, in view of the long la- 
bor, the weak state of the patient throughout, her fair condi- 
tion afterwards, with the fact that the uterus contracted well 
and that there was no external hemorrhage. "When sjae col- 
lapsed tive hours later, however, suspicions ought to have 
been at once aroused. There was little doubt in my own 
mind as to the existing condition, even before I made a vagi- 
nal examination. Pulmonary embolus, heart failure, co]i- 
cealed hemorihage, and rujJture of the uterus were the only 
accidents to be considered. The former was rendered proba- 
ble by the dyspnea, tlie latter by the history of inefficient 
uterine contractions, and heart failure might have been in- 
ferred from the condition of the pulse throughout labor. But 
pulmonary embolus would not have caused such extreme pal- 
lor and such a thready pulse; for pure heart failure there 
seemed to be no satisfactory cause, and there could be no con- 
cealed intra-uterine hemorrhage with a contracted uterus. 
Internal bleeding offered the only explanation, and how could 
that happen except as the result of the lesion which was sub- 
sequently found to exist? As to the question of treatment, 

I sup])ose that if the laceration had been discovered imme- 
diately after delivery the introduction of a proper tampon 
might have cheeked the bleeding and saved the patient, though 
she might have succumbed subsequently to the prolonged 
suppuration which would have attended- the healing process. 
When 1 saw her there was no hope of accomplishing anything 
by jjalliative treatment. Was I justified in performing lapa- 
ratoroy'? Desperate casesrequire heroic treatment. Although 
an avowed conservative as regards elective operations, in the 
face of such accidents as those which I have narrated I sel- 
dom hesitate. Intraperitoiieal hemon-hage resulting from 
the laceration of viscera can only be reached by laparatomy', , 
whether it is due to ruptured "tubal prcgnancy,’to rupture 
of the uterus, oi- to gunshot wounds of the abdomen. The 
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patient may die under the operation, bnt there is always a 
chance that she may recover, while without operative interfer- 
ence death is inevitable. As I was in doubt as to the extent 
of the lesion, had every reason to believe that hemorrhage 
was going on into the peritoneal cavity, and was certain piat 
my patieTit would die unless something ivas done, I believe 
that I was justiiied in opening the abdomen, even though it 
was only to be confronted with the fact that there was no in- 
traperitoneal hemorrhage and that the operation was fruit- 
less. We learn more from our unsuccessful than from our 
successful laparatomies; and if we shrinlc from the responsibil- 
ity of operating under such unfavorable cii-cnmstances as 
those just described, we shall never have the satisfaction of 
snatching a woman from certain death by a heroic procedure 
which inay have seemed at the time unjustifiable. 

Dr. Gr. M. Edebohls presented two specimens which he 
considered of interest in connection with the question of the 
treatment of uterine fibromata by electricity. 

The first specimen was one of 

ADENO-EPITHELIOMA OF BOTH OVARIES CO-EXISTING WITH UTE- 
RINE FIBROMA, 

and was obtained by laparatomy from a single woman of -tS, 
who had been sent to him by her family physician with a 
written request to continue a course of electrical treatment 
initiated and carried on for several months past, but without 
effect, by the family physician. In the note a preference ivas 
expressed for electro-puncture. 

The patient was anemic and cachectic in appearance, and 
gave a history of severe pelvic pains and pressure symptoms 
for eight months past. She had no abnormal hemorrhages ; 
on the contrary, she had lost no blood for three months, and 
supposed herself to have reached the menopause. 

On examination, a fibroma eight centimetres in diameter, 
occupying the posterior wall of body and cervix, was found 
immovably impacted in the pelvis. In addition to this the 
appendages were found considerably enlarged and tendei* to 
pressure on either side. Exploratory puncture of the left 
appendages yielded bloody serum. 

Disease of the appendages having been thus established, 
electricity was held to he contra-indicated, and laparatomy 
was performed. The left appendages were easily secured. 
On the right side, however, the neoplasm had infiltrated the 
peritoneum and siihperitoneal tissues of the posterior pelvic 
wall. In removing it from this region the right ureter was 
laid bare for three centimetres of its length' and alarmiim 
hemorrhage occurred. After the operation patient sank into 



620 


TRANSACTIONS OF THE 


a condition of marasmus, witli a tendency to subnormal pnlse 
and temperature, and died in marantic coma on the ninth 
day. 

Dr. Eugene Hodenpyl kindly examined the specimen and 
reported it as colloid adeno-epithelioma of botli ovaries, in- 
volving the tubes. He regarded it as a good example of 
malignant disease engrafted upon ordinary cyst-adenoma. 

There was no doubt in the mind of Dr. Edebohls that had 
the indications been propeidy met and laparatomy performed 
six months earlier, the result would have been vastly differ- 
ent. As it was, the golden opportunity passed by unseized 
while electricity was being employed, and the patient came 
to the operating table too weak to rally from the operation. 

The second specimen presented bj" Di'. Edebohls was a 

UTERUS CONTAINING IN ITS WALLS TWO GANGRENOUS FIBRO- 
MATA, 

removed together with the tubes and ovaries by abdominal 
panhysterectomy (Freund’s operation!. 

The history of the case was as follows : A. K., single, 30 
years of age, teacher, had menstruated regularly, three to four 
days every four weeks, with rather profuse flow, until Decem- 
ber 1st, 1889, Since May. 1889, she had had occasional pains 
in the right groin, to which, however, she had given little at- 
tention. On Januarylst, 1890. a uterine hemorrhage came on, 
which continued uninterruptedly for the next six weeks, when 
her physician placed her under Dr. Edebohls’ care. Severe 
colicky pains accompanied the flow. 

On examination a uterine tumor was found reaching to the 
umbilicus. The average diameter of the tumor was gauged 
at seventeen to eighteen centimetres. The tumor was made 
up of the enlarged uterus containing in its anterior wall two 
fibromata, one ten and the other five centimetres in diameter. 
Hymen intact ; os thickened and ])atulous ; uterine cavity 
eleven centimetres deep ; appendages normal. 

Dr. Edebohls considered the case a proper one for treat- 
ment by electricitv. From February 15th to May 21st, a 
period of ninety-five days, twenty-eight applications of the 
galvanic current were made. Full antiseptic precautions 
were used, the vagina and the uterine cavity Iieing irrigated 
with sublimate solution, 1 : 3,000, before and after each appli- 
cation. On account of the tendency to hemorrhage, the 
positive pole was always used within the uterus; the negative, 
in the form of a large clay electrode, upon the abdomen. The 
duration of each treatment varied between five and fifteen 
minutes, according as a stronger or a milder current was era-, 
ployed. The strength of the current varied between twenty- 
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five and seventy -five milliainperes. In citing tlie case during 
a discussion before the Section on Obstetrics of the Academy 
of Medicine, Dr. Edebobls had stated that he had employed 
up to one hundred and seveuty-tive milliainperes. Since then 
he had ascertained that this statement was based upon a false 
reading of the Barrett milliamperemeter which he theu em- 
ployed. He had since obtained a Gaiffe nieter, and bj^ plac- 
ing the two, the Barrett and the Gaifie, in the same circuit, 
he found that when the former registered one hundred and 
seventy-five milliainperes, the latter indicated but seventy- 
five milliamperes. By further comparisons with standard 
instruments (Weston’s) he found that his Gaiffe meter was 
absolutely correct. 

After five or six applications the hemorrhage was practi- 
cally under control ; after a few further applications the 
pains also ceased. When the course of electrical treatment 
was completed, the uterine tumor was found to have been re- 
duced one-half in size, with complete relief of pain, hemor- 
rhage, and pressure sj^mptoms. The result was satisfactory 
to both patient and physician, and treatment was discon- 
tinued. 

Ten days later Dr. Edebobls was summoned to see the pa- 
tient, and found her suffering from an attack of acute serous 
pelvic peritonitis, Douglas’ sac being distended to its utmost 
capacity. The symptoms were severe ; pulse 130, tempera- 
ture 103^°; but after two weeks the serous exudation was ab- 
sorbed, the patient was convalescent, and the doctor discon- 
tinued his visits. 

A week later he was again summoned, and found his pa- 
tient in a mildly septic condition, with a slight evening rise 
of temperature, and a fetid vaginal discharge which led to the 
diagnosis of putrefactive changes within the uterine cavity 
and probable necrobiosis of the fibroid. 

An attempt was made to remove the source of sepsis by re- 
peatedly curetting away whatever was semi-free in the uterine 
cavity, and frequent douching of the latter. In spite of this, 
the septicemia deepened, a bedsore developed, and it became 
evident that the patient’s only chance consisted in a total re- 
moval of the source of sepsis. Total extirpation of the uterus 
was decided upon and performed on June 19th, 1890. 

After careful douching of uterus with antiseptic solutions, 
carbolized gauze was packed into the cervix and the latter 
closed bj'^ suture. The vagina was now thoroughlv dis- 
infected and the abdomen was opened. A few slight adhe- 
sions were the only indications of the recent peritonitis. The 
broad ligaments were clamped on either side by Polk’s for- 
ceps passed up from the vagina and adjusted by the hand 
within the abdomen. The uterus was cut out as a whole 
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between them, the perfeetlj’ normal tubes and ovaries being 
separately tied off and removed. Very little blood was lost ; 
the operation, however, proved difficult and tedious, nearly 
two hours being consumed. The jiatient never rallied from 
shock, and died fourteen hours after operation. 

The specimens presented consisted of the uterus enlarged 
to an average diameter of twelve to thirteen centimetres, and 
two normal tubes and ovaries. Two interstitial fibromata, 
gangrenous in tlieir totality, occupied the thickened anterior 
wall. The uterine tissue in the neighborjiood of the slough- 
ing tumors was infiltrated with pus. Tlieendometrinm formed 
a whitish-gray, necrosed tissue lining the cavity of the uterus 
like a diphtheritic membrane. 

The question arose in the mind of Dr. Edebohls : Did the 
use of electricity lead to this condition, or was it a natural and 
predestined event in the life history of these two particular 
fibromata ? He could not help but lean to the former supposi- 
tion, which was strengthened by a parallel and nearly identi- 
cal experience which occurred to him at about the same time. 
A young woman of 27 came to him May 7th, 1890, for ope- 
ration for a uterine fibroma reaching to within five centi- 
metres of the umbilicus. She gave the usual history of 
hemorrhages, pain, and pressure symptoms. For two months 
before coming under Dr. Edebohls’ care she had been treated 
by electricity. She was in good condition for operation, ex- 
cept that she had become a confirmed morphine eater, and 
as Dr. Edebohls refused to entertain operative interference 
unless the patient abandoned the habit, she passed out of his 
hands on May 11th. On June 3d, 1890, the uterus was re- 
moved in toto by abdominal section, by one of our most 
skilful operators, a Fellow of this Society. Dr. Edebohls 
witnessed tlie operation, which was performed for a vital in- 
dication, the patient being profoundly septic at the time of 
operation, the sepsis originating from a sloughing fibroma of 
the uterus. On opening the latter a sloughing, extremely 
offensive fibroma was found in its cavity. The patient died 
on the ne.xt day. 

In both cases sloughing of the fibroma, sepsis, operation, 
and death followed, within the month, the last application 
of electricity. Dr. Edebohls would not attempt to go into 
the subject of the mauner in which electricity might lead to 
necrosis of uterine fibromata, except to state that he was in- 
clined to attribute great importance to the effect of the gal- 
vanic current in producing contraction of the hypertrophied 
uterine muscle, thus interfering with the nutritive supply 
and leading to starvation of the tumors. 
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FIBROID TUMORS OF THE UTERUS. 

Dr. W. Gill Wylie presented fibroid tumors removed by 
.suprapubic hysterectomy in several cases, lie said that while, 
in cases of cystic tumors, almost all questions bad been set- 
tled, yet in cases of fibroids it was still a question whether we 
.should try electricity. These cases had some bearing on that 
.question. The first was that of a woman who liad suffered 
.for some time with a tumor, but only recently had called in 
a physician, who. was able, he thought, to detect a fibroid 
.complicated by some cystic tumor. Dr. ilauks was called in 
consultation, and expressed the opinion that the case was one 
favorable for electricity; but soon afterward, and befoVe elec- 
-tricity had been tried, the temperature rose and Dr. Wylie 
was called. He found a fibroid, and the supposed cyst was 
-a distended tube. He removed the appendages, tumor, and • 
uterus. It was evident, he thought, that if electricity had 
•been used it would have resulted badly. 

The next ease occurred in a woman, about 53 years of 
age, who had suffered from uterine trouble for years. It 
was known that she had some kind of a tumor. Her suffer- 
ing was principally from a feeling of prolapsus about the rec- 
•tum, which nothing would relieve except some kind of sup- 
.port. Finally, in order to give relief, it became necessary to 
pack the vagina firmly with cotton pledgets. She said she had 
worn seventy-five diSerent kinds of pessaries, had been to all 
the prominent gynecologists in the country, and two men in 
.New York had recommended different kinds of supports and 
.said that an operation might be done, but that it would be 
too dangerous. Dr. Wylie first saw her several months ago, 
-and found two very hard tumors, the uterus mainly to the 
■left side, while the vagina was enormously distended from 
.much packing with cotlon. She was bedridden, and lay con- 
stantly with this pledget support in the vagina. He saw her 
-again, when the tumors seemed to have increased in size. 
There \yere some signs of inflammatory trouble on one side. 
Recognizing no other means of relief, he suggested opening 
•the abdomen, which he did. He found it easy to lift up the 
whole mass after separating very dense adhesions covering 
the tumors, and removed the uterus with' the tumors, which 
proved to be fibroids which were almost purely calcareous, 
ihe patient was^ doing quite well. He remarked that electri- 
-city, m his opinion, would not have been useful in that ease. 

ihe third case was one sent him by a physician with the 
request that an operation be performed. The larger fibroid 
about the size of his two fists, was pressing down upon the 
-rectum, causing in this way a good deal of trouble. The 
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patient was very innch constipated and somewhat incapacitated 
for work. Dr. Wylie’s brother, Dr. K. H. Wylie, who had 
made considerable nse of electricity, tried this agent in the 
present case for a year, and the patient seemed somewhat 
benefited, some of the tumors decreasing in size, the others 
not being influenced. The patient finally expressed a desire 
for an operation, which Dr. Wylie performed, removing the 
tumors and uterus. The specimen seemed to show that the 
tumors situated highest had received the full force of the 
electricity, while those below had received, very little. 

The next case was of interest, he said, as having received 
eleetripity a whole year without benefit. The patient had 
suffered extreme pelvic pain nearly all the time, and was for 
several years a complete wreck. He found the uterus nodu- 
lar, containing several small fibroids, extremelj' sensitive, and 
on the left was a tumor as large as a small orange. Having 
received no benefit from the use of electricity for a year, she 
decided to submit to an operation. On opening the abdomen 
and lifting the adhesions, wdiich were extreme all over the 
pelvis, he found the left tube and ovary involved in adhesions, 
a cyst as big as an orange in the ovary, containing blood and 
gummy pigment which was about ready to break through 
and cause peritonitis. There was some local peritonitis at the 
time of the operation. On the other side thei’e were adhe- 
sions, hut no cysts. He removed the fibroids with the uterus 
and a^jpendages. The specimen was, he said, exceedingly in- 
teresting as illustrating typical cases of marked fibroid changes 
in the ovaries. It was a question as to what was the nature 
of such hard nodules on the ovaries. He had found them not 
infrequently associated with fibroid tumors, this being the 
second or third specimen which he had removed the present 
■winter. Almost always such patients suffered from a great 
deal of local pain, especially in tlie ovarian region, and from 
marked reflex symptoms. 

All of the cases related made a good recovery. The speak- 
er added that the more one saw of fibroids the more he be- 
came impressed by the fact that the tumors themselves gave 
rise to few symptoms. The majority of patients who came 
to the physician came for two reasons. First, complications 
in the form of inflammatory trouble about the uterus, tubes, 
and ovaries. Women with fibroids were more likely to have 
such inflammatory troubles than were others, and when they 
did get up an endometritis it was nearly always of an obsti- 
nate type, especially if the fibroid were within the uterus or 
its walls. The second reason was simply that they had very 
large tumors, and for that reason the great majority of cases 
who came for treatment were unsuitable for trial by electri- 
city. He said trial, because he thought it had hardly been 
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proven that electricity ^vas curative of fibroids, except as a 
destructive agent. It often caused rapid degenerative changes 
in large tumors, and not infrequently resulted in inflamma- 
tion, suppuration, etc. 

Dr. a. H. Goelet said, with regard to Dr. Edebohls’ re- 
marks about the variations between different meters, that he 
had endeavored to get the meter manufacturers in this . 
country to decide upon a uniform standard of measure, as he 
had found that no two makers’ instruments agreed. He used 
three meters in his office constantl^^ and did this so as to se- 
cure correctness of measurements. He would say that he 
had managed to get all the manufacturers except two to agree 
upon a uniform standard. 

Dr. Buckmaster expressed surprise that anybody should, 
after all that had been written on electrical treatment of 
fibroids, express the opinion that Avhat was accomplished was 
by a destructive process. He thought that one who enter- 
tained, that view could not give the method a fair trial. He 
would like to know how many eases Dr. Wylie had treated 
by this method which would enable him to make such a broad 
generalization. 

Dr. Wylie replied that lie had treated a considerable num- 
ber of eases the past two or three years, and Dr. H. H. Wylie 
had treated thirty or forty eases, making use of instruments 
and the methods employed by Dr. Apostoli, under whom he 
had studied. 


Dr. Goelet remarked that men came to the meetings to 
tell the truth, and he did not believe any one would claim to 
have succeeded with electricity unless he had, nor that any 
one would claim to have failed Avith its use unless it was true. 
The fact, hoAvever, that many were obtaining success with 
this agent proved conclusively that, Avith those who do not 
succeed, there must be something Avrong, either in the selec- 
tion of their cases for treatment or in their method of appli- 
cation, or they have not been sufficiently painstaking or per- 
sistent. It Avas noticeable that those Avho did not succeed 


were recognized as exclusiA’e operators, and, in many of their 
cases, applied electricity only because the patient demanded 
it. Eegarding the cases presented this evening, they had 
happened no.t to be suitable for electrical treatmeait. 

Hr. Polk said that the case of rupture of the uterus re- 
ported by Dr. Ooe was almost identical in its history with 
one Avhich he had related before the Society. The mtient 
had been m the hands of a midAvife, Avas brought to Bellevue 
Hospitah where extraction was effected by decapitation and 
eyismution. The Avoman lived about as long Afterward as 
did Dr. Coe s patient, and the after-history Avas very nearly 
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the same, so that he could saj the operative procedure in Dr. 
C.’s case, judging by his own, did not add anything to the 
risks which the patient ran. In his case there was that same 
effusion of blood into the bread ligament, into the iliac fossa, 
and beneath the colon all the way up to the diaphragm. But 
all the blood lost was not sufficient to account for death, 
which he attributed to shock. It seemed to him of great im- 
portance to study the cases carefully before taking any reme- 
dial step, and determine, if possible, the location of the rent. 
He saw no objection to introducing the hand into the vagina 
and carrying the finger as quickly as one could into the 
•cavity. jHe thought it would not add much to the shock. 
In cases of lateral tear, whei-e one could be sure the perito- 
neal cavity iiad not been opened into, he thought that all one 
•could do was to pack outside the uterus — not in the uterus, 
for the blood was coming from the uterine artery, not from 
the placental site. If that would not relieve the patient, he 
did not think anything would be gained by opening the abdo- 
men and attempting to ligate there. The vagina was large, 
and one could ligate from that direction if it were necessary. 

Dr. Boldt said that in a ease which he saw ten years ago 
the tear was lateral, there was little hemorrhage, very little 
external, and death, he thought, was due to shock. 

Dr. Malcolm McLean said that a case which he reported . 
about four years ago gave about the same history as Dr. Coe’s. 
The hemorrhage had taken place into the broad ligament on 
the right side, forming a large tumor alongside tlie uterus. 
From the fact that the child had been extracted by him by 
version, and that Jie was able to extract the amniotic sac from 
the cavity of the uterus unbi’oken — except, of course, where 
the child had passed through it — he felt satisfied that the 
cavity into wliicii the tear led had not been invaded by any of 
the impurities from tlie uterus, that it contained only pure 
blood from the line of the rent; therefore he did nothing 
but keep the woman quiet and give her stimulants. She got 
well, and subsequently had another child at term. The ease 
showed that a patient could recover when a considerable 
amount of blood escaped into the broad ligament, dissecting 
up along the abdominal parietes, in bis case causing ecehy- 
raoses, apparent beneath the integument up to the ribs on 
both sides. He impressed the fact that where fhe amniotic 
sac could be extracted whole through the natural passages, it 
was sufficient proof that the false .cavity had not been in- 
fected, and made it safer to leave the ease to nature rather 
than to perform laparatomy. 

Dr. Coe said that in his case the delivery was effected 
spontaneously, the placenta was expressed without trouble, 
yet collapse came on five or six hours afterward. Those facts 
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left him in doubt as to what was going on. It was a despe- 
rate case, and it seemed best to operate. Had he been called 
earlier, undoubtedly he would have tamponed. 

■COLLOID SARCOMA OK THE LEFT OV.ARY WEIGHINO NEARLY 

THIRTY POUNDS, 

Dr. Florian Krug presented the specimen, which he had 
removed from a woman aged 31. The tumor had grown to 
the weight of about thirty pounds within one year, weighing 
one-third as much as the patient. As death was but a ques- 
tion of a short time, the patient was willing to take the 
■chance afEorded by an operation. She died on the fifth day. 
Autopsy revealed an old endocarditis and fresh pericarditis. 

A PLEA For THE E.KTRAPERITONEAL OPERATION FOR VENTRAL 
HERNIA, WITH CASE.' 

Dr. G. M. Edebohls read the paper. 

Dr. Wylie said he had felt considerable interest in the 
paper, since it dealt with a subject which he had made a 
study of several years ago when it had received, he thought, 
too little attention. He sewed up three or four hernise or 
more every year, and very recently had closed a very large 
■one. But the recommendation in the paper would prove im- 
practical in the large majority of cases, for the reason that 
■they were usually of long standing and the walls had become 
much thinned out. Several years ago he performed the ope- 
ration of cutting down over a hernia not larger than a lemon, 
dissecting out the fascia withovit opening the peritoneum, and 
-sewing up with catgut, getting a good result; but in the vast 
majority of cases it was necessary, in order to obtain any- 
thing like good union, to take away peritoneum . It -was of the 
greatest importance to remember, when ojierating for abdo- 
minal tumors, that the fascia forming the linea alba should be 
Brought into exact coaptation, so that union could take 
place between the same structures on the two sides. He 
had not had a hernia for three or four years, whereas be- 
fore he had learned to take this precaution he would have bad 
a number. The important point ivas to place in exact appo- 
sition the strong fascia forming the linea alba. The muscles 
were longitudinal and had no transverse strength. Formerly 
when a large drainage tube was used it was the starting 
point for the hernia, but at present it was customary to use a 
small one.- The operation on the hernia was more difficult on 
fat woinepj as it was diflSeult to find tlie odges of tlie 

torn fascia and bring them in exact apposition. It was of 

' See original article, page 544. 
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advantage to diet tlie patient for a time and get rid of, some 
of the tension. A bandage should be worn three or four 
months, but if union were tlien obtained it would be of no 
further use. The idea of obtaining a strong scar by inflam- 
matory adhesion was a false one, for the sear would atrophy 
and the benefit disappear in a few years or sooner. 

Dk. H. Marion Sims agreed with Dr. Wylie regarding the 
necessity for obtaining fascial union. Having heard Dr. 
Wylie speak on the subject three or four years ago, he had 
since then followed his advice, and consequently had been 
troubled no longer by the occurrence of hernia after opera- 
tions. He brouglittlie fascia together Av])en closing the abdo- 
men, as nearly as it was possible to do. Deference had been 
made to the case in which he operated for hernia some years 
ago, it being the first one of the kind in this country, conse- 
quently the procedure was a difficult one, especially as the- 
patient was very fat. Since then he had operated on six 
eases, the last one twelve daj’s ago. He had been able to 
keep track of five of the cases. He saw the first ease a month 
ago. Union remained firm, and there had been no return of 
the hernia. Two others were operated upon three years ago, 
one One year ago, the result remaining perfect. The last one 
occurred in a patient on whom he performed suprapubic hyste- 
rectomy for fibroid tumor three years ago, and he had found 
that hernia was more likely to occur after this operation. In 
the last case it was difficult to find the several structures, and' 
the- case was complicated by adhesion of tlie intestine in the- 
hernial ring and of a portion of the omentum which had to 
be removed. The peritoneum was then brought together 
with catgut, the fascia and muscles united separately, while 
the fat was left open to granulate. The patient was very 
fleshy. Iodoform gauze being inserted between the fatty 
edges of the wound caused granulations and a strong sear. 

Dr. Polk said that in the case to which Dr. Edebohls had 
referred, and on which he operated at Bellevue Hospital in 
1S8T, the result was very good, as the records of the hospital' 
would show. He thought the distinction which Dr. Edebohls 
had made with regard to the kind of hernia which should be 
treated by this method was very important. He understood 
the author to say that the operation was to be undertaken only 
when the hernia had not attained a great size, and before ad- 
hesions had taken place between the intestine and omentum 
and the scar. The fascia, or upper sheath, could better be 
gotten at before entering the peritoneal cavity than afterward. 
Unquestionably at the commencement of the care one could 
go down and find these structures and unite them and get a 
good result. The trouble with old hernise was that the peri- 
toneum, having been stretched, would not retract. 
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De. Edebohls said be liad impressed the neqessit}^ for unit- 
ing fascia to fascia, as well as muscle to muscle, in tlie paper. 
He said there was no necessity for entering the pemoueum 
in non-straiigiilated hernise where the intestine could be i e- 
. duced with the sac. He had learned, through the discussion, 
that a inucli larc^er iiunibGr of cases of ventral lieinia haci 
been operated upon than he would have supposed on looking 
■over the literature. 


TRANSACTIONS OP THE GYNECOLOGICAL 
SOCIETY OF CHICAGO. 

Regular Meeting, Jamicmj 16/7i, 1891. 

The President, Dr. W. W. Jaggaeu, in the Chair. 

Dr. L. L. McAethur read a paper on 

CANCER OF THE RECTUM.' 

Dr. C. T. Parkes. — The case as presented by Dr. 
McArthur is very interesting to me, and I think he is to be 
complimented on the skilful attention he has given to this 
■ patient and the success wliieh has resulted from his inter- 
ference. It seems to me we must look upon this bperation 
for the relief .of this terrible disease mainly as a palliative 
treatment ; it is seldom curative. Certainly it removes the 
manifestations of the disease for a time, and, above all, is 
desirable, as Dr. McArthur has said, from the fact that it 
relieves the patient from the local distress caused by the 
disease, especially from pain which is present in all these 
cases, and the symptoms of on-coming obstruction which ac- 
company the later stages. My e.vperience with it has been 
rather moderate; as I recall the eases I have met, there 
come to mind nine cases in which opei-ation has been done 
for excision of the rectum, two eases in which simple incision 
was done, and two cases which are interesting from the fact 
that they accompanied the presence of ovarian tumors, and 
one case which was situated very high in the rectum and 
no interference ivas practised— in'all, fourteen. Of the nine 
eases in which excision was done, hve were operated upon 
according to the plan of Kraske ; in the others success was 
attained in the removal of the manifestations of the disease 
by merely external incision of the soft parts, without in- 
terference with the sacrum or coccyx, 

* See original article, page 567. 
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Of these cases, which represent a period of work of eight 
or ten years, some are living to-day, but most of them are 
dead, hfone of the cases of excision were preceded by an 
opening into the colon. I tliink the statistics which the 
doctor gives as to the mortality of tlie disease as the result 
of immediate excision are based upon the results of pre-anti- 
septic days rather than the present. I am not one of those 
who believe that the contact of fecal matter with the wound 
is at all times liurtful, as I liave had in my experience many 
cases in which wounds have been bathed in fecal matter 
without any septic condition following. 

I can see readily enough that the previous operation for an 
artificial anns can be a benefit to these eases, and will likely 
predispose to the earlier and more rapid healing of the rectal 
wound, simply because it prevents the fecal material from 
passing over the raw surface. The operation of forming an 
artificial anus in itself is of little consequence, and should be, 
as a rule, attended with little fatality. That it is a necessary 
procedure I am not Inclined to believe ; neither, do I think 
that it makes very much difference in the mortality. As far 
as the relief given, in preventing the discharge from coming 
over the wound, is concerned, I have to agree with Dr. 
McArthur’s statements. 

The disposition in all these cases is to a comparatively 
rapid return of the disease. "We must always remember, in the 
treatment of cancer here as well as elsewhej-e, that the opera- 
tion itself may stimulate or produce infection., In two cases 
in which the operation was done by myself, there followed 
no local manifestations of return of the disease, but within 
eighteen months there appeared to be general infection of 
the entire bod}*^, as shown by evidence of disease in the liver 
and in the lung, and the presence of cancerous nodules of 
different sizes in the integument. 

There is no question but that every one of these patients 
will be grateful to the surgeon for the removal of the mani- 
festations of this disease ; but, as I said before, we must look 
at it in the true light and tell these patients that the relief is 
onlj^ temporary and cannot often be curative where the 
disease is really cancerous in its nature. Again, we must 
bear in mind that quite a number of surgeons of great ex- 
perience, men who have seen this disease in all its conditions 
and ravages, believe that the establishment of an artificial 
anus itself is a sufficient relief to the case. Dr. Thomas 
Bryant, of London, is not an advocate of excision, but is an 
advocate of an artificial anus and relieving the patient entirely 
of the necessity for using the diseased portion of the^ bowel 
for the transmission of fecal matter, and thereby allaying in- 
flammation. 
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Again, we must remember that other operations are done 
besides excision of the rectum, which is a formidable opera- 
tion and leaves disgusting results in man^^ cases, borne 
other operations have been done which surgeons of experi- 
ence believe to be efficacious ; tliese are local in character — 
that is, the complete division of the mass backward, towards 
the sacrum, in that way providing for the easy exit of the 
fecal matter. Of course the era of operative procedure is 
upon us, and particularly is this operation advocated by 
European surgeons, and also very largely by American sur- 
geons ; but I think if all the cases were examined as carefully 
as those cases have been which Di‘. McArthur has presented 
to us to-night, and discussed as coolly and calmly as he has 
■ discussed them, none of us would be very much in favor of 
promising a great deal for the opei’ation, 

Dk. Henry T. Byford. — I would like to emphasize what 
Dr. Pai'kes has said, that this is a palliative operation and not 
justiliable when it is immediately very dangerous to the life 
of the patient. The case related was very interesting to me, 
because it is similar to a case which I have treated, and 
which illustrates the principle which should be carried out in 
treating cancer of the rectum in women. In this case the 
sphincter was not involved, although the rectum from about 
two and a half inches above down nearly to the sphincter was 
affected on its anterior and lateral aspect, I removed por- 
tions of the lateral and anterior rectal walls, and the posterior 
vaginal wall. Instead of drawing the parts together in front 
of the rectum, I operated upon the principle that all raw 
tissue not covered by mucous membrane will contract and 
obliterate the entire tract within it; so I endeavored to secure 
as large a surface of mucous membrane for the canal as pos- 
. sible by leaving the vagina open and merely closing up the 
vaginal entrance. There is another reason Ifor removing, in 
cancer of the rectmn, all of the rectum that we can, viz., that 
a return of the disease in connective tissue is not as painful 
as when it attacks the viscera. In this case the patient was 
able to evacuate the bowels until the bntire pelvis was filled 
up witha mass of carcinomatous tissue, without very much 
pain. She died finally of exhaustion more than anvthing 
else. The point in all these cases is to get as much mucous 
membrane as possible, using the vagina the same as in any 
other operation. 

Dr. McArthur, in closing the discussion, said: In pre- 
senting the patient this evening I did not do so to advo- 
cate such an operation, although it does seem to me that in 
cases in the female iii which carcinoma occurs low down^ in 
the rectum, in reality it would be a procedure more advisable 
than to make an artificial anus at.one side of the tip of the coc- 
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cyx, because of the statement of the patient that she knew 
when the bowels desired to move. She has a peculiar feel- 
ing, slie says, and the power to expel the contents, thus es- 
caping the exceedingly distressing symptoms of involun- 
tary discharges, which always occur with an artificial anus at 
other points. In regard to the statistics which I quoted as 
collected by Kelsey, in the article which he wrote on this 
subject for the “Reference Hand-Book of Medical Sciences,” 
published in 1886, he stated that the mortality from the 
operation of excision was thirty-three per cent. In Sajous’ 
Anmval for 1890, tliere is a collection of statistics after 
Kraske’s operation, and the mortality is stated at fifty per 
cent. Kelsey happens also to be a contributor to this de- 
partment of Sajous’ Anmial^ so the mortality has rather 
increased than decreased for the last year, according to the 
same man’s statistics. He bases this fi.fty per cent mortality 
on seven cases done by Kraske himself, three by Schonborn, 
one by Kinne, and the remainder by Lauenstein, twelve in 
all, in which six died as the result of the operation ; some by 
septic peritonitis (two), some by sepsis (two), and some from 
exhaustion. 

As Dr. Parkes says, there are a large number of surgeons 
who advocate simply making a colostomy and interfering to 
no further extent with the case. In some excellent statistics 
collected by Cripps, we find that out of cases which he 
watched personally in London hospitals and studied care- 
fully, life was lengthened on the average from seventeen 
months to twenty-two months— -that is, there were five and a 
half months added to the longevity by simply making a 
colostomy ; which shows that it is decidedly advantageous. 
Colostomy, I believe, will aid in lowering the mortality in 
cases of excision, whether done for pain or for obstruction. 
As to the operation being of dubious value, there is much to 
be said on both sides ; there are, however, some well-recorded 
cases in which, the operation having been perfoimed at an 
early day, the life of the patient has been preserved. One 
case was living in 1886 that had been living for seven years 
since the operation, and no return was to be seen, and five 
cases in which no return was seen in two years. 

It has impressed me that some of the gynecologists of - the 
Society would comment upon the probability of endometritis, 
witli infection thi’ough the uterine canal and tubes, as being 
very likely to occur in such a procedure, as was exhibited in 
my patient, and I would like to ask the President whether 
such an infiammafion would be probable in a woman who 
had passed the menopause. 
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TBANS AUCTIONS OP THE OBSTETRICAL 
AND aYNBOOLOGIOAL SOCIETY - OP 
WASHINGTON. 


Slated Meeting^ April 25^/t, 1890. 

Db. D. W. Pkehtiss, Y^ice-P resident, in the Chair. 

Dk. a. F. a. King read the paper of tlie evening, on 

hysteria.' 

Dr. Prentiss, in opening the disenssion, said that Dr King 
had gone over the subject so thoroughly that little was left to 
■say. He had had the experience of most physicians in meet- 
ing and treating eases of hysteria, but had never studied the 
subject exhaustively. Definitions of this disease vary. He 
recently Wnd a definition which, though short, seemed 
to cover the conditions — viz.: (1) Cannot. (2) Will not, 
(3) Cannot will. The first impression given is, they are un- 
able to help themselves ; then one is led to believe that they 
Avill not ; finally it is evident that they . have not the will 
power. 

Dr. King very wisely dealt with only one variety of this 
affection. One author says that he thinks hysteria has no 
more to do with tlie uterus than gout has to do with the beard 
on a man’s face. But tliere are other causes than those 
which Dr. King has mentioned, the most important being 
environments, the living under unnatural conditions. 

Dr. King referred to it as a gregarious disease. How do 
we know this is so ? May they not have these attacks when 
alone? No one sees them, and, as the speaker says, they 
never refer to such attacks from shame ; so it may be that 
they do occur in solitude. 

He believed total unconsciousness occurred in some cases, 
and referred to a case seen by Dr. Edes witli him, in which 
sudden attacks of syncope, lasting but a moment or two 
would come on while con versing,' in which both he and Dn 
Edes thought her totally unconscious. This same natient 
had slight paralysis of the left leg with anesthesia, 'which 
suddenly disappeared after a fright from a threatened five 
in the house; this upholds Dr. King’s' idea of self-preser- 
vation. He cited another case in which the patient was in 

’ See original article, page 513. 
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extreme danger, but she did not move, though she made cer- 
tain arrangements in case of death, Avhicli she thought im-^ 
minent. 

Treatment . — Marriage very often ends these attacks. He 
considered narcotics and stimulants as in jurious, as they rarely 
relieve pain and are certainly very dangerous. The action of 
antispasmodics is merely temporary. "The best treatment is 
gymnastic training of muscles and mind, with massage, etc. 

Dk. Edes spoke of the many forms of hysteria and the- 
various phases they presented, lie said he did not agree with 
the speaker in regard to the greater prevalence of the affection 
among the luxurious ; in his experience it occurred oftener 
among those who were occupied. The idea presented was not 
a new one, but he had never heard it set forth with so much 
eloquence and poetry. 

Dk. H. L. E. Johnson asked, if h^'steria be caused by the lack 
of sexual gratification, how do we account for hysteria among 
prostitutes, which is very common ? He found that among them 
it was generally due to a debauch or a quarrel, etc. He 
spoke of the treatment by flight, and referred to several 
eases so treated in which the hysterical fit was abruptly 
ended, 

Dn. Mieler, of West Virginia, gave a short synopsis of the 
symptoms from which the patient operated upon by Hr. 
Johnson suffered. She began to fail two years ago. She did 
not go to bed at night, but for the last five or six months had 
slept on her knees, with the lower part of her abdomen pressed 
against a sofa ; in this was her only relief. 

Dr. King said he had nothing to say in closing, except to 
thank the gentlemen for the manner in which they received 
the paper. 


TRANSACTIONS OP THE OBSTETRICAL 
SOCIETY OP LONDON. 


Wednesday, Janiuary Wt, 1891. 

A. L. Galabin, M.D., F.E..C.P., President, in the Ghair. 

Specimens . — Dr. Phillips: Genital Organs from a fatal 
case of Purpura Hemorrhagica. Dr. Dakin : Tubercular 
Uterus and Appendages. Dk. Hates : (1) Distended Fallo- 
pian Tubes ; (2) Fibroid Polypi. • 
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ON REMOVAL OF THE UTERINE APPENDAGES IN CASES OF 
FUNCTIONAL NEUROSIS. 

Dr. Playfair read a paper on this subject, in which he de- 
tailed several cases that had come under his observation, 

1. A case of neurosis treated by removal of the append- 

ages, without benefit, subsequently cured by systematic treat- 
ment. . 

2. A similar case in which the operation' was recommended, 
and about to be performed, when the patient refused her con- 
sent, likewise cured by systematic tre.atment. _ 

3. A case of neurosis in which there was distinct evidence 
of structural disease of the appendages. In this instance the 
neurotic symptoms were first dealt with, in the hope that the 
patient would be sufficiently bettered to avoid the necessity 
of operation. 

4. The subject of hystero-epilepsy and mania treated by re- 
moval of the uterine appendages is considered, and an illus- 
trative case given. 

The general conclusions arrived at are : 

1. That the removal of the appendages is not a. legitimate 
procedure in cases of purely functional neurosis, 

2. That w'heu marked structural disease ofthe appendages 
co-exists with severe neurotic conditions, the latter should be 
treated in the first instance, in the hope that operation may 
be avoided, 

3. That ill hystero-epilepsy and hystero-mania the results 
of operation have been so unsatisfactory that it is a proce- 
dure of very doubtful expediency and not to be recom- 
mended. 

Sir Spencer Wells referred to a pamphlet by Dr. Boss, 

• of Toronto, on “The Failure of the Bemoval of the Tubes 
and Ovaries to Believe Symptoms.” He says : “ To operate on 
organs not diseased, for the relief of indefinable pain symp- 
toms, hysterical symptoms, cataleptic symptoms, epileptic 
symptoms, is, to my mind, unjustifiable. A craze seems to 
have taken hold of the profession. The axiom seems to have 
become, if a woman has indefinite pains and local symptoms, 
take out her ovaries. This axiom requires a radical change.” 
Dr, Boss goes on to say; “ I have seen these unjustifiable ope- 
rations done both in Europe and America. . . . Many cases in 
which ovaries and tubes are removed to relieve certain nervous 
symptoms remain unrelieved. . . . Many cases ! hear of as 
cures aie not cures. . . . From our many failures to remove 
nervous diseases, as hysteria and epilepsy, by castration, we can 
see that the ovaries play but a part in their causation, and I 
believe that we might as well hope for relief of these diseases 
by enucleation of both eyes as by removal of both ovaries or 
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both tubes, or both tubes and ovaries, or even tubes, ovaries, 
and uterus.” Dr. Ross related a ease where he removed the 
ovaries in 1886. In 1888 he was able to report that his pa- 
tient had been in S25lendid liealth ever since operation, but in 
1890 had to say Iier mental condition is not what it was be- 
fore. She seems lazy, indolent, and fat, and is not the bright 
little woman she was before the operation, even when she 
had her aches andiiains. Sexual intercourse is only indulged 
in as a marital duty. It gives neither pain nor pleasure. 
Then Dr. Ross jjroceeded : “ Many deaths from these opera- 
tions have been recorded. ... A girl’s prospect of mar- 
riage, maternity, and a happy life are blasted forever by such 
a procedure.” lie then referred to a case where a lady of his 
acquaintance was operated on at Birmingham, and her case 
was brought before the Gynecological Society in December, 
1888 — very soon after the. operation — as a practical cure. He 
(Sir Spencer "Wells) had seen that lady to-day. She had 
never been well since the operation, but very much worse than 
before, and her ease, instead of being a cure, was a deplorable 
and disastrous failure. He had seen other cases almost as 
discreditable. He fully concurred in all that Dr. Playfair 
and Dr. Ross had said against unnecessary and unjustifiable 
mutilation for transitory disease. 

Dr. PRiESTf.EY referred to the debate on the subject at the 
International Medical Congress held in Copenhagen six years 
ago. The pi'eponderance of the best opinion was adverse to 
operation. His own experience was not favorable to it. It 
was not free from danger, and was not easy. Hor did it cure, 
proving that severe ovarian pain without disease is but the 
expression of a general neui-osis. The proposal to remove 
the uteilne appendages arose really from mistaken diagnosis, 
and was comparable to treating as the real ailment the pain 
in the knee associated with hip joint disease in children, or the 
jjain in the calf of the leg so often experienced by women 
who are the subjects of phlegmasia dolens. It was well 
known that neurotic cases often gctbetter spontaneously. Al- 
teration of surroundings, an engagement to marry, or other 
occurrence was sufficient. Dr. Priestley said that neuralgia 
of the testicle was not treated by castration, therefore why 
was castration )>erformed in women ? He referred to the re- 
mark of the late Dr. Matthews Duncan about the dangerous 
precedent of allowing a patient to decide U250n an ojieration. 
He contended that these cases were best treated by medical 
and moral treatment, as recommended by Dr. Weir Mitchell. 
He would lay it down as a rule that the appendages should 
only be removed when there was distinct local disease ascer- 
tainable by examination; and he would put still some further 
limit to this, for it was well known that both ovaries and 



obstetrical society of LONDON. DO < 

tubes miabt be considerably' enlarged and yet return to tlieii 
natural size without operation. In those formidable diseases, 
mania and epilepsy, he did not venture to give an opinion.- 
Dr. Lewis said he agreed with the first and third contu- 
sions of Dr. Playfair, but in the second he should be influ- 
enced by the interpretation to he put on the word marked. 
If it signified organically and permanently affected, then he 
failed to see any object 'in liesitating at operation, unless the 
local conditions gave rise to no symptoms of importance. 
But if it meant only a condition which came within the limits 
of what was curable, then certainly systematic treatment 
should be tried before any idea of operation was entertained. 
He believed systematic treatment combined with massage 
was often of real value, not only in curing the general neu- 
rotic condition, hut the local malady. 

Dr. Horrooks said it was necessary to remember that a 
functional neurosis was a complaint without an organic lesion 
to account for the symptoms. It was always difiiciilt to prove 
a universal negative. Hence when a woman complained of 
pain in the ovarian region, it was not easy to say that she had 
no disease in the pelvis to account for such pain. If no dis- 
ease could be found, and yet the patient complained persist- 
ently of pain and distress, which remained unrelieved by 
systematic treatment, it became a question whether it was 
not justifiable to open the abdomen and examine the pelvic 
viscera, with the object of discovering, if possible, the source 
of the pain and removing it. In sucli a case, if the ovaries and 
tubes were found to be healthy, ought they not to be dropped 
back into the pelvis and let alone? He mentioned a case, 
now in Guy’s under his own care, which had been treated 
twelve months -without benetit. She ivas waiting to have 
abdominal section performed to relieve her ovarian pain, al- 
though on careful examination no disease could be found in 
the pelvis. He did not think that healthy ovaries and tubes 
should be removed in cases of true functional neurosis. 

Mr. Alban Doran said there was a great difference between 
the removal of the appendages for disease and their removal 
for a neurosis. In the firetcase, even when the patient might 
have recovered without operation, structures absolutely dis- 
eased were removed, the ligatured pedicles remaining as 
relatively small sources of irritation. In the removal of the 
appendages for neurosis, structures only assumedly morbid 
were_ cut away, whilst the ligatured pedicles remained as 
definite sources of irritation in these neurotic patients. Some 
believed the induction of the menopause cured the neurosis. 
But tlie menopause was always move or less of a shock, and a 
premature menopause was a still greater shock. 

Dr. Heywoou Smith said that in his experience many cases 
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Jiad been entirely relieved from intense neurosis of tbe ovaries 
by their removal. He mentioned a case of intennittent 
melancholia cured by removal of the uterine appendages. 
One ovary was beginning to undei’go cystic degeneration. 

Dr. Hayes thought neurotic symptoms were not usually 
present where there was disease of the appendages; and even 
if they were present, they were not relieved by removing the 
diseased appendages. Where these organs were diseased they 
should be removed for other reasons. He was led to believe 
that patients often submitted to these operations in order to 
escape from the inconveniences of menstruation and child- 
bearing. 

Dr. Flayfair, in repl}", said Dr. Hej^wood Sriiith had mis- 
understood him. His paper was not written with the view of 
opposing operation in suitable* cases of - structural diseases, 
which he himself constantly practised, but to show its i.neffi- 
eieney iu cases of purely functional nervous break-down. He 
could only repeat his conviction that these cases had gene- 
rally nothing to do with the reproductive organs. In mixed 
cases, operation should follow, not precede, th.e attempt to cure 
the neurotic symptoms. 


AtdxxmI Meeting^ Wednesday, February 1891. 

The President, Dr. Galabin, in the Chair. 

After the election of officers, and of Professor Tarnier as 
Honorary Foreign Fellow, and the reading of the annual re- 
ports, the retiring president, Dr. Galabin, delivered the 
annual address, in which he paid a graceful tribute to the 
memory of Dr. Matthews Duncan. The address was followed 
by a discussion on the question of registration of midwives. 
Dr. Aveling proposed “ that the Fellows approve the policy 
pursued by this Society for the last twenty years relating to 
midwives, and respectfully request the council to continue 
their efforts to obtain for these women suitable education and 
legal registration.” This was seconded by Dr. Griffith and 
carried almost unanimously. 
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REVIEW. 


'Tkansaotio'ns of the AaiEEicAN Association of Obstetri- 
cians AND Gynecologists. Vol. III. Pp- 3^; 23 ^11- 
page plates and illustrations. Philadelphia : win. J. Oor- 
nan, 1891. 

This is a most excellent volume, and contains nearly forty 
papers of high average excellence. Many of these we have 
•already puhlislied in abstract (pages 1229 to 1285, 1890), and 
of the' remainder we would call especial attention to that of 
Kellogg on “The Value of Exercise as a Therapeutic Means 
•in the Treatment of the Pelvic Diseases of Women.”^ In this 
he shows most conclusively the evil consequences of improper ' 
• dress and neglected muscular development, and the great and 
lasting benetit to be derived from the proper training of the 
■mnseles and the discarding of tight bands and corsets. • 


ABSTRACTS. 


1. Lirrs, J.: O-bstetrical Anesthesia by Hypnotism {Jour, 

■ de Med. de Paris, December 2 1st, 1890). — Dr. Luys and 
other physicians have tried hypnotism as a means of dulling 
the pains of labor. It is necessary to prepare the patient by 
beginning two mouths before the labor to hypnotize her, so 
that at the time the patient can be easily placed under the in- 
fluence. Luys reports three cases which he treated in this 
manner, and at the time of delivery the woman felt no pain. 

G. p. 

2. Michaux ; Oaroinosia in the Cicatrix of an Asdouinal 
Incision made for an -Ovariotomy. — In the BxCLlctm Medical 
of December 28th, 1890, is published a report of the Societe 
de Ohirnrgie, before which this question was discussed. 

M. Michaux reported a case of a woman, age 63, who four 
years before had been operated upon for cyst of the ovary. 
In the line of the abdominal incision there appeared several 
small patches of carcinoma, and in the centre of the umbilicus 
a neoplastic mass a little larger, hard and painful. Tliere 
was an enlarged lymphatic in the groin. M. Michaux ad- 
vanced the hypothesis that during the removal of the cyst, 
which had been accomplished with considerable difliculty’ 
there had probably been a contact of the growth wdth the 
lips of the wound. Be that as it may, it is of interest to note 
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tlie locality of the recurrence, and also that the cyst was sup- 
posed to be benign. 

M. Eoutier remarked that in the month of September he 
removed a voluminous sarcoma of the ovary. Although dif- 
hcult, there was nothing remarkable in the operation. The 
wound healed by first intention. In two weeks two small 
vegetating tumors appeared in the line of the cicatrix, which 
were destro^^ed with the thermo-cautery. Since then there 
has been pain in the region of the kidnej's, which probably 
indicates a generalization of the disease. 

M. Terillon cited two cases of removal of gelatinous cysts, 
apparently benign, which were followed shortly after by tu- 
mors of the epiploon. He thought these cases would go to 
prove that simple gelatinous cysts, apparently benign, were 
capable of giving rise to tumors, particularl}’^ of the epiploon. 

M. Cbampionniere cited a case of removal of a large tube, 
cj’Stic and hemorrhagic, w'hich six months later was followed 
by a tumor in the abdominal wall. 

M. Bouilly also instanced a case of a cyst and fibroid which 
he had removed. The patient made a good recovery, but 
three months later ascites appeared, a hard tumor could be 
felt in the epiploon, the disease became general, and the 
patient cachectic and succumbed. It is difficult to say 
whether the lesion in the epiploon was primary or came from 
an inoculation during the operation. 

M. Julien said that he did not believe that cystic tumors of 
the ovary which recur were of any particular species. It was 
impossible to tell from the histological examination whether 
the tumors would produce the inoculations or not. 

The whole discussion is one of importance and interest, and 
is awakening much attention among the Trench and Italians. 
The question to be solved is whether the original tumor, sup- 
posed to be benign, is really malignant, and the tumors which 
reapj)ear are secondaiw, or whether they are due to inocula- 
tion. GRA.CE PECKHAM. 


NOTE. 


Leopold’s statistics of mortality after vaginal hysterec- 
tomy, noted by Dimitri (on page 383 in the March number, 
of this journal) at sixty per cent, should be but six per 
cent — a remai’kable showing, one which few will ever sur- 
pass, and which reflects the greatest credit on this skilled 
operator, both for the perfection of his technique and the 
judgment shown in the selection of the cases. 



THE A-MERIC^lSr 

JOTIENAL OF OBSTETRICS 

AND 

DISEASES OE WOMEN AND CHILDREN. 


YOL. XXIY. JUNE, 1891. Xo. 6. 


ORIG-INAL COMMUNICATIONS. 


ELEVATION OP TEMPERATURE OF OBSCURE ORIGIN 
DURING THE PUERPERIUM.' 


BT 

HENRY C. COE, M.D., 
Hew York. 


In these days of rigid aseptic midwifery we naturally view 
AVI th suspicion every case of post-partum fever as an indication 
of some fault in the accouehetir. The conscientious obstet- 
rician, as Avell as the cojiscientious surgeon, will first search 
for flaws in his own technique before seeking for extraneous 
causes for the elevation of temperature. So strongly has the 
septic origin of fever during the puerperal state been empha- 
sized by Aveighty authorities, and so generally has the focus 
of infection been declared to be located in the uterus, that we 
are in danger of forptting that it is possible to have fever 
AAdiich IS not due to infection during or after confinement. I 
believe that the specialist is more liable than the general 

18> Read at a meeting of the New York Clinical Society. Pehruary.27th, 


41 





64:2 


coe: elevation op temperatttke of 


practitioner -to lose sight of the fact that the puerperium offers 
no immunity against febrile affections of every soytj; thosea 
■whose attention is hahitnally directed towards the pelvis are 
apt to forget that it is only an integral part of the whole body. 
Writers on obstetrics, while recognizing the fact that the 
pregnant woman is liable to siicli complications, lay but little 
stress on the development of general affections immediately 
after labor, at a time when they are most ajit to be con- 
founded with local conditions. Again, it must be e'^ddent to 
the thoughtful observer that a pre-existing latent pelvic in- 
flammation may be lighted up in consequence of the trauma- 
tism incident upon the sudden emptying of the uterus, inde- 
pendent of fresh septic infection received at the time of labor. 
To doubt this is to reject the evidence of both the operating 
room and the autopsy table. In short, the point which I wish 
to emphasize in this short paper is that septic infection 
through the genital tract is not the only cause of puerperal 
fever. In order to limit the discussion, I have selected a class 
of doubtful cases in which puerperal infection was assumed 
to exist until, after long and careful observation, it was proba- 
bly excluded. I say “ probably,” because we must all admit 
that our knowledge is still imperfect. 

Case I. — Ipara, set. 21. First labor, four years ago, was 
easy. Had a retroversion afterward, which was cured after 
wearing a pessary. History of two attacks of localized pelvic 
inflammation, the exact character of which is unknown. I 
first saw her early in October, she being then at the end of- 
the seventh month of pregnancy. She had travelled abroad 
during the summer, and had had a severe fall, striking upon 
her riglit side, after which she had occasional pain in the 
right inguinal region. She consulted Winckel in Munich, 
who examined her with negative results. The day after her 
arrival in Hew York (early in Sejitemher) she had a chill and 
rise of temperature to 103°, with evidences of localized peri- 
tonitis to the right of the uterus. Dr. S. Marx attended her 
and sent for me, but I was out of town and did not see her 
until a month later. He stated that the attack lasted about a 
week, and was attended by extreme tympanites and colicky 
pains in the bowels. During the last three months of preg- 
nancy she enjoyed good health, though she still had occasional 
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pain in the right ovarian region. I inferred that she had 
either congestion of the ovary or old perimetric adhesions. 
Examination negative. Bowels regular; general condition 
excellent. I examined her a week before her confinement 
and diagnosed hydramnios. She was confined Jannary 11th, 
1890. Labor easy and normal. I made only two vaginal ex- 
aminations, nnder strict aseptic precautions, the child being 
born an hour after I entered the house. There was a large 
amount of liquor amnii. Placenta and membranes expressed 
easily, and found to be intact. Yaginal douche of bichloride, 
1 to 5000 ; occlusion dressing to vulva. During the day the 
patient suffered with severe after-pains and headache, which 
was relieved by phenacetin. She complained of pain in the 
right leg, but, as she is naturally exceedingly nervous, this was 
not regarded as an important symptom. Pulse and tempera- 
ture normal. The next morning she felt comfortable, but her 
abdomen was slightly distended, her tongue being coated. 
Ordered calomel, tablet trit,, gr. ss. every hour up to six 
doses, to be followed by saline laxative. At 4 p.m. she had a 
well-marked rigor, with a rise of temperature to 105.5°, the 
pulse being 120. She complained of severe pain in the right 
iliac region and tympanites. As I was engaged at an opera- 
tion, Dr. Marx saw her and ga^m turpentine enemata, which 
caused the passage of some gas and a few scybala. Lochia 
scanty, but inodorous. He removed a few clots from the va- 
gina and ordered a vaginal douche of bichloride, 1 to 4000. 
Phenacetin, gr. x., was given, and the temperature dropped 
in two hours to 100°, pulse 96. A second dose of salts was 
ineffectual. The normal lochia returned during the night. 

I made a careful vaginal examination at night, which was 
negative, except that I felt a peculiar cord at the base of the 
left broad ligament ; this I subsequently took to be a throm- 
bosed vein, which opinion was confirmed at the time of opera- 
tion. Uterus well contracted, os patulous, no tenderness on 
either side , breasts normal. The next morning the tempera- 
ture was 103.2°, pulse 96. Patient in good general condition, 
but abdomen greatly distended and generally sensitive, espe- 
cially in the right groin, where nothing could be felt on deep 
pressure. Lochia scanty, no odor, I introduced my finger 
into the uterus, and removed some dry inodorous clots. Hot 
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stupes were ordered, to promote flow aud relieve pain. Intra- 
uterine injectidti,' 1 to 4000, removed a few shreds. Castor 
oil, 3 ij., was given ; without result. The patient was placed 
in the knee-chest position and high enemata were adminis- 
tered. These induced a small clay-colored movement, with 
the escape of a considerable amount of gas. The temperature 
at once began to fall, and I naturally felt as if I had found 
the cause of the trouble. Uterine cavity irrigated as before. 
Lochia still scanty. I came in the evening prepared to cu- 
rette, if necessary, hut found the temperature normal. The 
next morning it was 100°, and at night 102°, the pulse being 
96. The tympanites had entirely disappeared, hut the patient 
now had a sharp attack of diarrhea, the stools being light j’el- 
low, with a very offensive odor. The lochia were still scanty. 
Two or three intra-uterine injections of boiled water were 
given, in order to eliminate possible bichloride irritation. 
They had no effect on the temperature, and were finally dis- 
continued. Lochia returned, bright red and without odor. 
Uterus well contracted, in normal position, and insensitive. 
No induration could be felt in either broad ligament. Spleen 
enlarged. Decided tenderness in right iliac fossa, and no- 
where else. Patient remembered that she had had epistaxis 
a few days before confinement. One or two suspicious rose 
spots on the abdomen. 

Fourth day : Morning temperature 10 1°. Fifteen to twenty 
fluid movements during the day. Salol gr. v., bis. subnit. 
gr. XXX., alternately every two hours. No pain, hut tenderness 
in right iliac fossa. Caput coli can be distinctly mapped 
out, but no induration can be felt. Evening temperature 
103.2°, pulse 90. Diagnosis doubtful between septic entero- 
colitis and typhoid. 

Fifth day : Morning temperature 102°, pulse 84. Diar- 
rhea only partially controlled b}’^ hypodermics of Magendie, 
ut X., every four hours. Takes abundant nourishment, and 
generally condition good. Dr. Jane way saw the patient in 
consultation, and could not make a diagnosis. He thought 
that it might be typhoid. Perityphlitis seemed to be improb- 
able. Lochia slight, but normal. Absolutely no pelvic symp- 
toms or evidences of local trouble. Evening temperature 
102.5°, Jpulse 108. Diarrhea continued all day in spite of 
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salol, bismutli and opium in large doses, pain with move- 
ments. Tenderness over caput coli, witihout fin^uration. ,, 
Sixth day : , Condition unchanged. 

Seventh day: Temperature at 10 a.m. 100.4°, pulse 96. 
Patient feels quite comfortable, and diarrhea somewhat 
ehecke(i. Evacuations still yellow, fluid, and very offensive, 
although she had taken during the preceding three days 
salol 3iij., and bismuth snbnit. |ij. Slight tenderness on 
deep pressure, and gurgling in right iliac region. Doubtful 
rose spots. Temperature and pulse at 3 p.m. normal, and pa- 
tient felt and looked perfectly well. Diarrhea eventually 
checked by ferri subsulph., gr. -ij. ever}^ four hours. 

For eight days she had a normal pulse and temperature, 
except that on two or three occasions the latter rose to 99.5° 
at night. I would state that quinine was tried thoroughly, 
twenty grains at noon and'ten at night, without any influence 
on the temperature ; also Warburg’s tincture and Fowler’s 
solution. Malaria was absolutely excluded. Pelvic examina- 
tion negative. Still tenderness on deep pressure over caput 
coli, but no dulness or induration. Patient allowed to sit up 
in bed. Eating well and bowels regular. 

From the sixteenth to the nineteenth day I noted a slight 
evening rise (100° -f), without being ableto discover any cause 
for it. Patient feeling well and without any pain. On the 
nineteenth day the evening temperature was 100.6°. During 
tlie night she had a severe attack of intestinal colic with 
tympanites, as at the outset of her illness, the pain radiating 
from the right groin and extending down the leg. I had 
originally explained this pain as due to old intestinal adhesions, 
with ovarian and tubal disease of long standing, but had aban- 
doned this theory because of the entire disappearance of ab- 
dominal symptoms for a week. 

Twentieth day ; Evening temperature 101°, pulse 96. 
Bowels moved without pain. Localized pain and tenderness 
in light iliac region. Ffothing to be felt on percussion, by 
palpation, or by the bimanual. Blister over tender spot. 
Cough, with pain in left side. Slight dulness below scapulaj 
with bronchial rales on both sides, ’ 

Twenty-second day: Evening temperature 103.5°, pulse 
100. Administered phenacetin, gr. x., and the temperature 



646 COE : ELEVATION OF TEMPEKATUEE OF 

dropped in two liours to 99.5°, with profuse sweating. Cough, 
free expectoration, general moist rales. Ko pain. 

Twenty-third day : Temperature at 11:30 a.w. 103.5°, 
pulse 100. Phenacetin, gr. v. ; temperature dropped to 100° 
at 1:30 p.M. Profuse perspiration, and pulse quite weak. 
Strophanthus, ttiv., every four hours. Temperature at 5 p.m. 
99.5°, pulse 90. On deep pressure an elongated mass can be 
felt in the ileo-cecal region. It apparently lies behind the 
gut, and cannot be reached per vaginara. Tenderness forbids 
careful examination. Pain radiates down the inner side of 
the thigh. Dr. Janewa}*^ saw the patient again, and was un- 
able to make a positive diagnosis, but thought that the indu- 
ration seemed to extend downward along the upper border of 
the broad ligament. Possibly a perityphlitic abscess which 
had ruptured into the bowel, causing the septic diarrhea. 
Abscess of the tube or ovary considered, but rejected for want 
of positive evidence and negative vaginal examination. Eve- 
ning temperature 102.5°, pulse 108. Patient comfortable 
and in good condition. Takes plenty of nourishment and 
stimulants. Bowels move without pain. 

Twenty-tliird day : At 4 a.ji. temperature 99.8°, pulse 84. 
At 8:30 A.M. temperature 103°, pulse 96. At 9:30 severe 
chill (the second since the onset of the fever), with a rise to 
105.1°, pulse 128. Phenacetin, gr. ijss., given and repeated in 
an hour, as even five grains seemed to cause great depression. 
Temperature at 1:30 p.m. 100.5°, pulse 98. At 10 p.m. tem- 
perature 98° without further medication, and general condi- • 
tion excellent. 

Twenty-fourth day : Temperature normal up to 5 a.m., 
when it began to rise, reaching 100.6° at 9 a.m., pulse 112 
and weak, nourishment by mouth stopped on account of 
nausea, and nutrient enemata substituted. Dr. Lange saw the 
patient with us at this time and made a diagnosis of prob- 
able perityphlitis. There was now a well-marked, elongated 
induration, three inches in length, extending from a point an 
inch below and two inches inside the anterior superior spine, 
do^vnward and inward toward the spine of the pubes. Very 
tender on deep pressure, but no fluctuation. Vaginal and 
rectal examinations negative. Operation advised, but to be 
delayed until the following day. But about 1 o’clock the 
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patient had a severe chillj the temperature rising to 105°, with 
a pulse of .120 to 130, so that perforation. was, feared. ' Tem- 
perature reduced after giving phenacetin, and general condi- • 
tion improved hy stimulation, so that Dr. Dange was ahle to 
operate at 5 p.m. Operation lasted two hours, under chlorofoini 
anesthesia. An incision was made directly over the mass, 
and the peritoneum was opened. • Fortunately the general 
cavity was thoroughly shut off hy adhesions. Intestinal ad- 
hesions were separated and an. abscess-sac containing 3 i. of 
fetid pus was enucleated. Small foci among the intestines 
were broken up and irrigated. The sac was firmly adherent 
to the cecum, and was naturally supposed to be the appendix, 
but proved to be the ovary. The abscess cavity was of long 
standing, as shown by its thick wall. The distal end of the 
corresponding tube was removed ; it was pervious and only 
congested. A long and careful search for the appendix was 
unsuccessful, so that its condition remains unknown. A large 
thrombosed vein was followed from the vicinity of the abscess 
downward and backward to the pelvic wall. The pelvic and 
abdominal cavities were entirely shut ofE by adherent coils of 
gut, which were not disturbed. Irrigation ; gauze drainage. 
In spite of what she had already undergone, the patient rallied 
well, the temperature fell to 100°, and the bowels were moved 
at the usual time without difficulty. Pain and tenderness 
disappeared within a week after the operation. There have 
been some slight fluctuations due to stitch-abscesses, but she is 
now (end of third week) ready to sit up, her bowels are regu- 
lar, and she is absolutely free from localized pain, although 
the presence of intestinal adhesions is still proved by the re- 
currence of the former tympanites. 

I leave the explanation of this remarkable case to you. 
neither the gentlemen who saw the case in consultation nor 
myself could trace a direct causal relation between parturition 
and the anatomical condition found at the operation. "Was 
•there a pre-existing abscess with old intestinal adhesions, and 
recurrent inflammatory trouble of septic or traumatic origin 
following labor? Such is my opinion, judging from a care- 
ful leview of the history and an examination of the specimen. 
Was the diarrhea due to the rupture of the abscess into the 
bowel, or might primary sepsis in the bowel have been trans- 
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toitted to the adherent ovary ? Was the infection transmitted 
along the tube, Jrom the nterine cavity or through the lym-- 
phatics ? Finally, was there, after all, an appendicitis, and 
does a focus of future trouble still remain ? These and other 
interesting questions will occur to you, which I have not time 
to discuss, my purpose being simply to illustrate the subject 
of obscure febrile complications during the puerperium. [The 
patient made a perfect recover}' and is now in excellent 
health. Nothing abnormal can be detected in the pelvis.] 

Case II. — A strong, health}' piumipara, ajt. 24, was under 
my observation from the third month of pregnancy. No 
history of malaria, but the neighborhood in which she lived was 
not above suspicion. Labor six hours, entirely normal. No 
laceration of perineum. Placenta and membranes expressed 
entire, strict aseptic precautions being observed throughout. 
Bowels regular. Evening temperature on the sixth day 100°. 
No explanation could be found. Lactation normal ; no pel- 
vic complication ; lochia normal. The next evening thetem- 
perature was 100° + , pulse 96. Patient feeling perfectly well. 

On the eighth day, at 7 a.m., chill, with rise to 105° (axilla). 
The temperature dropped in an hour to 103° under antipyrin, 
gr. XXX. No tenderness in or around uterus. Lochia not 
offensive. Irrigation with solution of carbolic. Two hours 
later severe rigor, with rise to 106,6°, pulse 140. Patient 
delirious. Having excluded, as I thought, trouble outside of 
the uterus, I believed that I had to deal with intra-uterine 
sepsis. I placed the patient on the side and curetted thor- 
oughly, removing a moderate amount of debris without’ an 
offensive odor. Cervix and vagina carefully examined for 
lesions, but none were found. Washed out uterus, using two 
quarts of carbolic solution. Temperature fell rapidly, nearly 
reaching normal in three hours. Dr. Morrill saw the patient 
with me in the afternoon, when we found her in a serious 
condition, the temperature being down, but the pulse 132 
and weak. Ordered inf. digitalis every four hours, Avith stimu- 
lants. The next morning she had another chill, the fever 
reaching 105.2°. Irrigation and antipyrin as before, Avithout 
marked result, the temperature di'opping gradually in the 
course of nine hours to 99,8° (5 p.m.). At 5:30 p.m. she had a 
severe rigor, half an hour after Avhicli the thermometer in 
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the axilla registered 106.6°, the pulse being 140. I again 
used the curette, hut the uterine cavity -was empty, savd for 
a few inodorous shreds. Irrigation. 'At 10 p.m. the tempe- 
rature had fallen to normal, where it remained for iiearly 
twenty-four hours, when it gradually rose to 103° without 
a preceding chill. Forty grains of quinine were given, in 
doses of gr. x. every six hours, during the day, and the uterus 
was washed out with bichloride solution three times without 
apparent effect on the fever. The next morning the tempera- 
ture was again normal. During the next twenty-four hours 
■fifty grains of quinine were given in divided doses, at the 
end of which time the temperature was 104° (at 7 a.m. on the 
twelfth day), but there were no more chills, and the patient 
felt remarkably well. At noon it fell to normal, began to rise 
at 2 P.M., and reached 103° at 8:30 p.m. Antipyrin had no ef- 
fect upon it. On the thirteenth day I gave twenty grains of 
quinine at noon and twenty at midnight, and continued the 
antiperiodic use of the drug in decreasing doses for several 
4ays. The temperature never rose above 99° after that day, 
and the patient was up and about in the fourth week. She had 
no serious local trouble referable to the confinement, became 
pregnant again within a few months. I have since confined 
her t-wice, without complications, and she is quite well to-day. 

I reported this case at the Obstetrical Society four years 
ago, and the opinions were as various as the speakers. Some 
thought that .it was puerperal malaria, some septic endome- 
tritis, one pyemia. I was commended for my vigorous local 
treatment, though I myself now regard it as “ meddlesome 
midwifery,” as there were no indications and I could not see 
that it had any direct effect upon the temperature. The sus- 
picion of malaria seemed to be well founded. A recent num- 
ber of this J ournal' contains the report of a somewhat similar 
case, reported at a meeting of the 'W'ashington Gynecological 
Societj’, with the usual diversity of opinions regardino" the 
etiology, 

I could multiply examples of these obscure forms of pner- 
peial elevation of temperature, but I would only weary you 
without adding any more emphasis to the point which I de- 
sire to render prominent— that we may theorize learnedly 
, ‘ Vol. xxiv., 1891, page 62 et seq. 
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in societies about the cause of tbe fever, but at tbe bed- 
side the best. of.. ns. are often compelled to acknowledge that 
there are limits to our diagnostic acumen. This conclusion 
has been repeatedly forced upon me by meeting in consulta- 
tion those whom we rightly regard as our teachers in the ob- 
stetric art, I never finish a service at Maternity Hospital 
without meeting with just such cases as those under conside- 
ration, in which, with the first rise of temperature on the fifth 
or sixth day, suspicion is directed to the pelvis. The genital 
tract is carefull}'' examined ; lesions are sought for in the va- 
gina and cervix ; vaginal douches, intra-uterine injections, 
and curetting are employed without results. There is no ten- 
derness around the uterus, the breasts are normal, and we are 
finall}^ forced to the conclusion that the seat of the trouble 
is elsewhere. Sometimes it will turn out to be pulmonary 
— perJiaps an acute phthisis which was overlooked in the 
waiting-wards — sometimes malaria, or it will be found that 
the bowels have not been moved for several days, so that the 
patient is really in a condition of intestinal sapremia, so to 
speak. Once an acute pyelitis developed just before delivery 
and gave me no little anxiety afterward ; and an acute cystitis 
may cause a temporary elevation of temperature. "When we 
come to private practice the situation is entirely different. I 
know of no class of cases in the whole range of medicine 
which cause the attendant such uneasiness as those of puer- 
peral fever — using the term in its broad sense. I have cer- 
tainly never felt half so much anxiety with regard to the 
result of a desperate laparatomy as I have when a puerperal 
patient developed sjmiptoms which might be attributed to 
.septic infection, perhaps referable to some omission or com- 
mission of my own. I dread these cases all the more be- 
cause 1 have not yet learned to invariably locate the focus of 
trouble, within or outside of the uterus — and, to tell the truth, 
I have sometimes received little aid from the eminent gentle- 
men whom I have met in consultation. The simple, question, 
“Is this septic endometritis or peri-uterine inflammation ?” 
will often floor the most learned writer on puerperal septi- 
,eemia. The diagnosis being so uncertain, what shall we say 
of the treatment? Shall we, because the patient has a chill, 
high temperature, and suppression of the lochia, infer that 
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the trouble is within the uterus, and proceed at once to irri- 
-igate or curette the cavity? Is the absence’ of fetor an evi- 
dence that there is no septic endometritis, and the absence 
of localized pain and tenderness a proof that no peri-uterine 
inflammation is present? Every accoucheur of extended ex- 
perience must reply in the negative. 

Let me cite a case in which the facts are corroborated by 
no less an authority than Dr. Janeway. A woman was de- 
livered with forceps before a class of students. 'Within twelve 
hours she had a chill and fever, with every evidence of local 
infection. Local treatment Avas' unavailing. No doubt as to 
the diagnosis of septic endometritis was felt. She grew rap- 
idly worse, developed typhoid symptoms, and died in about 
ten days. At the autopsy typical' typhoid ulcers were found, 
the pelvic organs being normal. Dr. Janeway informs me 
that several, similar eases have been under his observation, in 
which typhoid developed before or immediately after deliv- 
ery, and Avas mashed by the puerperal state. Although thor- 
oughly convinced of the propriety of curetting the uterus in 
cases of undoubted septic endometritis due to retention of d4- 
bris, I cannot entirely agree with Dr. Grandin as to the liarm- 
less nature of the procedure. In the first case which I have « 
reported it might have done much harm ; in the second it 
certainly did no good. I am inclined to give intra-uterine in- 
jections a fair trial first. About three weeks ago I saw in 
consultation a case of puerperal endometritis with sloughing 
of the cervix. I curetted the uterine cavity, removing a 
quantity of necrosed tissue, irrigated, and swabbed out Avith 
peroxide of hydrogen. The patient’s temperature at this 
time Avas 103°. Within half an hour she had a rigor, with an 
eleA'ation to 106.5°, and speedily developed a fatal pneumo- 
nia, which I have reason to think might have been due to an 
embolus detached by my manipulations. I mention this cir- 
cumstance, not to discourage a practice Avhich is laudable in 
itself, but to point out a possible danger. 

It remains to ask, “ How shall we proceed to determine the 
cause of fever during the puerperium ? ” Doubtless every on e 
Avill be led by experience to adopt a certain routine method of 
procedure. My own practice has been, in the event of meet- 
ing with this complication, to first examine into the condition 
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of tlie bowels, tiien to inspect the breasts, and lastly to ex- 
amine the pelvic viscera, witli especial reference to -the pre- 
sence of localized peri-uterine inflammation. If the uterus 
is large and the os patulous, the possibility of intra-uterine 
trouble is to be borne in mind. Fetor may or may not be 
present; its absence is not a proof that septic endometritis 
does not exist. If there is a fresh laceration of the cervix, 
local infection at this point (too often overlooked) should be 
considered, and the parts should be inspected through a bi- 
valve siieculum, if it seems neeessaiy. All these are ele- 
mentary steps. Tentative local treatment will sometimes 
settle the diagnosis. I have sometimes seen the most alarming 
symptoms subside with the use of a few vaginal douches, and 
frequently has this been the ease after two or three intra- 
uterine injections have been given. Careful and prolonged 
observation is often necessary in order to discover the seat of 
trouble. I have watched a patient for a week with continuous 
high temperature but without local pain or tenderness, and An- 
ally, after repeated negative examinations, an induration has 
developed high up in the iliac region, where it could not be 
reached per vaginam. In these doubtful cases I regard the 
immediate exhibition of antipyretics as a mischievous prac- 
tice, since they mask the true condition by interrupting the 
natural course of the fever. By constantly giving them as 
soon as the temperature reaches 101°, we are prevented from 
learning whether we have to do with a continuous, a remit- 
tent, or an intermittent type. I believe, with Dr. Lange, 
that in Case I. the crises with profuse perspiration were not 
due to the administration of phenacetin, but were symptomatic 
of a typical pyemia. Quinine should be given in antiperi- 
odic doses^ and thoroughly tested, since there is no reason to 
doubt that puerperal malaria sometimes simulates septicemia. 
Meantime repeated examinations of the thoracic and abdomi- 
nal viscera, of the tliroat (follicular tonsillitis may- easily be 
passed over), can alone prevent us from overlooking a simple 
complication. In short, as I stated at the outset, the puer- 
peral woman is liable to develop any acute febrile affection, 
independent of her condition ; and though we naturally think 
of some fresh intrapelvic complication, after repeated exami- 
nations have failed to show evidences of septic infection 
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tbrougli the genital tract, we Blionld expect to find either ,a 
recurrence'of some former inflammation rof‘ 'the adnexa, an 
acute visceral affection, or one of the acute general diseases. 
But in many cases time alone will clear up the obscurity 
which surrounds the case, and he is the wisest wdio curbs his 
anxiety to adopt heroic measures, and forces himself to watch 
and wait. 


CONCEALED ACCIDENTAL HEMORRHAGE INTO THE 
PUERPERAL UTERUS. 


BT 

J. W. H. BAKER, M.D., 
Davenport, Iowa. 


In the year 1853, while on my way to California on hoard 
one of the Pacific steamers running between Panama and 
San Francisco, and when within a few hours’ run of the en- 
trance to the Golden Gate, as the passage from the ocean to 
the hay is called, our steamer ran into one of those' dense fogs 
in which there is danger in pursuing the course ; with extra 
watch on the main declc and other parts of the ship, we did 
continue our course until one of the watchmen heard the 
sound of breakers, when we came to anchor, and were de- 
tained within hearing distance of those breakers for a full 
twenty-four hours. "When the fog lifted, we found we were 
headed directly upon some high projecting rocks near the 
coast, and that in five or ten minutes more of our progress 
we might have been wrecked. But with caution and a sharp 
lookout we were saved. So the physician often runs into a 
fog, when it is necessary that he should come to anchor and 
await the lifting of the fog. Notwithstanding he may possess 
the compass and chart, it is dangerous to push his course, and 
safety lies in anchorage. 

Mrs. I., age 40, multipara, sent for me in the night about 
11 o’clock, January 11th, 1891. I found her in bed, suffering 
most intensely with pain in the abdomen ; her countenance 
was blanched and her features anxious. She said she was 
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faint and could only see indistinctly, not enougli to distinguish 
the features of those around her. 'Her pulse was' small an dii 
rapid, at times almost imperceptible ; she complained of feel- 
ing cold. With every move she felt nauseated, and, prior to 
my visit, had vomited copiously several times and had two 
or three evacuations fi-om the bowels of a bilious character. 
One of the first questions I asked was whether she was flood- 
ing, to which she replied negatively ; but upon further ex- 
amination she reported -that she was about seven months 
advanced in pregnancy, and that for several weeks she had 
been troubled with a very severe spasmodic cough, and had 
been vomiting and suffering unusuall}’^ fi'om gastric irritation, 
retaining very little of the nourishment she had taken during 
the last month or two. With all these ailments she had like- 
wise been distressed with the strong, frequent, and impulsive 
movements of the child in utero. At this time she was fre- 
quently belching the gas from her 'stomach, and complained 
of feeling “ so full,” and, with continued pain in her back, 
could not retain her urine, feeling disposed to pass it fre- 
quently. With every effort to change her position in bed 
there was an increase of the pain and a feeling as though she 
would burst, this accompanied with sensations of fainting and 
a sinking of the heart’s action. Under this comidication of 
symptoms I could only see the necessity of a resort to stimu- 
lating remedies, with a proper effort to keep her warm by 
both internal remedies and external heat, and, as soon as pos- 
sible, to relieve the pain which she was suffering. I gave aro- 
matic spii’its of ammonia and whiskey, and, as soon as deemed 
advisable, a Dover’s powder. With all these symptoms I 
could not rid mj' mind of the idea of hemorrhage. After a 
slight moderation of the pain, I informed the patient of the 
probability of a premature labor, and that such an occurrence 
might take place at any time. With directions to continue 
the means of relief we had been using, I returned to my 
residence, a short distance away, informing them that 1 would 
hold myself in readiness to return to her at any moment they 
might send for me. I had been at home not quite an hour 
when the husband came for me, desiring me to come at once, 
as “ the waters had discharged.” I went immediately, and 
found that the patient had had a small amount of relief after 
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[ left, until tlie pain, increasing suddenly, caused what she ■ 
mpposed.was a rupture of the hag of waters."' ’'This discharge 
rave more relief and considerable ease from pain. I asked if 
she had pains such as usually attend a labor ; but, although I 
liad previously asked the same question, in none of her re- 
plies would she admit that the pain seemed like that of ordi- 
nary labor. There were no remissions ; its character was 
continuous — a tonic contraction. I examined the patient at 
my first call ; found the os slightly open, but aU that part be- 
low the internal os swollen, tense, and turned outward from 
the central point, presenting the appearance of, a volcanic 
crater, with the internal os strictured to guard the opening. 

At my examination subsequent to the supposed discharge 
of waters I found the os but little changed. On forcing my 
finger past the tense internal os, I found a- tough and tense 
membrane still presenting, and through this I could discover, 
as I thought, the fetal head, and by gently tilting I found it 
was easily moved and evidently not impacted or engaged in 
labor. In my judgment, premature labor was about to take 
plae^, and the question was whether the patient could sur- 
vive in this condition; I was anxious and feared the result. 
The patient was resting more quietly, although still oom- 
plaining of the tense, bursting abdominal pain. Pulse under 
stimulants seemed to be improving, although still small and 
frequent. Nourishment was urged upon the patient, and 
warmth was continued externally. There had been no evi- 
dence of motion in the fetus at any of my examinations. I 
therefore made a stethoscopic examination, in order to aseer-' 
tain Avhether I could discover any signs of vitality in the 
fetus. On examination I could find no evidence of fetal 
heart beat and no motion of fetus ; but I did. discover one of 
the most conclusive symptoms indicating the dangerous con- 
dition of my patient — the remarkable bulging of a portion 
of the uterus. This bulging was upon the left side of the ute- 
rine body, and of such prominence as to indicate that about 
one-third of the uterine ovoid was involved in this projec- 
tion, or, as I should judge, nearly all the surface ordinarily 
included in the attachment of the placenta, thus showino' the 
danger of the patient to be imminent. 

Under this condition of things I asked for counsel-, and 
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Dr. L. French was called in. Although comprehending the 
critical condition of the patient, he seemed puzzled to fix a 
diagnosis further than the probable event of a premature 
labor, and his advice was that we continue our remedies and 
await the result. This we did, and were encouraged in the 
evidence of our patient rall3dng a little in strength. During 
our waiting there was a moderate discharge of sero sanguino- 
lent water. But every examination per vaginam showed the 
membranes intact and tense, through which we could feel 
the fetal head, evidently presenting in proper position. After 
pushing our plan for rallying our patient for several hours, 
and having evidence of its benefit, we concluded to rupture 
the membranes and hasten the labor. The membranes were 
ruptured about 3 p.m., and labor pains followed, soon after; 
and within half an liour thereafter the labor was completed 

bv the birth of a fetus at about the seventh month, dead. 

*> / 

The placenta was soon removed ; it was accompanied by a. 
large amount of coagula. The placental mass appeared three 
times the size we might have expected in one at the seventh . 
or eighth month of gestation. It was infiltrated with ,eo- 
agula, and presented the appearance of having the blood 
forced into the parenchyma of the placental structure by 
strong pressure. Subsequent to the passage of the placenta 
with its coagula there was a large blood clot passed, which I 
should think would weigh from twenty to twenty-five ounces. 

1 applied a binder with compress and pressure with the 
iiands over the uterus, until evidence of a firm contraction 
was obtained. The patient slowly rallied, and a tedious re- 
covery resulted. 

In connection with this interesting subject we find that the 
most extensive and complete article published upon con- 
cealed accidental hemorrhage was written by Wm. Goodell, 
of Philadelphia, and published in the American Journal 
OF Obstetrics, vol. ii., page 281, 1870, from which article I 
quote : “ In 1818 the French Academy of Medicine offered a 
prize for the best essay on the subject of internal uterine 
hemorrhages. In answer to this offer there were three 
essays that received prizes : A. C. Baudelocque ‘ crowned ’ 
first ; M. Bonniere received gold medal ; Madame Boivin, 
silver medal of emulation. Madame Boivdn denies the possi- 
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bility of this complication, and in this opinion is sustained by 
Madame Lachapelle— women who could unitedly lay claim to 
tlie vast experience of over forty-two. thousand labors.^ Tel- 
pean, a more modern authority, expresses his scepticism in 
the following words ; ‘ How, indeed, can we conceive that the 
blood, which escapes from the uterine vessels in somewhat 
considerable quantities, is capable of dilating beyond mea- 
sure, and almost instantly, the cavity of the womb, instead of 
running between the gestative organ and its contents, so as 
to escape outward, or of rupturing the membranes and be- 
coming effused within their cavity % ’ 

“ Out of 22,498 labors occurring at Gfuy’s Hospital, only 
three eases of this hind of hemorrhage were observed ; and 
not one in 156,000 deliveries at the Dublin Lying-in Hos- 
pital.” 

Prof. Meigs, Prof. Hodge, and Prof. Bedford, American 
authors and authorities, make no mention in their works of 
ever having any personal experience in such cases, Blundell, 
Churchill, Burns, and Cazeaux have no clinical experience, 
and in their writings only quote the observations of others. 
Many other eminent obstetric authorities allude to this puer- 
peral accident as historians and not as eye-witnesses. 

Prior to 1860, according to the researches of Dr. Goodell, 
there were only twenty -two published cases of concealed ac- 
cidental hemorrhage ; but at the time of his compilation 
(1S69) he reports one hundred and six cases. Case III. in 
his list much resembles the ease I report, and for its compara- 
tive similarity I quote it in full : 

“ Case III. — Hit. 40 ; sixth and a half month of seventh 
pregnancy. After house-cleaning, attacked by repeated vomit- 
paleness, and faintness. Meteorism and distressing dis- 
tention of abdomen, visible to bystanders, with a bursting feel- 
ing. Uterus distended as if at term, and bulging on right side. 
Absence of fetal and placental sounds. Cervix undeveloped, 
and no sign of labor for twenty-four hours, when a small 
amount of blood appeared. Carminatives given for supposed 
colic; after the hemorrhage opiates, stimulants, and ice exter- 
nally. Membranes punctured after the pains had become 
Aigoious, and the os dilated. More than two quarts of clots 
followed delivery; placenta two-thirds detached. Mother- 
's 
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recovered, child dead,” (Reported by Thomas F. Cock in 
New York Medical Times, 1854-, page 394.) 

‘‘Case XXXYIIL — At term, missed a step in coming down- 
stairs at night. Next morning found by her physician col- 
lapsed, cold, nearly pulseless, and suffering intensely. No 
labor pains, but one continuous pain of an intense, stretching 
character. Abdomen tense. Os as large as a florin. Mem- 
branes tense, without intervals of relaxation. No external 
hemorrhage. Physician gave stimulants and ^ watched symp- 
toms.’ After some hours the membranes were ruptured, 
when an immense gush of bloody fluid came away, followed 
by rapid delivery of a dead child, and three clots each as 
large as the child’s head. Placenta cup-shaped. Mother re- 
covered.” (By Dr. Bronton, London Obstetrical Transac- 
tions.) 

This case in its representative symptoms is well expressed ; 
the treatment and “ watched symptoms ” well taken ; results 
favorable. Now let us quote the three eases of Goodell, as 
reported by Henry Oldham in “ Guy’s Hospital Reports,” 
vol. ii., page 94 : 

“ Case XLIY, — ^Et. 40 ; seventh and a half mouth of 
fourth pregnancy. Yague abdominal symptoms, resembling 
those of menses, succeeded to a fit of emotion ; became pale 
and faint; vomited. Under stimulants rallied for twenty- 
four hours, and then fell into an alarming syncope. Uterus 
now distended and tense ; os dilated to size of a shilling ; 
membranes flaccid; fetal head movable ; no external hemor- 
rhage ; no signs of labor. When the nature of the trouble was 
understood, the membranes were punctured, a binder applied, 
ergot given, followed in tlu-ee hours by labor, and in three 
hours more by delivery. The uterus seemed full of clotted 
and fluid blood. The placental structure completely oblite- 
rated and excavated, well illustrated by an engraving. Mother 
recovered, child died. 

“ Case XLY, — JEt. 40 ; tenth pregnancy ; taken with 
fainting on the least exertion. In two hours was collapsed, 
pulseless, and cold. Abdomen, from its size, supposed to 
contain twins. Slight external hemoi’rliage after six hours. 
Although pains were absent the os passively dilated, the 
head even descending low down in the pelvis four hours 
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after membranes were punctured, wbicli was done fourteen 
hours after -the first attack. She rallied under stimulants, but 
suddenly died undelivered while the physician had gone down- 
stairs for his forceps. 

“ Auiopsy . — The placenta almost wholly detached, and the 
womb distended with blood enough to fill two chamber-pots. 

“ Case XLTI.— .^t. 38 ; eighth and a half month of preg- 
nancy. After drinking and carousing, became cold and sweat- 
ing ; had pain. Os dilated to the size of a shilling ; head 
presenting ; no external hemorrhage. The surgeon left, find- 
ing her intoxicated and with no signs of labor, but six hours 
after returned and found her dead, with the membranes rup- 
tured, but child undelivered. 

“ Autopsy . — The uterine walls very thin; placenta flattened, 
thinned out, and entirely detached by about five pints of 
coagula.” 

Thus in these three eases there were one recovery and two 
deaths undelivered, although they occurred within the wards 
of a large lying-in hospital, where we would suppose all 
things were at hand for the immediate and successful treat- 
ment of such cases. In Case XLIV. we infer that for a 
length of time the case was not understood, since the writer 
says : “ When the nature of the disease was understood, the 
membranes were punctured.” 

Dr. Goodell, in analyzing the one hundred and six cases on 
which his essay is based, makes a very full statement of the 
symptoms diagnostic of this very obscure disease. He places 
at the head of his list, as by far the most frequent symptom, 
“ an alarming state of collapscf carrying dismay into the 
heart of the bystander. Every detailed example, without ex- 
ception, presents most of its characteristics, such as coldness 
of the surface, excessive pallor, feebleness of the pulse, yawns, 
sighs, dyspnea, restlessness, and retching. 

Pain is the second in frequency, and its expression is as vari- 
able as the language in which it is given both by the patients 
and their attendants — such as severe pain, extreme pain, vio- 
lent pain, “ suffering the greatest torture, as though the ab- 
domen would burst,” “ very violent cramping pain,” “ pro- 
tracted spasm of the abdomen,” « a state of intense suffering ” 
“ intolerable anguish,” etc. ' 
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Third series of symptoms is absence or extreme feebleness 
of the pains of labor. 

ISText in course is a marked distention of the uterus, which 
produces those painful sensations of “ bursting,” that burden 
of every cry of the sufferer. 

Xext, after a variable lapse of time, may be a “ show of 
blood,” in quantity from a mere ooze to agush. This he looks 
upon as a trustworthy symptom, which, when it occurs, usually 
clears away all obscurity in relation to the case. This symp- 
tom may occur too late, and should not be depended upon, 
for its diagnostic value is only confirmatory. 

The circumscribed lateral bulging out of the uterine walls 
has in some eases been a prominent feature, but its infre- 
quency prevents it being considered as a constant symptom. 

The extreme sense of tension, both in the uterus and its 
contents, on digital examination, is another symptom which 
gives weight to the correctness of the diagnosis. 

Another symptom is the serous discharge which often takes 
place, and which is mistaken for the waters of the amnion. 
This symptom is mostly manifest when on examination it is 
proved that the membranes are still tense and nnriqitured. 

As to treatment, Dr. Goodell says “ the rule should be 
imperative to deliver the woman as soon as possible.” 
This is correct, but under so many different conditions do we 
find our patient that those conditions are to guide us as to 
haste or otherwise, and greatly bear upon the methods advis- 
able in such eases. 

I now include in this report a few cases which have been 
published in different journals since Dr. GoodelPs article of 
18T0, and some extracts from articles published upon the sub- 
ject at times since. 

In The American Journal of Obstetrics, vol. iv., page 333, 
Dr. Goodell, at a meeting of the Philadelphia Obstetric So- 
ciety, relates the following history of a case of concealed acci- 
dental hemorrhage of the gravid uterus ; 

“ Three weeks before labor the patient, after house-moving, 
was seized with ‘erampy and colicky pains,’ followed by 
vomiting and collapse. Under appropriate treatment she re- 
covered, but remained very weak and complained of a con- . 
stantpain in her left side. Six days before labor, after severe 
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exertion, she had a return of symptoms. These were again 
eontrolled hy rest and opiates, hnt a constant pain remained, 
with occasional exacerbations, until she went into labor. Dr. 
G. now saw her for the first time, and found her very pale- 
and weak The pains of labor seemed very inefficient, and 
yet slie delivered herself very shortly after his arrival. The 
child was still and premature, with the shin peeling oS from 
the extremities. Immediately after its delivery, the placenta 
and a large quantity of grumous blood followed. No further 
hemorrhage occurred, but the convalescence was slow, re- 
quiring several weeks of rest and tonics.” 

An examination of the placenta in this case showed the 
seat of two apoplectic effusions, one of much older date than 
the other. Microscopic appearances were those of degene- 
rated placental tissue and old coagula. 

Matthew D. Mann, in a “ Report on Obstetrics,” published 
in The American Journal of Obstetrics, vol. x., page 113, 
states : 

From an analysis of cases Dr. J. BruntOn finds that the 
chief diagnostic symptoms of accidental concealed hemor- 
rhage are sudden fainting and collapse, with blanching and 
continuance of the same, so as to cause great alarm to, the 
medical attendant, intense continuous ‘ bursting ’ pain, tense 
membranes, and tbe symptoms of excessive bleeding, but 
without the external manifestations of flowins. The ordi- 
nary cause of separation of the placenta is that it has ripened (?). 
It may degenerate so as to fall off too soon. When near the 
time of labor there is more danger of sudden disturbance. 
Weight, size, vascnlarity, and sluggishness of circulation are 
factors which tend to hasten the separation. The immedi- 
ate causes are sudden spasms, producing partial or irregular 
uterine contractions, violence (subjective), such as exertion, 
cough, missing a step, and, lastly, violence ab externo. Of 
his cases nineteen died and fifteen recovered — verv large 
percentage of deaths, making this a very fatal accident.” ’ ^ 
The American Journal of Obstetrics, vol. xiii., pao-e 87T * 
case reported by Dr. Wm. T. Lusk, President of tlfe New 
lork Obstetrical Society, as follows: “About eighteen 
months ago Dr. A. S. Purdy asked him, af about 7 a.m., to 
see a case of supposed placenta previa. The patient was a 
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primiparons woman. 39 years of age, and advanced in preg- 
nancy about eight and a half months. On the evening before 
she iiad romped with a young nephew, and about midnight 
suhamoned the doctor because she was suifering from pain 
and supposed it to he the beginning of labor. The pain soon 
subsided, and Dr. Purdy returned home, but was called 
again early in the morning, and when he ai-rived found that 
a free hemorrhage ‘had occurred, and then summoned a con- 
sultation. On making examination Dr. Lush was able to ex- 
clude placenta previa, and diagnosed accidental hemorrhage. 
He introduced, therefore, the smallest Barnes’ dilator, with 
the object of exciting Titerine contractions, believing that the 
best method to arrest the flow. He remained throughout the 
morning, occasionally increasing the distention. The labor 
went on slowly until about 12 m., when the cervix was well 
dilated, the pains had become good, the membranes de- 
scended through the cervix. He then left the case, to return 
at half-past 3. On his return, although no external hem- 
orrhage had occurred, it was evident, from the color of the 
patient’s face and her general condition, that considerable 
internal hemorrhage had taken place during his absence. 
Dr. Lusk then ruptured the membranes, and, as she was 
anxious to have a living child, applied the forceps instead of 
resorting to version. It was nearly two hours before deliv- 
ery was efiected, and when finally the child was born it was 
found that the side of the neck and one cheek had been 
badly cut by the instrument. The heart beat, but the child 
did not ciy ; it moved its mouth, but made no noise, which 
produced some anxiety until Dr. Purdy pointed out the 
cause, viz., that one side of the face had been paralyzed by 
the pressure of the forceps. While occupied with the child, 
Dr. Purdy, who had taken charge of the woman, remarked 
that, though the placenta had come away, there remained 
something in the uterus, the nature of which he did not 
understand. Dr. Lusk, on introducing his hand, found the 
uterine cavity filled with tolerably firm blood coagula, of 
which he removed nearly a wash-basinful, and which’ were 
evidently not of recent formation. The uterus then con- 
tracted firmly, and both mother and child .made a good recov- 
ery. The child is still living and quite strong. He wished 
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to place tlie case on record, because in the statistics furnislied 
by Dr. Goodell of one hundred and seven cases of internal 
hemorrhage, only seven children lived, and of the mothers 
tifty-five died. He thought he should pursue the same course 
in anotlier case of like character.” 

The American Journal of Obstetrics, vol. xiv., page 652 : 
Dr. Munde, at a meeting of the Hew York Obstetrical Soci- 
ety, October 5th, 1880, reported a case of intra-uterine ante- 
partum hemorrhage occurring at Maternity Hospital at his 
service, and attended by Dr. G. F. Lydston, viz. : “ IL S., 
primipara, age 21, single, Ireland. Has always enjoyed good 
health up to this pregnancy ; denies having venereal trouble ; 
date of last menstruation, February 22d, 1880. About mid- 
dle of March commenced to suffer from gastric disturbances, 
and about the second month suffered from vomiting, which 
has continued up to the time of labor. The patient states 
she has passed less urine than usual ; was otherwise perfectly 
well throughout pregnancy until October 1st, 1880. About 
10 A.M. on above date patient had an attack of syncope ; did 
not lose consciousness completely, though she was very dizzy. 
Surface was cold, and face covered with cold perspiration, al- 
though none of these symptoms were specially rnarked. She 
stated to the doctor that she was faint and had caught a 
severe cold, as was evidenced by slight coryza ; complained 
of no pain and made no special complaints ; was ordered to 
bed and pulv. Doveri, grs. x., administered. Since that time 
she ceased to feel the motion of the child. She arose Satur- 
day morning feeling perfectly well, with the exception of tbe 
vomiting, which she has had throughout pregnancy. 

“ October 3d : Patient began having pains at 3 p.m. ; said 
nothing about them. When the doctor was called, found os 
fully dilated, bag of membranes protruding; no presentation 
could be felt; membranes were ruptured at 6:55 p.m. ; breech 
presented P. S. A. ; the lower limbs and breech were expelled 
at 8 P.M. ; after some delay the head and trunk were ex- 
tracted ; with the head and trunk was expelled a large clot 
which had protruded with the breech ; the placenta was re- 
tained till shortly after 9 o’clock, when it was removed by 
expression by Dr. Munde, who had at that moment arrived ; 
th3 uterus contracted promptly; patient vomited shortly 
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after labor had terminated. ISTo more than the usual amount 
of blood was lost at the confinement ; the patient, however, 
had a decidedly anemic appearance. The clot was found to 
weigh one pound, seven and a half ounces ; smooth and dense ; 
evidently not of recent formation. All the appearances about 
the clot, such as its hardness, color, and manner of breaking 
up, indicated that it might have formed with the attack of syn- 
cope experienced by the patient two and a half days before.” 

Edward L. Partridge, M.D.,in the N’ew York MedicalJour- 
oial, vol. xxxiv., page 561, 1881, has published an excellent 
article on “Accidental Ante-partum Hemorrhage,” which 
considers the subject, in its causes, symptoms, diagnosis, prog- 
nosis, and treatment, in so unexceptional a manner that on 
some of these divisions I quote his words : 

“The diagnosis is extremely obscure and embarrassing, as 
we learn from the united testimony of all observers (Goodell). 
This should not be regarded as discouraging, but should lead 
to the closest scrutiny of a doubtful ease and the use of the 
greatest judgment. At the onset of the symptoms the con- 
dition of intestinal colic would most resemble that of con- 
cealed hemorrhage. A careful examination of the pregnant 
uterus, and the occurrence of more severe symptoms, espe- 
cially those of the loss of blood, would be the means of deter- 
mining between the two conditions. "When the symptoms of 
collapse are present, the accident might be mistaken for rup- 
ture of the uterus. The history of the case would lielp us to 
a diagnosis, in that the former condition occurs prior to or 
early in labor, wliile the latter takes place at a later stage. 

“ The prognosis is grave. In one hundred and six eases 
collected by one writer (Goodell), fifty-four mothers died, and 
of one hundred and seven children only six survived. An • 
earl}’^ and correct diagnosis in all cases would diminish this 
death rate somewhat. 

“ The treatment demands the exercise of great judgment. 
"We may wait in some cases to see what Hature can effect, not 
what she can endure. 

“ In the grave cases of accidental hemori’hage there is no 
safety until after delivery, which is therefore urgently called 
for. It must be brought about speedil.y, while every measure 
is taken to diminish the hemorrhage which will be continuing 
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iii greater or less degree. At the same time, ho means should . 
he overlooked to rally the woman from the effects of shock 
and hemorrhage. Dilatation of the os mnst be brought about 
or aided by artiOcial means. 

“ Playfair says : ‘ The first thing to be done, whether the 
hemorrhage be apparent or concealed, is to rupture the mem- 
branes.’ 

“ Schroder says: ‘If labor has so little advanced that an im- 
mediate delivery appears inadvisaMe, ergot is to be given 
internally, and attempts are to be made by strong friction to 
make the uterus contract. If that is of no avail, and the 
bleeding persists, and the patient is still collapsed, the mem- 
branes must be ruptured.’ 

“ Leishman says regarding accidental hemorrhage: ‘In so 
far as treatment is concerned, the first step is undoubtedly to 
rupture the membranes so as to give egress to the liquor amnii.’ 

“ Barnes says : ‘ The first thing to be done is to rupture the 
membranes.’ ” 

Many other writers give the same advice. Dr. Partridge 
gives an extended criticism upon the advice of these authori- 
ties to first punctwre the membranes.) reasoning of the prob- 
able effects of an immediate rapture in increasing the danger 
in the case. He calls this unguarded advice, and then puts 
the question : “ Wliat, then, should be the treatment looking 
toward the safety of the mother and child, when immediate 
■delivery cannot be resorted to owing to incomplete dilatation 
of the os I With the same decision which has characterized 
the advice of . other writers to rupture the membranes as a 
first step, I should say, by all means preserve them intact, 
and thus tampon the uterine cavity udth liquor amnii. Then, 
while deprecating, in the main, any advice tending toward 
routine treatment, I should say, in the great majority of cases,' 
employ Barnes’ dilators until the desired result is obtained. 
The desired result, I infer, is a dilatation of the os and the in- 
ducement of labor pains. Such being obtained, then a rup- 
ture of the membranes and delivery may be attempted.” 
Paitiidge says : “Version fulfils indication better than for- 
ceps,” while if we examine Dr. Purdy’s case, reported by Dr. 
Lusk as counsel, we find that after rupturing the membranes 
he applied the forceps, because, as he says, “ the woman was 
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anxious to have a living child, doing this instead of version,” 
closing the report i)y saying that he thinks he should pursue 
the same course in another ease of like character. 

Dr. Lnsk two years later says: “ When evidence of uterine 
contraction is f ull}’^ evident, and dilatation has taken place, then 
rupture the membranes and deliver by turning^ How shall 
we reconcile this difference of procedure and advice? lean 
onl}' say of this that the proper way is to treat the case with 
the method that good judgment dictates to be the best adapted 
to the ease you have in hand. TJ)ere is no one jnethod adapt- 
ed to all cases. 

An article by Prof. Parvin in “ American S^'stemof Obstet- 
rics,” vol. ii., page 66, saj's: “Uterine contraction furnishes 
a more reliable hemostatic than is found by pressiire in ute- 
rine expansion, and the contraction is only possible after evacu- 
ation of the liquor amnii.” We question the assertion as to 
the impossibility of uterine contraction while the membranes 
are intact. In the case reported as the foundation of this 
paper, there was evident contraction of the uterine body and 
considerable dilatation of the os prior to puncture of the mem- 
branes. And another refutation of the assertion is to be 
found in many of those cases of extreme uterine distention 
occurring in twin-bearing pregnancies. We ]iope,by the pub- ' 
lication of cases and remarks upon this very dangerous condi- 
tion of the puerperal female, to incite a more active and early 
effort to -diagnose such disease, and through earlier recogni- 
tion of the case we may be more successful in reducing the 
great percentage of mortality occurring in concealed acci- 
dental hemorrhage of the puerperal female. 


TO WHAT EXTENT CAN UTERINE DISEASE BE 
PREVENTED, AND HOW?' 


BY 

J. RIDPLE GOFFE, M.D., 

New York. 

“ For the gi-eater part of ray life,” says Lawson Tait, “ I 
have been engaged in the study of and practice amongst the 
' Read before tbe New York Obstetrical Society, April 7tb, 1891. 
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special diseases of women, and no conclusion is more firmly 
rooted in my mind than a devout thankfulness that I belong 
to the other sex.” “ From the cradle to puberty they seem to 
be on fairly equal terms witli men, but from that moment, 
through the whole of the period of active life, their existence 
is one of prolonged suffering.” “ The great function of their 
lives is led up to by troubles, and from it endless suffering 
springs.” 

IsTo one knows better than the obstetrician and the gyne- 
cologist the full meaning of these words. 

While the Fellows of this Society may not be willing to in- 
dorse these statements of Mr. Tait in their entii'ety, that one’s 
experience and observation have been limited indeed if they 
do not lead him to echo this expression of thankfulness that 
he belongs to the sterner sex. Not all the extolled joys of 
maternity, nor the glories of motherhood, nor the formative 
influences on the rising generation which only the mother 
can exert, would cause one of us to hesitate a moment in his 
choice of sex. And yet there is not one who hesitates to 
admit that this ought not so to be. It behooves us then, as ob- 
stetricians and gynecologists, and indeed is incumbent upon 
the whole- profession, to discover why it is so, and to do 'in- 
telligently and vigorously all that can be done to effect a change. 

In the simpler and less conventional forms of society we 
are told that women know not these ills; that the peasant 
woman working in the fields will be taken with labor pains ; 
these she regards not till the critical moment, when she retires 
to her cabin to complete her travail, and returns again in an 
hour or two to continue her work ; and this is repeated at 
successive intervals throughout her reproductive life ; men- 
struation she rarely experiences. 

While recorded history goeth not back to the time when 
menstruation was an unknown function, I doubt not the 
time was, in the history of the human animal, when the 
monthly flux was an unknown experience to our wild and 
unhampered sisters ; when, with the unrestrained freedom of 
intercourse that gratified the earliest promptings of passion, 
the young girl found herself a mother ere the life of a single 
ovum had f-ailed for want of impregnation ; and ere lactation 
had ceased slie found herself again on the road to maternit}’’ 
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without having experienced the unpleasant process of men- 
struating. And this might go on throughout the entire pei'iod 
of ovulation. 

Such freedom from menstruation, due to frequent pregnan- 
cies, for periods ranging from five and six to ten years, is not 
without parallel in our own time, and in my own experience, 
among women of the lower classes. 

If, then, the untutored savage does not suffer and the civil- 
ized woman does, we must look to the elements or the details 
of our civilization for the cause. And, from a physiolo- 
gical standpoint, we need not search far ere we discover that 
our social, our educational, and our hj^gienic customs are sore- 
ly at fault, especially in the rearing of girls. ISo conviction 
is more indelibl.y impressed upon my mind than that a vast 
majority of the ills that beset womankind can he traced, 
directly or indirectly, to the lack of proper development 
of the generative organs at puberty. The dysmenorrhea of 
early womanhood, the cervical catarrh and endometritis of a 
little later period, and, added to these, the curse of sterility of 
married life, or, if fortunately this be overcome, tbe sicken- 
ing months of gestation, to be followed by laceration of the 
cervix and all its train of evils — are but the natural sequel® 
of neglecting the organs of generation at a time when they 
should be the supreme care. 

The picture of the ambitious girl who has stood at the head 
of her classes and taken all the prizes, for which she pays the 
sad price of years of suffering and invalidism, we have had 
drawnfor us sufficiently often and in colors sufficiently brilliant 
to draw its own individual lesson. The hasty co7iclusion from 
this that girls cannot endure severe intellectual effort, nor 
the training necessary to put them on an intellectual equal- 
ity with man, is very wide of the truth. The many brilliant 
minds among women that meet us continually and on every 
hand, not only in tbe field of letters but in our own profession, 
attest the truth that the difference between man and woman 
does not lie in intellectual capacity, differ thougli they may 
iu certain qualities of mind. The girl is entitled to just as 
good and just as thorough mental training as tbe boy, and at 
the same time she is entitled to recognition of the fact that 
she must have it in her own way and iu her own good time. 
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The great criticism to be made upon our educational sys- 
tems, both public and private, is that no cognizance is taken 
of the fact that a girl, wkenshe comes to the years of woman- 
hood, passes through a great crisis in her physical life, which 
ushers her into anew existence. Henceforth her life is made 
up of periodic tides and exacerbations, which for the succeed- 
ing few years, until the function of menstruation is established, 
dominates her entire system. If at this time the mental facul- 
ties are stimulated and forced, and so the nervous system ex- 
hausted, the little, anteflexed, infantile uterus and its unde- 
veloped adnexa are robbed of their proper nerve and blood 
supply, menstruation is deferred, and the infantile uterus per- 
sists. And it is tlie persistence of this infantile uterus, as we 
follow it along through the advancing years and experiences 
of our patient, that is the source of so much trouble — the dys- 
menorrhea, the sterility, the lacerated cervix, “ Had there 
been no -premature labors nor infantile uteri,” says Dr. Ar- 
thur Johnston in his thoroughly scientific paper read before 
the American Grynecological Society, “ I do not believe that 
laceration of the cervix would have ever played much of a 
role in the support of the practitioner ” ; and again : “ A sur- 
prisingly large proportion of torn cervices gives a previous 
history of symptoms which point to a greater or less arrest in 
their early development.” 

Ho one simple lesion in the whole range of gynecology is 
responsible for so much trouble as the lacerated cervix. To 
have discovered this lesion and devised a method of cure is 
glory enough for a lifetime. And in this our esteemed Fel- 
low, Dr. Emmet, has immortalized himself. But to have 
pointed out the soui’ce of the lesion, and sp2)utit in the jiower 
of the profession to anticipate the injury, is worthy of all 
praise. But the time to anticipate is when Hature is ready 
to anticipate by developing the girl into the complete woman. 

To be more explicit, and establish the points on which it 
seems to me we, as professional men, should take a decided 
stand and make our influence felt in educational circles and 
upon the mothers of the rising generation, there seems to be 
no reason why the girl and the boy should not be both play- 
mate and classmate together up to ten or even twelve years of 
age ; then for the succeeding three or four years the mental 
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strain upon the girl should he diminished, with entire absence 
of all intellectual requirements during the few dajs each 
month of her periodic sickness. This, of course, necessitates 
the complete separation of the girl’s curriculum from that of 
the boy. 'While he is able to hold steadily and constantly 
to his mental effort in accord with his steady and constant 
physical development, the girl must have periodic relaxation 
to allow of her periodic physical development. When once 
this has been accomplished, and the girl’s feet planted on a 
basis of enduring health, then the intellectual effort can be 
resumed with renewed force and application, so that at 
20 she will again stand abreast with her old-time companion 
and competitor. But for these few formative years give 
her more sunshine, moi'e fresh air, more physical exercise, 
and more time for complete relaxation both of body and mind. 

So much of this criticism is directed toward education — 
and by this I mean, in this connection, the simple training of 
the mind — for the reason that, in our country at least, this 
one feature of early girlhood is common to all social classes. 
To ray mind, when one views the subject in all its remote de- 
tails, no sadder sight can be witnessed in this great city than 
is presented by the nervously tired, restless, anxious faces of 
the girls of our Normal School as they come pouring into the 
cars of the elevated trains in the afteimoon ; for they are not 
only developing wonderftxl capacities for future suffering in 
neuralgias and backaches and tits of depression, but the.y are 
to be. the school teachers of the following generation, upon 
whom they are to inflict the same relentless system. 

But the training of the mind is not alone responsible for 
the persistence of the infantile uterus and the woes it brings. 
The social custom which, among our upper classes, puts a girl 
through her training at this critical period at a pace that 
shall make her a eharming social bud at 17, with all the 
nerve strain it involves, is in utter violation of the plainest 
teaching. 

Dr. Emmet codifies the instructions to a girl of this age 
very tersely when he says: “She should be kept a child as 
long as possible ; made to associate with children. Her dress, 
her diet, her habits of life, should all be looked after as care- 
fully as if she were a child, and, above all, the habit of regn- 
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larity should be observed in all details.” Unrestrained romp 
and play of outdoor life is tbe best exercise, but in connec- 
tion with this tbe “ setting-up ” drill of a welbregulated gym- 
nasium is of great service. A new and most commendable 
interest bas been awakened in tbe 2diysical development of 
girls here in tins city tbrougb tbe recent organization of tbe 
Young Ladies’ Athletic Club. Each applicant is carefully ex- 
amined by a competent medical examiner, tbe strong and tbe 
weak points in the physique carefully noted, and tbe prescribed 
exercise adapted to the requirements of each individual case. 
Tbe ambition to perform remarkable feats of agility and 
strength is frowned upon, and tbe training is steadily di- 
rected to tbe promotion of health and tbe power of work. 
This must not only develop tbe bone and muscle of tbe fair 
gymnasts, and so exert its healthful influence indirectly upon 
tbe nerve centres, but is awakening a widesjiread interest 
among the younger social element in ^ibysical culture and re- 
volt against tbe vicious features of woman’s dress. By these 
exercises, to which should be added, in their season, swimming, 
fencing, riding, and rowing, not only is the breathing power 
increased, tbe heart action strengthened, the diaphragm im- 
proved in power and function, but tbe hepatic circulation is 
stimulated and thereby the blood supply increased to the ab- 
dominal and pelvic viscera. 

All this is familiar ground enough to all of us, but the di- 
rect relation of cause and effect between this undevelojied 
uterus due to bad educational, social, and hygienic habits, and 
the uterine troubles of later life, cannot be too often presented 
nor too frequently emphasized, either to the profession or to 
the mothers of our families. If the one almost universal 
habit of constipation of the bowels which exists among girls 
could be eradicated, a great factor in the causation of uterine 
trouble would be removed. And yet this is due almost solely 
to ignorance of its importance, together with improper diet 
and insufiiclent exercise. 

jSTo doubt the numerous flights of stairs which characterize 
oui modem houses are responsible for great aggravation, if 
not direct causation, of uterine engorgement and catarrh. In 
ascending a staircase a woman, if you notice, throws her body 
forward to such a degree that the abdominal and pelvic cavi- 
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ties are converted into one continuous cylinder ; then, by fix- 
ing tlie diaphragm for the effort, all the abdominal pressure 
is brought to bear directly upon the pelvic contents, and with 
what baneful results we Icnow. All this can be avoided by 
keeping the body in an erect posture and making the legs do 
the work. 

l!7egleeted and latent gonorrhea is now recognized as the 
cause of some of the worst forms of uterine and tubal trouble. 
But it is only during the last few 3"ears that a neglected gon- 
orrhea, has been of any particular concern to the physician or 
the patient till these remote consequences declare themselves. 
But now that we know the subtle tendencies of the disorder, 
the intelligent physician stamps it out with all the speed he 
may, not only to i-elieve the patient’s discomfort, but to pre- 
vent still greater. 

The usual chronic difficulties resulting from confinement 
we have almost wholly within our power to prevent, if we 
will but use it at the time. The lacerated cervix and perine- 
um are easily' restored, and the subinvolnted uterus promptly 
reduced and made to retain its place, by proper treatment ere 
the evil consequences have appeared. The routine visits for 
nine days, with hasty glances at the patient and superficial 
instructions to the nurse when all apparently goes well, are 
not enough. No woman should be dismissed from the doc- 
tor’s care after confinement till he is assured by cai-eful ex- 
amination that no laceration of the cervix exists, that tlie ute- 
rus is properly involuted and its ligaments of sufficient tone 
to retain it in place. 

But great as are the accidents of confinement, and frequent 
as are the troubles and misfortunes following, they are not so 
uniformly present as the evils attendant upon miscarriage. 
In the one Nature has perfected her work of reproduction, in 
the other she has been thwarted. And while, from the inhe- 
rent nature of the case, the miscarriage should obtain moi’e 
attention fi’om the accoucheur, custom has determined it 
otherwise. Few women, whether they have children or have 
none, go through the terra of married life without at least one 
miscarriage. And when a patient presents herself for treat- 
ment, the almost universal history is that she dates the begin- 
ning of her trouble from that mishap. The moral of all this 
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is tliat tlie mlscavriage demands more careful attention in its 
after-treatment, and that the patient he put upon the same 
formal regime as the parturient woman. 

There are other and most haueful causes of uterine troubles 
which might be emphasized in this connection, but they are 
less amenable to the control of the physician, and in many 
instances are too delicate or too obscure for him to talce open 
cognizance of them. The few sources of trouble which I have 
enumerated come under our observation daily, and are prac- 
tical, importunate demands of the hour, if we are to improve 
the physical endurance and comfort of our American women. 
The most imperative demand, I take it, however lies in re- 
forming the dress, the habits, the mental and physical training 
of the growing girl. Let her feet be planted on the enduring 
basis of symmetrical physical development, and then, with 
proper medical attendance, her health will be secure against 
the trials and strain of her future life. 


HEMORRHAGES IN THE NEWLY-BORN.' 


BY 

A. JACOBI, M.D., 
New York. 


The young infant has less blood, in proportion to its entire 
weight, than the adult. This blood has less fibrin, less salts, 
more hemoglobulin in the newly-born, less hemoglobulin in 
the infant of a few months, less soluble albumin, less specific 
gravity, and more white blood corpuscles than the blood of 
advanced age. Therefore the blood of the infant, the newly- 
born included, by its very composition, appears to predispose 
to pathological changes based upon its physical condition. 
•Amongst these pathological changes, however, hemorrhage 
is not as long as the condition of the blood vessels is ab- 
solutely normal. Thus it is the latter which has to be studied 
to explain the causation of hemorrhage. 

' Read before tlie New York Obstetrical Society on March 17th, i891. 
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The proportion of the heart to the rest of the body is 
largest about the time of birth, and remains so for a little 
while. That would appear to increase the blood pressure in 
the arterial system, but E. Hofmann discovered the peculiar 
fact that the arterial pressure is very small in the newly-born 
animal. Even as large arteides as the carotid, when cut, do 
not spurt as in the adult. This lack of elasticity is one of 
the reasons why cords not ligated may not bleed, with the 
exception of those cases in which the arterial pressure is in- 
creased by a moderate degree of asphyxia, or the lungs are 
not inflated in consequence of incomplete development of the 
muscular strength, in the prematurely-born fetus. The low 
degree of arterial pressure would also account for occasional 
venous stasis, witii the result of increasing the predisposition 
to hemorrhage in the venous territory. 

All this is within the range of the normal condition of the 
young blood vessels. They may be torn by violence or un- 
dergo the results of embolism. The latter takes place in the 
newly-born, as it does in advanced age. It is true that con- 
genital heart disease is not liable to produce it, but thrombi 
taken up in the ductus arteriosus Botalli may be carried into 
and fastened in an arterial capillary of the stomach or duode- 
num, and thereby produce melena. 

In the arteries of medium and small calibre the elastic 
membrane is thin and simple ; it is only in larger arteries that 
elastic tibres will also extend into, and mix with, the adjoin- 
ing layers. The elastic membrane is liable to be thin where 
arterial branches are given off. It is here where spontaneous 
hemorrhages are apt to take place. It is here also where, in 
later life, aneurisms are met with, such as find no ready ex- 
planation by an injury. Even when an injury has been re- 
ceived, it is most probable that aneurisms will form on the 
very spot of the feeblest development of the elastic tissue. 

In some cases of aneurisms in the young, Eppinger found the 
elastic tissue abruptly torn ; the muscular layer was in a similar 
condition, and the two joined each other and were rolled up 
into each other in the most various ways. In some cases the 
muscular layer did not stop abruptly, but grew gradually 
thinner and exhibited granular degeneration. 

The elastic tissue is disseminated in very various proper- 



675 


JACOBI : HEMOBRHAGES IN THE NEWLT-BOEN; 

■tioBS, both Hovmally and abuormally. To tbe latter class be- 
longs wliat I have just said ; to tbe former the fact tliat, for 
instance, in the vessels of the umbilical cord there is no elastic 
membrane and no intima. Some elastic tissue is found near 
the umbilicus, it is true; it gradually increases in the abdomi- 
nal cavity ; but the intima is not developed in the arteries un- 
til they are in close proximity to the iliac. Thus, by the mas- 
sive and powerful development of the muscular layer only, 
besides the low degree of arteidal pressure, is it explained 
why there are so few hemorrhages from the cord, though ho 
ligatures have been applied. Thus, however, it is also ex- 
plained why a slight irregularity in the development of the 
muscle to which the contraction and closure of the arteries are 
delegated, suffices to keep up a hemorrhage from the stump 
after it has once started. 

Congenital incompetency of the whole wall of blood vessels 
is by no means infrequent. It may be so marked as to pre- 
dispose to the formation of aneurismal dilatations, Cru- 
veilhier described a case of cirsoid aneurism depending on 
congenital thinness of the tunica media, and refers to the fact 
that sometimes a thin artery cannot be diagnosticated from a 
vein. Yirehow explained the most persistent and incurable 
cases of chlorosis by the thinness and smallness of the arteries, 
and met with a ease of simple dilatation of the blood vessels 
of the pia mater, and consequent aneurism, which depended 
on atrophy of the media. Klebs observed thin vessels in a 
dropsical child of thirty -two weeks, and C. 0. Weber, Balassa, 
and Gall refer pointedly to the influences of congenital atro^ 
phy and debility of the arterial walls. Finally, Dieulafoy 
{Gaz. heVdoni., 1877, 16-181 described the case of hereditary 
cerebral hemorrhage which defies any other explanation be- 
sides that of a physical defect. 

Abnormal smallness of the arteries has attracted the attention 
of many observers as a far from infrequent occurrence. Lan- 
ceraux describes an aorta which was thin, yellowish, and fatty, 
and had a circumference of only five or six centimetres in the 
adult. Long before him Morgagni and Meckel observed a 
deficient development of heart and aorta, and Eokitansky 
found, at the same time, smallness of the heart, arteries, sex- 
ual organs, and body. On these he does not look as secondary 
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atrophy, hut as original hypoplasia, Avithont, howeA-cr, con- 
necting tlieni with chlorosis. Eamherger speaks of small 
arteries not interfering Avith the size of the body, hnt result- 
ing in chlorosis without or with hemorrhages. Such hemor- 
rhages haA'e been noticed by Trousseau in later life; he de- 
scribes a hemorrhagic form of chlorosis. YirchoAv also, who 
has traced better than anybody the connection of small arte- 
ries with the worst forms of chlorosis, connects these occur- 
rences with the profuse hemorrhages sometimes taking 25iace 
during chlorosis itself. 

There are blood vessels so thin and incompletely developed, 
and at the same time integuments so pooi-Iy formed, that 
bleeding Avill now and then make its appearance spontane- 
ously. I have described two such cases — ^^^ii’f’cularly one in 
which blood would trickle from the surface of the lower ex- 
tremity like ^lerspiration, in drops, day after day, until the 
newly-born died of exhaustion. In such a ease the deterio- 
ration of the vessel tissue does not necessarily de^jend on a 
constitutional disease, but on insufficient structure only. Of 
constitutional diseases, it is principally syphilis Avhich gives 
rise to such a hemorrhagic diathesis. 

Whether histological changes of the blood-vessel Avails, take 
place in the newly-born — as, for instance, the hyaline degene- 
ration of Kecklinghausen’s — remains to be seen. The few 
cases in which it Avas known to give rise to hemorrhages were 
babies of nearly a year. . . . 

Kot every case of hematoma of the sterno-cleido-mastoid 
muscle is due to the meddlesome practice of squeezing, twist- 
ing, and pulling, but there are many of the kind. The 
greater the fragility of the blood vessels of the newly-born, 
the greater ought to he hesitation and caution on the part of 
the obstetrician. . . . 

Though the undeveloped condition of the blood vessels 
and of the cranial bones of the neAvly-born are the usual 
causes of cephalhematoma, still many cases of this anomaly, 
and particularly the more dangerous ones, are avoidable. 
For there is no doubt in my mind of this, that the pres- 
sure of the forceps produces many. Altogether the ef- 
fect of that instrument has been estimated with too great 
leniency. When I was young I was taught, and even at 
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present it is claimed, that it acts by traction onlj , and not by 
pressure. The fact is that it must, by its very presence be- 
tween the head and the pelvis, diminish the narrow space. 
That it compresses the head is but too plainly seen by its traces 
left on the surface, with or without suffusion, abrasion, and 
local indentation. By so doing it strains, presses, tears blood 
vessels, and there can be no doubt that hemorrhages follow 
many an application of the instrument. The freijuent con- 
nection of external and internal hematoma endangers the 
brain to a great extent.* 

It is, however,but just to say that, when we remember that it 
is indeed pressure which gives rise to hemorrhage (and thereby 
.serious cerebral consequences) ; further, that there are more 
fatal cases from prolonged labor than from forceps, and that 

' Drs. Winkler and Bollaan have written a paper in a Dutch medical 
journal on “ The Forceps as a Cause of Idiocy.” They mention a case of 
bilateral, almost symmetrical, damage to the corte.v of the brain found in 
an idiot. The boy had been born with the aid of forceps. Only part of 
the vertex could be examined. There were no marks of the forceps, yet 
there were strong reasons for belief that the injury was caused by it. In 
another case there was still more ground for the opinion that injury had 
been caused by forceps. In this child, who was an idiot from birth, there 
were marks of the forceps on both sides of the skull corresponding almost ex- 
aetly'to the damage done to the brain. This coincidence was too remarkable 
to be accidental. Drs. Winkler and Bollaan performed necropsies on ten idi- 
ots, and examined twenty-five living idiots, of whom six had bilateral de- 
pressions in the skull. Another case was that of a woman born with the 
aid of forceps, an inmate of the Utrecht asylum for four years. She was 
very short, being only 1.27 metres high, and small in proportion. She 
could make all movements, isolated movements being difficult to her. 
There were but two words which she could say, and she never gave any 
sign of understanding what was said to her. She died at the age of 60, and 
at the necropsy the brain was found to be very small, weighing only seven 
hundred and forty-two grammes (thirty-one and one-half ounces). All the 
organs at the base of the brain, the optic nerves, olfactory nerves, etc'., were 
found to be very small. Deep depressions were found on either side of the 
sagittal suture, the right being the more indented. The depth of the 
depression w'as two millimetres, and its greatest breadth twelve millimetres. 
The brain was much atrophied. The autliors believe that depression of 
the skull catised by instrumental delivery, even when no fracture occurs 
tends to damage the cortical substance of the brain, and that this leads to 
general atrophy of the hemispheres, thus producing idiocy. They are dis- 
posed to think that the use of forceps is much more frequently the orio-in 
of idiocy than is generally supposed. ” “ 

Of Mitchell’s four hundred and ninety-four cases of idiocy, twenty-two 
had been extracted with forceps. 



678 JACOBI : HEMORRHAGES IN THE NEWLY-BORN. 

a great n?any fetuses beginuing to die in utero are kept alive 
by the speed}’’ use of tbe forceps, this instrument may still 
be less guilty. The real cause of the cerebral disturbance is 
traumatic injury of cerebral tissue, or hemorrhage, or, at all 
events, circulation rendered abnormal for a shorter or longer 
time. 

This takes place in asjihyxia, or suspended or interrupted 
animation. It destroys a great many new-born infants that 
would live but for it; it results in meningeal and encephalic 
hemorrhages, sometimes by retarding and impeding circula- 
tion through thrombosis only, which either prove fatal in 
the earliest period or give rise to permanent paralysis. It 
works still worse results, for death is nothing compared with 
what asphyxia often results in, viz., idiocy or feeble-minded- 
ness. 

Amongst the idiotic or feeble-minded children there are 
those who are evidently predestined to that intolerably grave 
and unfortunate condition. Some cases depend on premature 
ossification of the sutures and fontanels ; where this has been 
completed at birth or soon after, there is no possible hope ex- 
cept the surgical dividing of the cranial bones. Others re- 
sult from defects of the brain following either an arrest of 
development or an embryonic or fetal meningitis or encepha- 
litis. A certain number of these are recognized by positive 
cerebral symptoms, such as partial or total paralysis, an un- 
usual degree of strabismus, or nystagmus. Others, again, ex- 
hibit anatomical changes about the head closely connected 
with the aberrations in the structure of the brain ; for instance, 
the horizontal ramus has an obtuse angle, the roof of the month 
is Gothic or fiat, the ear is in closer proximity to the occiput, 
its helix or lobule absent, the eyes are oblique and too close 
together, the epieanthic folds flabby and deep. They cannot 
be prevented or healed by the obsteti’ician. 

There are other cases of idiocy found in apparently normal 
children. Head and face are well formed, but they are those 
of idiots nevertheless. In the course of a third of a century 
I have seen many hundreds of that class ; my attention was 
early drawn to them, indeed since 1858, when I published my 
observations on premature synostosis and its pathological and 
diagnostic importance. Hot a month will elapse but I have 
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to pass sentence on sncli a case eitliei- in office or the clinic. 
A great many of tliese idiots are the first-born children of a 
family ; the maj ority are boys. It struck me that the prolonged 
parturition of the first child, and the larger circumference of 
the male head, must be held responsible for the injury befall- 
ing the brain. In not a few eases the delivery had been ter- 
minated by forceps ; in a very large percentage the history of 
asphyxia, more or less protracted, was readily obtained. I 
have no figures to present, but no student or medical man at- 
tends my clinic for any length of time but hears the record 
of such a case. In I. Langdou Down’s experience (Trans. 
Obst. Soc. London, 1876), forty per cent of the idiots who 
were first-born children had a history of asphyxia. The con- 
nection of asphyxia and idiocyj after its existence has once 
been stated to you, is so clear that I need not detail it. As- 
phyxia results in congestion, effusion, thrombosis, extravasa- 
tion, destruction of nerve tissue, secondary inflammation, and 
cystic degeneration. The longer the duration of asphyxia the 
greater the danger. Asphyxia of long duration is always dan- 
gerous; a brief one may be so, but it promises better results. 
Thus no asphyxia must be left unattended for a second. A 
few moments gained may save life, or, what is of more im- 
portance, intellectual health. Thus the immediate treatment 
of asphyxia is the gravest duty of the obstetrician. This duty 
is the same though the cause of idiocy or epilepsy be not 
found in actual hemorrhage. In some cases thrombosis is as 
active as hemorrhage ; thrombosis results from a retar- 
dation of, or impediment to, circulation in consequence of 
asphyxia. 

The prognosis of asphyxia appears to be better after breech 
than after liead presentation, undoubtedly because in the 
former the opportunities for the occurrence of cerebral pres- 
sure are less. 
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VAGINAL HEMORRHAGE PROM A FIRST COITION; 
SEPTICEMIA ; DEATH. 


BY 

FRANCIS L. HAYNES, M.D., 
Los Angeles, California. 


Fifteen years ago, on the day preceding her death, I saw 
the young Irishwoman whose case is now narrated, with a 
physician of Philadelphia, and it is with his full concurrence 
that this note is published : 

Case. — Mary O’B., age 22, healthy and well developed, 
after the first coition bled so freely that her husband became 
alarmed and summoned my friend. Dr. X. The hymen was 
found to have been torn down to the perineum, and its edges 
were bleeding freely. The application of persulphate of iron 
checked the hemorrhage. 

On the second night afterward Dr. X. was again aroused 
from his bed by the too persistent husband, and found the 
woman bleeding freely once more as the result of a second 
coition. A tampon was hastily applied and tlie hemorrhage 
arrested. Unfortunately Dr. X., overwhelmed by an enor- 
mous practice, forgot to remove the tampon until he was re- 
minded of his omission, on the fourth day from his first visit, 
by a'message informing him that the patient had had a severe 
chill. 

In spite of all that could he done, cliill followed chill, with 
the too familiar attendant symptoms of high fever and 
d.renehing sweats, until death closed the scene on the tenth 
day from Dr. X.’s first visit. 

The hymeneal rupture was not greater than that which 
usually occurs. There were no symptoms pointing to local- 
ized pelvic or abdominal inflammation. Though no autopsy 
was made, the clinical history demonstrated beyond a doubt 
that the patient died from a virulent form of septicemia. 

Oomvient . — As the readers of this Journal well know, 
styptics and tampons are but bungling methods of checking 
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liemorrliage in such cases ; nor is it necessary to dwell upon 
the point that, had not my unfortunate friend neglected anti- 
sepsis, the result would almost certainly have been different. 

It is to be regretted that, even at the present day, general 
practitioners mahe such limited use of that admirable little 
instrument for which we are indebted to the ingenuity of 
Koeberle — the hemostatic forceps. In almost all cases where 
ligation, suturing, or torsion is not readily applicable, as in 
some lesions of the uvula, tonsils, vagina, and rectum, it may 
be applied to the bleeding point or points with instant effect, 
and left dangling from the wound for a few hours, with little 
or no inconvenience to patient or physician. 

I would, then, urgently advise the practitioner to provide 
himself with one or two dozen snap forceps of different sizes 
and shapes (the shortest should be five and one-half or six 
inches long). It is safe to say that the physician who learns 
to employ them will almost daily find new uses to which they 
can be put. 

In hemorrhage from the rectum I have found them almost 
indispensable, and it is with great surprise that I have failed 
to discover any mention of their use in this connection in the 
excellent work of Kelsey, who still clings to the cumbersome 
cautery and the effete methods of packing with lint or 
sponges and cotton. 

929 South 'Main Stheet. 


MENSTRUA-TION ; ITS NECESSITY AND PURPOSE. > 


BY 

ARTHUR W. JOHNSTONE, M.D., 
Cincinnati, O. 

iWith five' illustrations.) 


The views I bring you to-night on this time-worn subiect 
are not original in the sense that this is their first production. 

' Read before the Obstetrical Society of Cincianati, December lltb, 1890. 
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They have been presented and printed, from time to time, in 
the transactions and procedures of various societies during 
the iast ten years. That yon may understand them most 
fully, I will go back to a subject that I studied in Dr. Heitz- 
man’s laboratory in the winter of 1880-81. The topic was 
the Origin of the Blood Globules ” ; the tissues studied 
were the spleen, tonsil, thymus and lymphatic glands, as well 
as the lymph tissues in the walls of the alimentary canal. 

By the use of high-power lenses, from one-twelfth to one- 
thirtieth, I discovered an overlooked method of cell develop- 
ment. It is that the sustentaeular threads 'of all l^nnphatic 
tissues contain a series of gradations, from a granule, barely 
visible with this very high power, up to a full-grown cor- 
puscle. 

This paper was printed in the New York Arohi/ves of 
ILedicine^ August, 1881, and you will now find it on page 
105 of Heitzman’s “ Microscopical Morphology.” 

Before this discovery I had taken as proven the idea, 
taught by Virchow and others, that cell division is the' prin- 
cipal means of tissue growth. For I searched faithfully for 
this process in normal adult tissues ; and while I frequently 
found cell division going on in fetal tissues and in inflamed 
and degenerated adult tissues, I can now fully state, after ten 
years’ search, that I have never yet seen this cell division go- 
ing on in a normal adult structure. And while I did not re- 
alize the sweeping influence of the discovery that I had made 
at the first, 3’’et I am now thoroughly convinced that this 
silent growth of the granule to the full.y developed cell is the 
means by which normal adult tissue cells are furnished. 

At this point my study of the adenoid tissues was arrested 
until, by accident, in hunting for some pathological conditions 
in some of Mr. Tait’s specimens, I happened to make a good 
section of the normal endometrium and found that it was a 
truly lymphatic tissue,* and not a mucous membrane in the 
ordinary acceptance of the term. 

From this hint I worked out a paper on “ The Menstrual 
Organ,” which was read before the British Gynecological 
Society in June, 1886. In this paper I proved, to my own 
satisfaction at least, first, that the endometrium is a lymph 
tissue ; second, that the l^nnphoid character of this tissue be- 
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gins menstruation and lasts until the menopause. Fre- 
vious to that the endometrium is composed of nothing but 
very fine susteutaculai’ threads whicli seem to lie peifeetly 
dormant, and, like the hair follicles, before puberty has no 
functional activity. 

After the menopause this tissue seems to be thoroughly 
■worn out, and looks more like the kind of structures that are 
found in the adult occupying the site of the fetal thymus 
gland, 

I do not know how I can better bring home the micro- 



Fig. 1.— Fibre of endometriuni, sho^ring different grades of corpuscular derelopmeDt. 

scopy of this subject than to refer you to the drawings in 
this paper, and to quote from it descriptions there used of the 
drawings. 

Sketch hTo. 1 shows the ultimate fibres of the endometrium 
of a full-grown woman, and demonstrates the gradation about 
which I have just been speaking. As near as I can make it, it 
is an exact copy of what a "Wales one-thirtieth shows, both in 
scale and minuteness of detail. 

The objection so frequently offered against conclusions of 
microscopical work in histological research, that the appear- 
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ances seen are the result of artificial treatment, cannot hold 
good in the present instance, for more than once 1 have been 
able to begin freezing a uterus before its own animal heat 
had left it, mounted at once without staining ; and in a healthy 
menstruating uterus the view is always the same. 

Having satisfied myself that the corpuscles of the healthy 
endometrium are never found bifurcating, as we have been 
taught to believe is the only method of cell reproduction, but 
that the developmental gradation is always present, I was 
convinced that the tissue belonged to that class of organs 



Fig. 2.— Endometrium of girl 11 years of age, sboiring no corpuscular development. 

whose function it is to replace the organic waste, and that it 
ought to be ranked with the spleen and thymus gland instead 
of the vagina and bladder. This being the case, its life his- 
tory ought to be that of the cytogenic organs. Starting otf 
on this line, I have examined the uterus at all ages, and these 
sketches are the result. 

Ho, 2 is from a child 11 years old. A casual glance would 
make ns think that her endometrium was nothing but a thick, 
dense layer of fibrous connective tissue between the muscular 
wall and the very slight, badly developed row of round cells 
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that take the proper place of the lining epitheliniriv But 
witli eight hundred diameters, under which these sketches are 
drawn, it can he easily seen that this is not ordinary white 
connective tissue, which its large bundles so closely resemble. 
In the first place, they have no proper large, well-foi-med nu- 
clei, which fibrous tissue of this age always has ; but, most im- 
portant of all, on looking closely at the edges of the large 
bundles you see that they are composed of a fine, fluffy, 
thread-like tissue, which the adenoid organs alone possess. 



Fig. 3.— Eudoraetrlura of girl aged 13, menstruated twice, showing beginning of cor- 
puscular development. 

A few corpuscles are dotted about through its meshes,' and 
the little pits for the future glands are conspicuous for their 
shallowness. 

No. 3 is the endometrium of a girl of 13 who had menstni- 
ated but twice. In it you see the epithelial covering fully 
developed ; the fine threads are becoming granular, the cor- 
puscles much more numerous, and the whole is much richer 
in the so-called protoifiasmic elements ; but the dense bands 
still remain, and one familiar with the adult tissue can see 
that this is only an approach toward it. 
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ISTo. 4 is from a fully grown, well -developed woman of 20. 
In her endometrium we have the view with which you are all 
familiar, and I introduce it only for comparison. In it you 
see everything — hands, plates, threads, and all — studded \vith 
their protoplasmic outgrowth, just ready to take up and nour- 
ish the ovum by forming its placenta. And at this stage we 
can truthfully say that the endometrium has reached the acme 
of its unimpregnated development. 

The ruin to which old age brings it is well shown in the 



Fio. 4.— Menstruating endometrium of woman oged 20, showing utricular follicles 
denuded of epithelium, with one still containing epithelial cast. 

last of the series, Ho. 5. The first thing which strikes you is 
the absence of the large bundles and the thinness of the wliole 
membrane ; for, looking closelj’^, the fibrillar structure seems 
wasted, the corpuscles are few, and the utricular follicles are 
shrunken and scanty. By comparison with Ho. 4, which is’ 
the type of the placenta-producing organ, I feel warranted in 
saying that the material from which' the placenta is formed 
has been used up, and that it is a physical impossibility for it 
to produce an after-birth. 

Thus we see that the life history of the uterine lining is 
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analogous to that of the thymus gland. ’Tis true that this 
organ comes into the world in an active state, and that it is 
the first of the cytogenic tissues to finish its course and sink 
into aged obscurity ; but it is equally certain that it is the 
type of the whole class. For, as we have long known of 
Peyer’s patches, the tonsil and the other lymphoid structures, 
sooner or later they all follow its example, and, like woiked- 
out mines, ruin and decay alone mark the spot of theii foimei 
activity. 

The quiet entrance of the endometrium and its persistent 



'.Eio. 5.— Endometrium o£ woman aged 00, showing exhaustion of whole structure. 

repose for the first thirteen years do not invalidate its claim 
to a place in the class. Is this gradual approach to maturity’ 
any more wonderful than that the hair follicles, whose first 
products herald the approach of adult life, should have lain 
still so longl Has any one ever thought of questioning the 
history that the Greeks have for all time recorded of the thy- 
roid development ? In their masterpieces we find that the 
Venus of Milo is a girl just budding into womanhood, with 
that slight, willowy throat that the scalpel now tells us is due 
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to the rudimentary condition of the thyroid gland. In the 
Yenus Callipygos, however, who is a full-grown woman in the 
ripe maturity of her charms, we find a broad, full throat, in 
which a pronounced thyroid is visible, thus proving that the 
most classic as well as most critical of people concurred with 
ns in recognizing its development as one of the integral ele- 
ments of adolescence. But the imiietns that pnberty gives to 
the lymphoid organs everywhere is too well known to need 
repetition here, and the first menstruation is only one result 
of the general process. 

So much for the characteristics of the tissue itself 5 now for 
its arrangement. 

Bound firmly to the inner layers of the muscular wall, the 
human endometrium is perforated in every direction bj' the 
so-called glands, whose ramifications convert the whole into a 
sponge-like mass, all of whose channels lead into the cavity of 
the body. Its epithelial covering consists of a single layer, 
which dips into every reduplication of the glandular canals, 
and thus gives a protecting coat to the soft jirotoplasmic 
tissue. 

"When the first paper was written I had not had time to go 
as deeply into the comparative histology of the endometrium 
as I did during the following year. The result of that work 
was a paper read for me before the British Gynecological 
Society just one year after the one from which I have just 
quoted, on the “ Endometrium in the Cycle of the But.” 
You will find this paper in the British Gynecological Jour- 
nal, June, 1887. 

In that I say that the work necessary to the production of 
the various forms of placenta must necessarily be different in 
each, and the conclusion drawn from it is that animals in 
whom the rut occurs at stated times have a very different his- 
tological condition from those in which it is omnipresent. 

The condition necessary to the production of the placenta is 
the one which is common to all, and that is what is known as 
the adenoid stale. This adenoid state is what I have just de- 
scribed as being the condition which is always present in the 
child-bearing uterus of the human. 

In the dog, where I made my most careful researches, I found 
that at intervals half-way between the periods of the rut the 
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endometrium is more like an ordinary mncoiis membrane, but 
the nearer yon approach to tlie end of the cycle the inoie 
closely does the canine endometrinm approach that of the hu- 
man being. This I also found to be the case in the herbivora 
and various other carnivora. 

What becomes of the corpuscular development when preg- 
nancy does not eusuel Avould naturally be your first question. 
The answer to it is found in the tremendous Ijnnphatic supply 
to the endometria of all horizontal animals. The rich granu- 
lation tissue which has sprung up from its threads, and been 
put in that condition from which the myeloid state is most 
easily reached, whenever ripe is absorbed by the lymph radi- 
cals and washed away in a Ijunpli stream. 

But in the human being, where the rut is always present, 
where, from the erect position, no such thing as the loose 
texture necessary to a lymphatic network can be used, some 
other method must be employed to get rid of this redundant 
growth of lymphatic corpuscles. This is accomplished by the- 
blood stream, so that the proper place of the endometrium is 
alongside that of the spleen. And we may say that in all othei- 
animals the lymph current washes away the over-ripe mate- 
rial which has not been used in the manufacture of placenta ; 
whereas in the human beingit is gotten rid of bymenstruation. 

So, then, in the physiology of reproduction we must regard 
the adenoid state of the endometrium as about corresponding 
to the condition of the osteoblast in the production of bone> 
The first step in the manufacture of bone is the melting of the 
osteoblast into the myeloid condition previous to the formation 
of the Haversian systems. 

The first step in the manufacture of the placenta is the 
melting of the corpuscles into the myeloid state previous to 
the manufacture of the giant cells of the placenta. Whether 
the placenta be the single, the multiple, or the diffuse, this 
condition must be common to all, and to the adenoid condition 
must all endometria come before the myeloid condition can be 
reached. 

So, then, my belief is that the erect position is the prime- 
cause of menstruation, and that it is brought aboutby the con- 
trol of the nervous system, and not by that old time-worn phy- 
siological monstrosity, “ovarian influence.” 

44 
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To me, in Stevenson’s “ anti-menstrual ” pressure is a per- 
fectly satisfactory solution for tiie physiological mechanism 
.of this flow. It would be just. as rational to expect one of 
the Il'abothian follicles or any other little epithelial mass to be 
the centre of control from which this general process germi- 
nates, as to expect it from the ovary. 

It has long ago been proven that all glandular function is 
directly under the control of the nervous system, and to me it 
seems a gross imputation on all other physiological processes 
to expect one which involves the whole system to such an ex- 
tent to originate in a little epithelial lump which has so few 
nervous centres, and whose functions have been proved long 
ago to begin before birtli and to last to great old age. If the 
ovary controls the uterus, whj^ is it that, this control begins 
thirteen years after ovarian activity starts, and stops at forty- 
five, instead of lasting through life, as we know full well is 
the history of the production of Graafian follicles? As I 
stated in a debate at Nashville last October a year ago, I do 
not believe the ovary has one bit more to do with menstrua- 
tion than the clitoris has. 

In the paper so often referred to, I attack the next question 
which will be so apt to arise in your minds, and that is, the 
shedding of the whole endometrium at each menstruation. 
As I there proved, this is positively a mistake, as there is 
only a loss of the single layer of the columnar epithelium, 
which lines the cavity of the body and the utricular folli- 
cles ; besides the shedding of the over-ripe coiqmscles already 
spoken of. This desquamation does not go entirely to the 
bottom of the utricular glands, but is most marked near their 
orifice, and is absolute for the whole cavity of the body. But 
the wholesale shedding of the whole endometrium, as described 
by Williams, I have proved to be due to the specimens which 
he examined, all of which, from his own history of them, you 
can easily see are in a pathological condition. 

It would take me too far into an entirely difierent subject 
to give you my views on the regeneration of this epithelium ; 
but I can briefly say that I am confident, in spite of the doc- ■ 
trines heretofore taught in Bemak’s law, that this epithelium 
springs directly from the lymphatic layer, and not, as has been 
heretofore taught, from the remnants of older epithelium. In 
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a paper that I read before the Leeds meeting of the British 
Medical Association in August, 1889, 1 proved, to my satis- 
faction at least, that the ordinary teachings of Remak’s law 
are fallacious, and that the feather and hair do not grow from 
epithelial tissue, but directly from a lymphoid bed whose con- 
struction is very similar to that of the lymphatic gland. Or, 
ill other words, that the hair papilla and the feather papilla 
are undoubtedly of tlie adenoid nature, and not epithelial 
structures as has been heretofore taught. 

And from this I also found that direetly subjacent to the 
rete mucosum lies a very thin layer of this same adenoid tis- 
sue, and that from it normal epithelial waste is supplied. 

To go deeply into the histology of the subject would take 
too much of your valuable time, and I can only here say that 
the epithelial lining of the uterus, in my belief, is repaired 
directly from the connective-tissue structures which underlie 
it. This, I know, to many of you is rank heresy ; hut at the - 
proper time and place I am prepared to prove it to your full 
satisfaction. 

My conclusions are that- the necessity for menstruation is 
brought into zoological history by the erect position, and 
that its purpose is simply to wash away the over-ripe ma- 
terial which, by force of circumstances, has failed to make a 
placenta. 


UNIQUE CASE OF CESAUEAN SECTION. 


BT 

CHAREES P. NOBLE, M.D., 

Surgeon-in-Charge o£ the Kensington Hospital for Women, 
Philadelphia, Pa. ’ 


On the 2Yth of April, 1890,. I was called to see Mrs. J., the 
messenger stating that she was in labor, the waters having 
come away. I found her a vigorous little woman, 37 years of 
age, fifty-five inches in height. She was in the ninth lunar 
month of her sixth pregnancy. The first four pregnancies 
ended in miscarriages. The fifth pregnancy was terminated 



692 KOBLE : UNIQUE CASE OF CESAREAN SECTION. 

bj Oesareau section, clone bj Dr. Howard A. Kelly, April 
IHb, 1888. A full account of tins operation can be found in 
The American Journal of Obstetrics for March, 1890 ; but, 
as it has a distinct bearing on the case, a brief account of it 
will be given. 

During the labor of her fifth pregnancy Mrs. J. was suc- 
cessively in the hands of a midwife, a physician, and two phy- 
sicians in consultation. The grave nature of the case was not 
recognized, and the attendants waited for two weeks for the 
cervix to dilate. At the end of two weeks Dr. Kelly saw her 
in consultation. The pelvis was found choked with inflam- 
matory exudate, which made an absolute barrier to delivery 
per vias naturale-s. Cesarean section was done, as affording 
the only hope to the patient for life. At the time she was 
profoundly prostrated, with a pulse of 142. A feeble, jaun- 
diced infant was delivered, which lived a week. As a result 
of the conditions present at the time of the operation, the 
uterine wound became infected ; circumscribed peritonitis, 
with adhesion of the womb to the abdominal wall, resulted, 
and later a breaking down in the line of union in the abdomi- 
nal wall and uterus occurred, and thus a utero-abdominal fis- 
tula formed through which the uterine contents discharged 
externally. The cervix broke down, and half of it came away 
in a slough. The patient had a narrow escape, but recovered. 
The fistula never healed soundly ; at times it would heal, only 
to break down at a menstrual period to allow of the escape of 
some of the menstrual blood. The patient’s general condition 
became good, and the pregnancy resulted which is the subject 
of this communication. 

On examination I found that the membranes had ruptured, 
and that tiie waters were coming away through the ventral fis- 
tula, which was dilating under the influence of the feeble pains 
which were present. The cervix was scarcely at all dilated, 
and the os could be felt surrounded by cicatricial tissue left 
from inflammatory processes attending the precedi ng labor. It 
seemed plain to me, from the condition of the soft parts alone, 
that, were spontaneous labor possible, the child would be deliv- 
ered through the ventral fistula and not through the vagina. 
The scar from the former Cesarean section was found quite 
stretched out by the intra-abdominal 2 )ressnre. . The reeti 
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muscles were separated about one incb. The iistula was 
situated about midway between the pubes and the umbilicus. 
Pro jecting through the fistula a process of amnion was plainly 
seen. The child lay in the third position. The head w'as 
quite movable above the superior strait. The fetal lieait tones 
wei’e easily heard, showing that the fetus was alive, though 
it evidently was quite small and immature. The soft parts 
of the pelvic outlet were those of a nullipara. The cervix 
formed the centre of a mass of scar tissue. The lateral pel- 
vic walls were easily palpated; but, owing to the scar tissue 
back of the cervix, it was difficult to reach the sacrum. 

The pelvic measurements are as follows : A. S. S., twenty 
centimetres; Gr. I., twenty-five centimetres; D., B., fifteen 
centimetres. The conjugate diameter cannot he taken, ow- 
ins to the fixation of the cervix. 

Knowing the condition of the pelvis and the former history 
of the patient, 1 concluded that the treatment which offered 
most to both mother and child was prompt Cesarean section. 
The patient and husband, impressed by the nature of the pre- 
ceding labor, gladly accepted my advice. Preparations were 
made at once to remove the patient to the Kensington Hos- 
pital for "Women. Dr. "Robert P. Harris saw Mrs. J. with 
me in consultation, and agreed with me in urging prompt 
operation, which was done under strict asepsis. 

The technical details of the operation were unique. My 
index finger was inserted through the fistula into the uterus, 
and upou this as a guide I incised the uterus and abdominal 
wall above and below the fistula with the knife and scissors 
as far as the region of utero-abdominal adhesion. Suf- 
ficient room not being afforded, the peritoneal cavity was 
opened and the uterine incision prolonged upward ; a -leg of 
the fetus was now seized and the fetus turned and delivered. 
It was feeble and immature (thirty-third week), and lived onlv 
a few hours. 

The placenta and membranes were found strongly adhe- 
rent, and it required some time to remove them. In the 
meanwhile hemorrhage was quite free and could not be con- 
trolled in the usual way, by the assistant grasping and com- 
pressing the cervical region, because of the intra-abdominal 
fixation. I quickly inverted the uterus through the operation 
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wound, which enabled the assistant to grasp the lower uterine 
segment and control the bleeding, while I peeled off thesecun- 
dines- The finger was now passed through the cervix to pro- 
vide a vent for the lochia. The walls of the fistula were ex- 
seeted, and the uteidne incision closed b}^ fifteen deep and 
seven superficial stitches. Some of the deep stitches passed 
through both uterine and abdominal walls, through the region 
of uterine adhesion. This fact accounts for the small number 
of superficial stitches used. Tlie uterine wound was closed in 
twenty’ -nine minutes. The peritoneal cavity Avas now cleansed 
and the remaining sutures introduced. The 2 ?atient was put 
to bed Avithout shock. The eoiivaleseenee was rapid and un- 
interrupted. Primary union of the operation wound was ob- 
tained; and, although a number of the buried uterine sutures 
have been discharged, the fistula has not re-formed. 

Several features of this case make it of more than ordinary 
interest. I believe that the operation is unique, both in its 
indication and in its technique. I have failed to find any 
reference to a second Cesarean section done upon the same 
woman in whom a utero-abdominal fistula has resulted from 
the first Cesarean section : also, the necessity for terminating 
the pregnancy at the tiiirty-third week because of the escape 
of the liquor amnii through a ntero-abdominal fistula, and 
the fact tliat,had it been possible for nature to expel the fetus, 
its exit would have been through the fistula, are matters pecu- 
liar to this case. 

The case is of further interest from the fact that Mrs. J. 
is the second woman in Philadelphia to recover from the Ce- 
sarean operation ; curiously enough, the subject of the first 
Cesarean section in this city also had two operations and like- 
Avise recovei'ed from both, the operations being done in 1835 
and 1837. 

Practically, the most striking feature in the case is the dif- 
ference in the conA''alescence after the tAvo operations — the 
fii'st done late, under desperate circumstances; the second 
done early, when the Avoraan was in good condition. It is but 
another illustration of the folly and hazard of delay, and but 
another argument for early diagnosis and prompt operation. 
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ACUTE HYPERTROPHT OP THE l^IAMMARY GLANDS. 


BT 

T. J. CROFFORD, M.D., 
Mempliiss, Tenn. 


(With plate.) 


The following case is interesting on account of its rarity, 
and because of tbe rapidity of growth and the unusually large 
size which the mammary organs attained. So far as I have 
been able to learn from the literature at my command, it is 
the largest and most rapidly developed case of hypertrophy 
of the breasts on record. 

Mollie H.j age 15 years, was brought to me in the last of 
August, 1890. 'When she was but a few months past the age 
of 14: she experienced her first menstruation. At this time 
she was suffering with influenza and mumps. Menstruation 
at this time and subsequent^ was normal. Prior to puberty 
the breasts presented nothing unusual, but shortly afterward 
the mother noticed that they W’ere unusually large, and soon 
the enlargement amounted to a deformity. A physician was 
consulted ; none of his remedies were of avail in cheching 
the excessive growth, which continued until she was placed 
in my charge. At this time the measurements of the breasts, 
in inches, as taken by Dr. A. B. Holder, of this city, were ; 

Right. Left. 


Circumference afbase..; 23 24^ 

Circumference midway between base and nipple 27^ 31 

Circumference from front of base over nipple, and back 

■ to starting point 32 j 35 j 

From sternal to axillary side of base over nipple 27 29 

From base above to base below over nipple 224 24 


I shrank from sacrificing the breasts of a girl just biid- 
ding into woinanbood, and,altliough tiie autborities said there 
was nothing to be done in such cases except amputation, I 
made a thoiongh trial of compression. With the assistance 
of the nurses and Dr. Holder, bandages were applied for two 
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weeks. At the expiration of this time the breasts were quite 
us large as when we began. The oj^eration was now deter- 
mined upon. Lateral flaps were made. The bases were 
large, the organs were quite vascular, so it was impossible to 
avoid hemorrhage from the slightest cut into the gland. 
There was almost no cellular tissue and fat between the skin 
and the gland. jSTo doubt these had been absorbed on account 
of^the pressure from the large and rapidly growing organ. 

Realizing that there would be a large quantity of blood lost 
should the use of the knife be continued, this instrument was 
laid aside and the closely adhei’ent skin was peeled off from 



Micboscopicai. Section op Touob, 350 diameters. 

A, acini nearly normal, but dilated ; B M, basal membrane; g c, gland cells, margins 
of which are undefined, protoplasm and nuclei gianular; I c, cells lying in lumen, result 
■of proliferating activity of £r c ; A', acini disarranged by pressure of connective tissue; 
CT, connective tissue split coarsely cloudy, — degenerated strictly diagrammatic; CTN, 
•connective tissue nuclei. 

the gland by the use of the handle of the knife and the 
Angers. In a similar manner the gland was removed from its 
uttacbment to the pectoral muscles. The sheath of the mus- 
cle was brought away with the breast. 

There was one fact connected with the operation which 
surprised and imjoressed me — this was the absence of bleed- 
ing vessels at the base. Remembering the fact that the 
mammary glands receive good-sized arteries from the inter- 
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"nal iBaunuai’y^ from tlie iiitercostiils, and from tlie tlioiacic 
brandies of the axillary in their normal condition, then taking 
into consideration the greatly increased blood supply incident 
to this large and rapid growth, we were prepared to ligate some 
formidable vessels at the base ; bnt to my surprise there was 
no bleeding beyond a moderate oozing, and I was forced 
to the conclusion that these glands drew by far the greater 
part of their nutrition from the vessels entering through the 
■skin. 

In looking at the photograph the snperlicial veins can be 
plainly seen. Taking this fact into consideration, might it 
not be worthy of a trial, early in the progress of a similar case, 
■to dissect up the skin and then replace it in its former iiosi- 
tiou, hoping to change the abnormal nutrition and cause a 
■shrinkage of the organ by interfering with its blood sn])ply ? 

The right gland was amputated September IGth and 
weighed thirteen pounds. The left was removed October 2d 
and weighed eleven and a half pounds. Two weeks later she 
returned to her home in good health, and has had no further 
■trouble. 

Dr. Wm. Krause, of this city, has kindly prepared a report 
of the microscopical examination of these breasts, as follows ; 

“ The tumor sent me for examination is one of those 
rapidly-growing, circumscribed, benign neoplasms which have 
been variously styled diffuse adenoma, acute fibro-adenoma, 
acute diffuse hypertrophy, etc. 

“ Macroscop ically it appears like a fatty tumor, doughy to 
■the touch, but rather more nodular, with firm centres. On 
section it looks white, with very few vascular spots, soft in 
portions. The exuding juice consists of fatty granular cells. 
Some portions resemble fibroma. Hear the base of the tu- 
mor, and a little to one side, a pink mass the size of a walnut 
was found, differing fi'om the balance of the growth both in 
gross and microscopic appearance. 

“ Under a low power the tumor is seen to consist mostly of 
fibrous stroma without fatty tissue, the gland tissue being in 
places normal, but everywhere pervaded by the fibrous inatrix 
showing every gradation from simple increase of stroma to 
complete destruction of gland, loose epithelial cells beino- 
imprisoned as in a very firm seirrhus. For the most part 
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looks like fibro-adeuoma, the cells lying in open spaces, often 
arranged in concentric layers surrounded by a wall of firm 
fibrous tissue. 

“Under a high power the connective tissue can be seen to 
split roughly, the bundles interlacing by a line or cloudy 
space, with very few nuclei. The acini are in some places 
nearly normal, though apparently dilated and filled with 
deeply staining cells arranged in one or more layers. Nu- 
merous lymph channels pervade the mass, and here the 
process of formative tissue generation can be seen in all 
stages. 

“Osmic acid preparations show a few minute fat globules 
scattered through all the tissues. 

“ The macroscopieally pink portion differs from the main 
mass principally in not having any normal gland tissue in it; 
the acini are onl}" masses of highly staining cells without 
any effort at arrangement. The stroma is characterized by 
a large number of nuclei, the connective tissue being 
embryonic in appearance; a few nuclei give the impression 
of being those of unstriated muscle, particularly around the 
epithelial collections which take the place of acini. In the 
place of duct lumina there are open spaces in the spindle- 
celled stroma, filled with the same dark staining cells found 
in the more normal acini and ducts. Wq thus have a rapid 
growth simulating cancer, adenoma, fibroma, and hypertrophy, 
but yet not corresponding entirely to any of these. 

“The points of difference between this and the one described 
by Billroth in one of his two cases are the entire absence 
of glandular activity beyond the proliferation resulting from 
direct pressure, and the relatively smaller amount of normal 
gland tissue. 'We have, in the pink portion described above, 
very probabl}’^ one of the “ sarcomatous nodules ’’ spoken of 
by Billroth in his case. Billroth’s description coincides with 
this mox'e than the diagram given, for in txo portion of this 
growth ax’e the acini so abundant, and I doubt if physiolo- 
gical activity were possible to any extent in this case, certainly 
not an increased one, withotit which there can be no true 
hypertrophy. 

“Acute diffuse hypertrophy is no doubt a good name 
clinically, but histologically we have every evidence of 
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primary liyperinosis without any signs of irritation— round- 
cell-infiltration, the gland-cell proliferation being secondary. 

“ The extreme coarseness and interlacement of the fibrous 

tissue stamp it as a neoplasm. 

“The most remarkable point in the histology of these 
tumors is tliat they are in every respect difinse as far as the 
mamma is concerned, but do not invade the suirounding 
tissues.” 


ON THE FHEQUENCT OF CHRONIC DIARRHEA IN WOMEN 
ITS CAUSES AND TREATAIENT.’ 


BY 

W. W. JOHNSTON, M.D., 

■Wasbington, D. C. 

As this Society is concerned in the study of diseases pecu- 
liar to women, I think that the discussion here of the subject 
of chronic diarrhea as affecting women is not out of place 
and not without interest ; for, both in its history and in the 
difficulties which beset its cure, it has in women peculiarities 
which distinguish it from the same disease in man. 

The time will probably come when the internal pathology 
of women will have equal place ivith her surgical pathology, 
and when lecturers and books will devote as much attention 
to her specific medical diseases as to those which require the 
pessary and the knife. As a matter of fact, there is probably 
no organ in the body which has not some distinctive patholo- 
gical features in women. Even if the liver, spleen, and kid- 
neys are not known to be specifically altered in tliem, the 
marked and singular pathology of the female nervous system, 
through which all other organs are disturbed in peculiar 
ways, receives and deserves particular description. 

The chronic intestinal disease which is the subject of this 
paper is a fair example of the fact that other organs besides 
the nervous system may be affected in women in such ways as 
to require separate description. 

m! Wasbington Obstetrical and Gynecological Society,, 
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Glu’onic or frequently recurring diarrhea is a very common 
disease in women ; but, like many other designations, that of 

chronic diarrhea ” is very inadequate to express all the patho- 
logical features, or even the principal symptoms, of the disease 
in question : it points only to one, and that one by no means 
its most important characteristic. 

Case. — Mrs. X., set. 50, had always enjoyed good health 
up to the lime of her marriage, whicdi occurred at the age of 
25. After the birth of a child she remained well, but the 
death of her husband after a short illness produced a state 
of temporary ill health. At the age of she was again 
married to a man somewhat older than herself, of a very su- 
perior order of intellect. At this time her health was good, 
she was anatomicallj’ sound, but there was some physiological 
peculiarities in her nervous organism which deserve men- 
tion. She was exceedingly bright, even intellectual;, all her 
manifestations of nervous force were marked by an intensity 
and energy' which rendered her most agreeable in society 
and to her family and friends; but she suffered penalties 
whenever her emotions or sympathies were unduly excited. 

Two children were born from this second marriage, and 
when the eldest was a few years old the husband was para- 
lyzed and for some years required her most constant care. 
Before his death and after, the elder child suffered from 
chronic disease, from which, after several years of suffering, 
he died. The strain upon the emotions as well as upon the 
endurance of the mother, under such circumstances, can well 
be imagined. Following the death of the elder child, the 
younger began to have attacks of periodical vomiting, which 
lasted during five years, and which resisted all efforts to in- 
terrupt or shorten them. During these attacks the mother 
was constantly in attendance, endeasmring hopelessly to give 
relief, and suffering herself, in a different way, quite as much 
as the child. Such a life of periods of repose, alternating 
with days of great anxiety and excitement, involved inter- 
fei’ences with the regularity of all the functions, especially 
with those of sleep and nutrition. For several nights she 
would lie awake nearly all night, would rarely leave the child’s 
.room, taking, her food irregulai'ly and without appetfie. 
During these years the greatest changes were brought about 
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in Mrs. X.’s organism.- There was much loss of flesh, anemia 
became decided, attacks of gastric indigestion were frequent, 
and the bowels wei’e irregular, but more frequently eonstipat- 
ed. The nervous system became very irritable, she exhib- 
ited morbid fears as to her own health and the health of those 
around her, was easily influenced by the presence of rela- 
tions and friends, by business matters, etc. There was a con- 
stant expression of anxiety in her face, the muscles about the 
eyes and mouth being in a permanent state of tension. 

I was first consulted when all cause of anxiety had ceased, 
and when the strain of nursing and watching was over. Her 
body at this time was badly nourished. The countenance 
was as I have described.it. There was anemia; the skin was 
muddy rather than pale. The nervous system was centrally 
and peripherally disturbed. There was no loss of intellectual 
vigor, and in conversation she was as agreeable as at an}' 
time ; but she showed great anxiety about her health, and her 
apprehensions ranged over a wide ai’ea. Sleep was irregular 
and never profound. There was a tendency to neuralgic pain 
in different parts of the body, to numbness and twitching of 
the extremities; slight causes would produce much “nervous 
exhaustion.” ■ 

In the digestive system the symptoms were : Inability, or 
unwillingness (which was based upon the supposed inability), 
to take food in any variety. She confined her diet to rare 
beef, toast, and weak tea with milk. The slightest departure 
from this dietary was always, I was assured, followed by in- 
digestion. The bowels were moved usually once a day. Ex- 
amination of the stools showed that they consisted of normally 
consistent fecal masses, frequently associated with ribbon-like 
shreds of mucus. Such a condition would be interrupted by 
frequently recurring attacks of diarrhea accompanied by in- 
testinal pain ; several movements occurring during the day, 
unless checked by remedies. This diarrhea, in the mind of 
the patient, had grown to be the most alarming symptom, and 
to its prevention all her efforts had been directed. The 
causes which immediately brought on these attacks were of 
two kinds ; fatigue, nervous excitement, pleasurable or other- 
wise, and exposure to cold or sudden changes in the weather 
Physical examination of the abdomen showed no change; 
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there was occasional tympanitic distention. The urine was 
usually perfectly normal. 

The history clearly shows that inherent peculiarities in the 
nervous system, associated with the great strain of years of 
anxiety, nursing, loss of sleep, irregularity in every habit, led 
to disturbances in the digestive functions and to alterations in 
the anatomical state of the digestive organs, so that now we 
have three principal features in the ease : 

1. An irritable nervous system, 2. Indigestion of food, 
chiefly in the intestine; chronic catarrh of the colon, Avith the 
production of excessive secretion, which shows itself in the 
discharge of mucous shreds or fluid matter. 3. Imperfect 
tissue nutrition and anemia. 

This may be taken as a fair sample of the mode of develop- 
ment of such eases, and the relation wliieh they show between 
the gastro-intestinal symptoms and the nervous system. . That 
there should be such a close relationship, and that prolonged 
nervotrs strain should lead to altered digestion, and finally to 
•organic changes in the gastro-intestinal raucous membrane, is 
readily explained and easily understood. 

"Without going into fuller detail in explanation of the mode 
of origin of such cases, it may be said that at. some time or 
other there comes into play another agency in exaggerating 
the intestinal catarrh and in bringing about recurring attacks 
of diarrhea. This is the effect of cold upon the skin. In the 
patient whose history is given, there is the greatest suscepti- 
bility to external temperature variations, and in all eases of 
this nature this relationship may be noted. Sudden slight 
changes in the weather will bring on attacks of diai’rhea in 
those who are thus predisposed, and such patients learn to 
avoid a cause which expei’ience teaches them almost invari- 
ably produces its effect. 

The diagnosis of the pathological grouping of symptoms 
.such as I have described is made with some difficulty, and it 
is in cases of this kind that differences of opinion are ex- 
pressed and the most opposite methods of treatment sug- 
gested. It is a complex disease, of which diarrhea becomes 
the most distinct symptom to the patient, and indigestion and 
inhntrition the chief obstacles to cure; so that, while I have 
spoken of the disease as chronic diarrhea, I am well aware 



OHKONIC DIARKHEA IN WOMEN. 


703 


tliafc this term is incomplete and defective. It is not neuras- 
thenia with indigestion and diarrhea; for although in^ the ease 
recorded here there was neurasthenia, yet this condition was 
subordinate to the emaciation, anemia, and the digestive dis- 
turbances. In many eases of chronic intestinal catarrh with 
diarrhea in women, the nervous symptoms are not as much 
•a part of the disease as is here represented. But I cannot 
recall a case in which nervous phenomena did not play an im- 
portant role. 

Is such an association of symptoms to be classed with mem- 
branous enteritis 1 In that disease the nervous system is sup- 
posed to be the primai'y seat of changes of which the dis- 
charge of membranous shreds from the bowel is the sequel ; 
constipation is invariably present. The two forms of disease 
are closely related. In one the membranous discharges are 
-an abnormal intestinal secretion due to nervous influence ; in 
the other the diarrheal stools or mucous discharges are proofs 
•of catarrh of the colon, which has been largely brought about 
by nerve strains and storms. 

The form of diarrhea here described must be distinguished 
from that due to uterine retroflexion, to perineal laceration 
involving the sphincter, and to rectal hyperesthesia. 

Tlhe pathological anatomy of chronic diarrhea in women is 
probably the same as in men. There are no data by which a 
comparison can be made between the lesions in the two sexes. 

The prognosis can never be deflnitely made until well-ar- 
ranged plans of treatment have been tried for some time. 
Prom their effect some opinion can be formed as to the 
probability of cure ; but in no instance can a definite opinion 
be given of the ultimate result, unless the patient is very sub- 
missive to directions and very faithful in carrying them out. 
■One year is as short a time as could be fixed upon for the ex- 
pectation of a cure under the most favoring conditions. But 
much longer than this will be required in many instances to 
complete a cure, and often years will pass, with alternate 
■changes from worse to better, before health is entirely re- 
stored. 

The irreairmnt includes the regulation of the entire life of 
the individual ; and one of the first problems presented is as 
to where the patient shaip live— -what climate is best. Sea 
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and mountain air are equally unsuitable, as here we have- 
dampness and sudden changes of temperature, both of which 
are injurious. 

The climatic conditions most desired are purity of atmo- 
sphere, equability, and dryness. Wind must be avoided, and, 
therefore, a very elevated or mountainous region is not the best.. 
Between a cold climate and a warm one, warmth is to be pre- 
ferred ; warmth and dryness are better than a low tempe- 
rature, no matter hoAv dry the air may be. Denver and its 
neighborhood combine elevation, dryness, and equability. 
The summer climate of Colorado, with a mean temperature of' 
69.1'’, a mean relative humidity of 50.8°, a mean absolute 
humidity of 3.68 grains of vapor to a cubic foot of air (Wash- 
ington having 6.25 grains to a cubic foot), is a type of what 
such a climate should be. In other words, the same condi- 
tions of climate most suitable to phthisis puhnonalis are most, 
beneficial to cases of this kind. The Adirondack region in 
summer also meets the indications ; and the pine-wood re- 
gion, recommended b^' Loomis and others, is beneficial, not 
because of the balsamic properties of the air, but because 
the diy soil of these localities is so beneficial. The frequent 
low temperatures here are objectionable. 

For a winter clitnate, Augusta or Thomasville, Georgia, , 
or Aiken, South Carolina, offers Avarmth and more or less- 
equability, but in the East there is no typical Avinter climate.. 
All the advantages here suggested can be found in California 
aAvay from the seashore. 

For those Avho travel, Europe has many favorable localities,, 
and here, as I haAm said before, the climate and surroundings 
most suitable to phthisis are most desirable. jSTice, Mentone, 
and the Mediterranean littoral in genei-al are not so advanta- 
geous, on account of the too great humidity ; and yet the more- 
quiet Mediterranean winter resorts have such a charm for the- 
American seeker after health that great good often comes 
from a prolonged residence there. In general terms, change 
of scene, Avith the relief to nervous, depressing emotions and 
the exhilaration of neAv surroundings, may be advised in all 
such cases, if the route selected is in season and the climate 
not positively prejudicial. 

For the large class who are unable to leave their homes,. 
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dampness, excessive humidity, and alternations of tempera- 
tures must be avoided. The greatest possible precaution 
should be taken against cold by the wearing of woollen under- 
clothing in all seasons, and in having the environment of house 
and outdoor life made as suitable to the patient as is possible. 

Pood : — As all these cases are imperfectly nourished, and as 
a restoration of the blood to a normal state is so necessary to 
cure, the question of diet is of the highest importance. The 
peculiar susceptibility of the mucous membrane to acute or 
subacute catarrhal attacks, and the state of morbid apprehen- 
sion of illness in which these patients live, offer great diffi- 
culties in the way of keeping up the proper dietary. It often 
happens that those sufiering in this way find out, after long 
experience, that such and such articles are well borne and well 
digested, and, therefore, they continue to take the same foods, 
without variation, during prolonged periods ; they become 
very unwilling to take a more liberal diet, and are afraid to 
introduce any new articles of food into their usual daily regi- 
men, feeling quite sure that illness will follow. 

It is not often that they require an absolutely liquid diet, 
or one of milk alone, except during subacute attacks ; under 
these circumstances a milk diet and predigested foods are 
necessary. But at other times, Avhen the disease is pursuing 
a decidedly chronic course marked by one or two soft or 
watery movements daily, the diet may consist of rare beef 
or mutton, breast of chicken, sweetbreads, with stale bread, 
rice and milk, broths, and koumyss or matzoon. Such a diet 
as this, persisted in for a very considerable time, will be very 
beneficial. The great temptation, and one to which the phy- 
sician is more exposed than the patient, is to vary the diet 
too soon, and, after a short period of improvement, to permit 
the use of less easily digested articles of food.- A physician’s 
word should be law, and a law made so plain and extending 
over so long a period of time that a complete recovery is at- 
tained by a prolonged absence of intercurrent congestive and 
catarrhal conditions. The patient should be well for over six 
months or a year before she should be considered well enough 
to do without the physician’s care; and even during the rest 
of her life there should be. more or less adherence to diet and 
avoidance of known indigestible articles of food. 

45 ' 
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Aids to Digestion . — The liope of accomplishing anything 
l)y aids to gastric or intestinal digestion is almost wholly 
illusory ; the administration of pepsin and hydrochloric acid 
is sometimes followed h}’- apparent benefit. "Whether the 
pancreatic preparations ever accomplish the desired end is 
doubtful, but, at the same time, we would not be' justified in 
not availing ourselves of all such helps, although our faith. in 
them may have little or no foundation in fact. 

Medicinal Treatment hy the Month . — The indications are 
to restore the mucous membrane to its normal state as to 
blood supply, thickness, and secretion. Of course all the 
suggestions that have been made have this end in view, and 
more especially the regulations as to diet. Certain drugs 
have a reputation and deserve trial ; most of these, as may 
be supposed, are astringent in their action and tend to re- 
duce congestion of the supeidieial vessels of the mucous 
membrane. But it can readily be seen tliat a drug of this 
character, which is intended to act upon the mucous surface 
of the colon at a long distance from the point of entrance 
into the digestive tract, should be given for a very consider- 
able time, and in doses repeated with sufficient frequency to 
bring about an influence upon the surface. Nitrate of silver 
lias had an extended trial, and has the warm indorsement of 
many well-laiown practitioners ; it is given in small doses, 
one-eighth to half a grain, in a capsule or pill, three or four 
times daily. The danger of producing the silver stain on 
the skin is an objection to the prolonged use of this drug, 
for such result -has followed a six weeks’ administration. 
Oxide of zinc, in two- to four-grain doses a day, has some- 
what the same effect with less risk. The same commendation 
ma}^ be given to some of the preparations of iron and other 
well-known astringents and to dilute sulphuric acid. 

A more pleasant way of administering an astringent is in 
the form of mineral waters containing alum, as that from 
the Rockbridge Springs in Tirginia. The frequent sipping 
of this water, in small quantities at short intervals during the 
day, can be kept up for a long timej and with less inconve- 
nience and greater efficacy than when the astringent is taken 
in the form of pills or powders. The alum water is also 
very palatable, and the patient frequently gets to like it. A 
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great obstacle to beneiit from the administration of the reme- 
dies for chronic diarrhea is that the disconragement from 
the absence of an early appreciable result causes the abandon- 
ment of the drug and the beginning of another experiment ; 
but a disease which has already lasted for years is not likely 
to be cured by a few weeks’ trial of any remedy, and the 
persistent and persevering use of any proper drug should be 
the principal point in treatment. 

Medicinal Treatment Tjy the Rectum . — As the chief seat 
of the disease'is in the colon, treatment by the rectum would 
appear rational. It is certainly true that, even if fluids 
thrown into the rectum do not reach the colon, the beneficial 
■efEect upon the rectal mucous smlace is followed by a corre- 
sponding improvement in the tissues above. It is seldom, 
too, in such cases, that the rectum is entirely free from dis- 
ease. Irrigation, therefore, of the rectum by water, or by 
water containing various astringents or antiseptic materials, 
can be easily carried out. But it is necessary that such irri- 
gation should be attended by free egress of the fluid injected. 
To accomplish this a double hard- or soft-rubber tube should 
be employed. As a substitute for this, two soft-rubber cathe- 
ters, placed side by side in the rectum — a smaller one, ISlo. 8, 
for the entrance of the fluid, and a larger one, Ho. 10 or 12, 
for its escape — will answer the purpose. A Davidson syringe 
is far preferable to a fountain syringe. In cases where 
mucus is passed in large quantities, in shreds or masses, or 
where, fz’ora the amount of fluid discharged or from its chai’- 
aeter, the colon is known to be the seat of a decided lesion, 
the water should be made to pass into the colon through the 
sigmoid flexure. While as yet no method has been devised 
which will permit the easy entrance and exit of the fluid 
when thrown beyond the flexure, yet the soft-rubber double 
stomach tube can be tried, and sometimes successfully. But 
even if we do not secure a free and immediate escape of the 
fluid fiom the colon, the effort to medicate its mucous sur- 
^ face should not be neglected. The irrigation should be made 
with water boiled and filtered, or water holding in solution 
boracic acid or other unirritating antiseptics. Weak solu- 
tions of alum or sulphate of zinc, or, in more obstinate cases, 
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a solution of nitrate of silver, three grains to a pint, may also' 
be tried. 

These opinions are largely suggestive and must be modi- • 
fied to suit individual cases. It is veiy clear that treatment 
by the rectum and colon will be the treatment of the future 
for chronic colitis, when we shall have overcome the mechani- 
cal difficulties by proper instruments. 


HYDRAMNIOS IN THE EARLY MONTHS OP PREGNANCY,. 
■WITH ILLUSTRATIVE CASE. 


BY 

F. W. N. HAULTAIN, M.D., F.R.C.P.E., 

Obstetric Physician and Gynecologist, Roj’al Dispensary, Edinburgh. 


The existence of an excessive amount of amniotic fluid dur- 
ing the earlier months of gestation is a subject which, curi- 
ously enough, the most of our standard works on midwifery 
either fail to consider altogether, or merely leave us to con- 
jecture its possible occurrence, without giving any definite 
data to go upon. 

Thus Lusk, for example, makes no mention of its occur- 
rence, while Playfair merely states that “ it rarely begins to 
show itself before the fifth or sixth month of pregnancy.” 

That it is of so little importance as to warrant so scant at- 
tention I am not disposed to admit — a contention which has 
been intensified by an example of this interesting abnormality 
coming under my notice a few weeks ago. 

A multipara, age 35, ceased menstruating in the beginning 
of August last, and during the entire month of September 
suffered from excessive vomiting, which sedatives of various- 
kinds failed entirely to relieve. In the second week of Octo- 
ber the vomiting ceased entirely, and, as menstruation still 
remained in abeyance, she naturally concluded she was preg- • 
nant. Regarding the veracity of this conclusion she, how- 
ever, became somewhat doubtful in December, firstly, on 
account of the absence of fetal movements; and, secondly,. 
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because she did not consider she was increasing in size as she 
was wont at the fifth month of lier pregnancy. A climax was 
reached, however, on the 10th of January, when she was sud- 
denly seized with pains and hemorrhage, and; on sending to 
the Dispensary for medical aid, a pupil of mine immediately 
attended her. On his arrival he was told that something had 
come away, and on lifting the bed-clothes he found lying in 
the bed a large cyst. In spite of the discharge of the cyst, 
the hemorrhage and pains continued for more than an hour, 
till, by the energetic application of hot water and suprapubic 
pressure, he succeeded in expelling from the uterus a large, 
fleshy mass. This with the cyst he brought to me for exami- 
nation. 

The cyst was spherical in shape, and measured three and a 
half inches in its diameters. The wall was extremely thin and 
translucent, while it contained a turbid fluid, no vestige of a 
solid body being present. 

The fleshy mass proved to he an entire uterine decidua, 
distinct portions, corresponding with the cavities of the body 
and cervix respectively, being apparent, the body portion 
being lined on its internal surface with a transparent mem- 
brane (the chorion). This was adherent over its entire sur- 
face, no special localized adherent portion being present, 
while one portion of the decidua, corresponding to the fundus 
uteri, was considerably thicker than the rest, this, no do.ubt, 
being the decidua serotina. 

Microscopic examination revealed large numbers of villi 
present over the entire decidua, upon which the chorion 
rested. The decidual cells were in. most part undergoing 
fatty degeneration, while the intercellular substance was in- 
filtrated with a large amount of granular exudation. 

The cyst, therefore, could be nothing else but the amnion 
filled with liquor amnii, iu which complete liquefaction of the 
embryo had occurred. 

The specimen as a whole would appear to be, therefore, an 
ovum blighted probably about the end of the second month 
of its growth, but which' had been retained in utero by the 
abnormal adherence of the decidua to the uterine wall a con- 

dition quite to be expected from the microscopical appear- 
•ance of that membrane, the granular infiltration suggesting 
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inflammatory cbanges wliicli Lave usually an adhesive teur 
deucy. 

Tliat the growth of the ovum' cannot have much exceeded 
two months is proved by the existence of villi over the entire- 
chorion, these by this time, under ordinary conditions, being 
atrophied, except at the localized decidua serotina, where- 
they eventually aid in the formation of the i>lacenta. 

This early period of death of the ovum is also strongly sup- 
ported by the complete liquefaction of the embryo, such 
being unknown in embryos of greater age. 

Granted, then, that the ovum was but two months old, itS' 
dimensions, which were about three tiines that of a normal 
ovum at this period, seemed to be entirely due to an excessive 
amount of liquor amnii; and that this was secreted during the 
second month of gestation, and was the essential cause of the 
death of the embryo, entirely coincides with the clinical his- 
tory of the case, viz., the excessive vomiting and its complete 
and somewhat sudden cessation. That the liquor amnii in- 
creased after the death of the embryo is an assumption which 
may be advanced. But it seems to me that the clinical evi- 
dence of excessive vomiting (a symptom with which the 
patient had never before been troubled in previous pregnan- 
cies) goes a long way to support the theory of rapid and ex- 
cessive distention of the uterus in the second month, and that 
the case was one of early hydramnios. 

In using the term “ hydramnios ’’ in such a case as this, I 
do so accepting the definition of the abnormality as stated by 
Lusk, namely, “ the term hydramnion should be restricted to- 
those cases in which the amount of fluid is so large as to pro- 
duce morbid symptoms by its pressure upon the uterus, the 
abdominal and thoracic viscera, or the fetus.” It is therefore 
an indefinite quantity, varying at different periods of gesta- 
tion, and cannot be estimated by volume, as Kidd ' recom- 
mends, or by weight, as stated by Oharpentier.' 

In the case just described there can be little doubt that 
morbid symptoms were produced, both on the mother and 
embryo. It is probable that the condition is rare in the early 
months, but that it occurs sufficiently often to demand more: 

' Kidd estimates it at ttvo quarts. 

® CJiarpentier at five pounds. 
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attention I feel convinced, and it is with this object I have- 
recorded the case in detail. 

Specimens of this condition are to he met with in many 
mnseums, while notably, as stated by Priestley,’ a specimen 
identical with that I have just described is to be seen in St. 
Bartholomew’s. My specimen, I may state, I exhibited to 
the Edinburgh Obstetrical Society. 

The mechanism of the abortion in my case deserves special 
notice, as, so far as I can learn, it is unique. The expulsion 
of the amniotic sac entire and alone shows how little organic 
connection could have existed between it and the rest of the 
ovum — another argument against the supposition that the 
secretion of liquor amnii and growth of the ovum continued 
after the death of the embryo. 


IN MBMOBIA.M. 


CARL BRAUN. 


On the 28th day of March last died in Vienna, the capital 
of Austria, Carl Kudolph Braun von Fernwald. He was 
born on March 22d, 1823, in a small place in Austria, where 
his father was a practising physician. After having gone- 
through college, he studied medicine during six years, and 
graduated as M.D. in ISIt, Two years later he became the 
assistant of Professor Klein at the Obstetrical Clinic, as suc- 
cessor to the unfortunate Semmelweis, the first man in the 
world who understood the septic nature of so-called puerperal 
fever and showed how to prevent it. In the year 1853 he be- 
came instructor of dhs,ieiv\c.^{Privatdocent\ and was the same 

year appointed professor of obstetrics, and vice-director that 

is, second phj^sician — to a school for midwives in Tyrol. At 
Klein’s death, in 1856, Braun was called back to Vienna to be 
his successor as prof essor of obstetrics at the University, and 
physician-in-chief to a department of the Obstetrical Clinic. 

' “ Pathology of Intra-uterine Death.” p. 117. 
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Two years later be opened a gynecological clinic that soon 
became one of tbe great attractions of tbe Yiennese Univer- 
sity. In 1887 be was elected first president of tbe newly 
founded Gynecological Soeiet}^, a position ivbicb be occupied 
till bis death. It was in tbis function that be appeared last 
in public. On February ITtb be occupied, in bis usual good 
bealtb, tbe cbair. Tbe next morning be bad an attack of 
broncbitis, to wbicb soon was added weakness of tbe heart, 
causing edema and unconsciousness, until death put an end 
to bis active life. 

Oarl Braun contributed considerably to tbe obstetrical 
and gynecological literature of the last forty years. From 
1852 to 1855 be was, together with Cbiari and Spatb, editor 
of Klinik fur Geburtshiilfe und Gyndkologie. Later be 
was one of tbe editors of tbe Archiv fur Gyndkologie. He 
wrote numerous articles in different journals, on subjects be- 
longing to tbe domain of gynecology and obstetrics, and iu 
1857 a “ Textbook of Midwifery,” in wbicb be continued the 
good work of bis two predecessors, Baer and Klein, who have . 
exercised great influence on tbe development of the obstetric 
science and art in German-speaking countries. In tbe second 
edition of tbis work, published in 1878, be included gyne- 
cology. 

His name is attached to several instruments, some of wbicb 
are extensively used. Thus, be constructed a syringe for in- 
jecting small amounts of fluid into tbe uterine cavity. If bis 
coljyeurynier is less reliable in checking hemorrhage than a tam- 
pon, it is a valuable aid for increasing labor pains and dilating 
tbe vagina when Barnes’ cervical dilators have done their work. 
He enlarged tbe size of Simpson’s cranioclast, and improved 
it so much as an instrument of traction that it, in tbe baudfe of 
many accoucheurs, has replaced the more dangerous cepbalo- 
tribe. Braun’s Sohlusselhaken {i.e., key-book) is an original, 
simple, and excellent instrument for decapitating tbe fetus in 
neglected cross-presentations. 

Braun began as an obstetrician, and bis name will probably 
live longer on tbe lips of posteritj’’ in connection with tbis 
branch than with gynecology ; but be was among the first in 
bis country to understand tbe importance of tbe new science 
that was being developed on both sides of tbe Atlantic for 
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tlie benefit of suffering women. He took part in the move- 
ment, he propagated the new doctrines among his numerous 
pupils, and he acquired the necessary dexterity for the per- 
formance of the greatest gynecological operations. In bis 
eyes gynecology should be intimately connected Avitb ob- 
:stetrics, just as he combined the two in his practice and in 
-the second edition of his book. 

As a successor of Semmelweis, in the very wards where 
he had laid the foundation of antiseptic midwifery by enjoin- 
ing the students to wash their hands with chlorine water 
before they made vaginal examination, Braun has con- 
tributed much to the enormous saving -of human life which 
distinguishes modern obstetrics from that of all previous 
•ages. At the head of one of the largest lying-in services in 
the world — one that is extensively used for teaching purposes, 
•one that is situated in most unpromising surroundings, and 
one to which the severest eases are sent from a large circum- 
ference — Braun brought the mortality down to less than one 
per cent, 

Braun was an enthusiastic and eloquent teacher, among 
whose audience might be found students from all countries* 
His genial ways ingratiated him with the young men. His 
large experience gave great weight to his opinion in consul- 
tation with other practitioners. He acquired a large and lu- 
•crative practice. “Women from over the whole world sought 
his advice. He was the favorite of the highest classes of 
society, was knighted and covered with orders. 'With knowl- 
edge and skill he combined a striking personality and that 
sympathy with the patient which gains confidence and thus 
forms the beginning of a cure. For forty years a writer, a 
teacher, a physician, and an operator, he died in the full en- 
joyment of his mental powers, honored by his countrymen, 
admired by his students, and beloved by his patients. 

H. J. Gaueigues. 
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TRANSACTIONS OP THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated Meeting^ March 1891. 

. The President^ Joseph E. Janvrin, M.D., in the Ghair. 

FIBROMA MOLLUSCHM OF THE EABIDM AIAJCS. 

Dr, George M. Tottle presented the specimen, •wliieli was 
accompanied by the following history : 

Mrs. M., widow, age 52 ; Illiiara. 

Precious History. — Has always been a strong, healthy 
woman; no organic disease. For the past year there have 
been some symptoms indicative of the approacli of the meno- 
pause, such as vascular disturbances, scanty menstruation, 
and some nervous symptoms (especially tachycardia). 

Present Illness. — Four j’^ears ago the patient noticed a lump 
on the riglit labium majus ; it was first observed while the 
patient was washing ; it was painless and insensitive. From 
that time it lias grown steadily but slowly until reaching its 
present size. There has been no pain, soreness, sensitiveness,, 
or redness of tlie affected parts, and the only inconvenience 
which’the tumor has caused has been by its interference with 
locomotion and the dragging due to its weight. I first made 
an examination in June of this year, and found the tumor about 
one-half of its present size. Since that time it has doubled in 
size, but with no new symptoms aside from the aggravation 
of those above noted. 

Examination shows a pyriform tumor of the right labium 
majus, narrowed above and rounded below. The tumor 
measures seven and one-half inches in length, seventeen and 
one-half inches in circumference. The skin covering the 
tumor is normal in appearance, though greatly hypertrophied. 
The tumoris insensitive to pressure ; not translu cent to trans- 
mitted light ; no impulse on coughingrno gurgling; no ef- 
fect from taxis. The feeling of the tumor is as if it con- 
tained partly fluid and partly gaseous contents. There is a 
distinct feeling of fluctuation and somewhat marked tympan- 
itic I’esonance. In the centre of the tumor one can feel a 
peculiar, hard, cake-like central mass which feels like a flat 
j)iece of cartilage about two and one-half inches square, and 
which cannot be moved about in the tumor mass ; that is, it 
does not alter its position by manipulation. 
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I xemoYed tlie tumor on Decemlier 6tli, 1890. A long m- 
c’lsion was made over the whole length of the tumor from it& 
lower end to the external inguinal ring. The vascularity of 
the parts was enormous, and tlie operation rather tedious and 
difficult. I found the tumor enclosed in a well-defined but 
very thick sac, on cutting through wliich tlie appearance of 
the tumor was strikingly like gut: thin, translucent, “gasr 
eons ” in feeling, and very resonant on percussion. After a 
little hesitation, and feeling confident of its real nature, I 
quickly dissected and shelled it out of its sac, and removed 
the latter by careful dissection from its bed in^ the labium’ 
majus, finally cutting away the large hypertrophied pieces of 
the latter wliich are seen in the accompanying specimen. The 
bed of the sac was closed by an oyer-and-over buried catgut 
suture, leaving a drainage tube in the lower angle of the 
wound, the tube being removed on the third day. The case 
progressed without fever, and with resulting aseptic union of 
the wound. 

TUBAL PBEGNANCY. 

Dr. Tuttle also presented a specimen from a case of tubal 
pregnancy, with the following history ; 

Jdrs. P., seen at office February 19th, complains of want of 
appetite, nausea, pains in bowels, constipation, some difficulty 
in urination, very scanty menses in January and their delayed- 
appearance this month. 

History Elicited ly Interrogation . — Age 32; born IS'ew 
York State; housewife; married thirteen years ; never preg- 
nant. First unwell about 14, and every twenty-eight days 
since with marked regularity, moderate in quantity and duiW 
tion, and accompanied by severe dysmenorrhea. Health 
otherwise good, except for some dyspepsia and constipation, 
until five years ago had an abscess which opened spontane- 
ously on perineum and closed completely under poultice, 
giving no further trouble ; but constipation has been worse 
since, with frequent and violent attacks of flatulent colic 
which yield only to euemata, bringing away scybala?, of which 
all movements have for a long time consisted. One such at- 
tack occurred on January IStli last, and was followed on the 
20th by dysmenorrheal pains, menses being then due ; but 
no blood appeared, except slight staining once. Pains con- 
tinued for some time, though less severe than usual, and finally 
passed off. 

On February 15th another attack occurred, which did not 
yield to enemata so readily as before, and two antibilious ” 
pills were taken on the 17th, on which date menses were again 
due but did not appear. The pills produced a numbe'r of 
small movements consisting of scybalse and mucus, with 
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much pain and griping at each act of defecation, hut without 
■afEording the desired relief. 

Yesterday (the 18th) the patient felt, and to-day (19th) still 
feels, as if about to be unwell, and, feeling anxious about the 
situation rather than on account of illness, seeks medical ad- 
vice. 

Pregnancy with tendency to abortion is suggested by 
physician, and apparently confirmed by an examination of 
breasts, vaginal mucous membrane, and uterus, from the lat- 
ter of which there is a ver}' slight bleeding, established since 
patient left home, and not yet recognized by her. 

A. complete intrapelvicdigitalexamination was not persisted 
in, owing to pain at the vaginal entrance, of which the pa- 
tient complained much, and was found to be due to an in- 
flamed meatus and an abrasion or fissure at the posterior com- 
missure ; these readily jdelded to treatment and disappeared 
within a few days. 

The uterus was found to be enlarged, anteflexed, and mov- 
able ; no fulness or tenderness posteriorly or laterally was 
recognized. 

Tlie patient was directed to go to bed and remain there 
and cease interfering with the bowels. 

Patient staged that opium made her sick and caused severe 
vomiting, and begged that none be given her; it was, there- 
fore, withheld and viburnum prunifolium given instead. 

Saw patient at her home at 11 p.m.; still suffering some- 
what. At midnight colicky pains, quite severe, induced her 
to try a hypodermic injection of morphine, one-sixth of a 
grain. This produced severe vomiting within half an hour, 
and kept the patient ill throughout the following day, after 
which she became easy and said the pains were gone. Vi- 
burnum continued, and patient kept in bed under close ob- 
servation until March 1st, when another attack of what she 
persisted in calling “wind colic” set in. She insisted on 
getting some cathartic medicine or an enema, both of Avhich 
were denied her, and the attendants forbidden to use either 
under an}’^ circumstances. Gave equal parts of spirits chlo- 
roform and tincture cardamom compound, which, contrary 
to expectation, did seem to give some relief 

The nature of extra-uterine pregnancy was now explained 
to the husband and a consultation asked for, but was put off, 
for a time, on the grounds that these attacks were exactly 
similar to those from which she had suffered for a long time, 
and were due to “ wind in the bowels,” rendered worse by the 
nausea and vomiting due to the condition of pregnancy. At 
intervals during this time there was some bleeding from 
uterus. 

March 7th patient felt quite well and said she was now 
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over lier trouble, desired to get out of bed; and, in order to- 
afford ber some cliange, sbe was placed upon a sofa m the 
room for a short time, and carried back to bed again; 

March 8th patient was removed from bed and' placed on 
sofa, in physician’s absence, and again returned to bed after 
a time. On making evening call, found patient about same: 
in appearance as during past week, but was informed that 
she had “ fainted ” while being put on sofa, and had severe 
pain of a sharp, cutting cliaracter since ; temperature above 
normal for first time, being now nearly 100° F., and pulse in- 
creased from 90 to 112 and small. 

On examining by vagina the posterior cul-de-sac was found 
to bulge forward, presenting the feel of a semi-solid mass 
elongated transversely and occupying about one-fourth the- 
recto-uterine space, and so tender that patient could not sub- 
mit to any manipulation beyond the mere toucli, and com- 
plained a great deal even of that. A consultation was now 
demanded, and 'Dr. Tuttle saw the patient on the 9th, pro- 
nounced the case one of extra-uterine pregnancy, and proposed 
laparatomy as offering the safest means of relief, which was 
accepted by the patient, and on the 12th performed by Dr.. 
Tuttle. 

March iTth. Patient’s temperature has been normal since- 
operation, excepting on the afternoon and evening of the- 
13th, when it reached 100° F. 

I first saw the patient, in consultation with Dr. Murtland,. 
at her house on Monday, the 9th inst. Tlie pulse was 130, 
the temperature 99° F. The corroborative signs of preg- 
nancy, as given above by Dr. Murtland, were all present. 

An examination under ether revealed a uterus slightly en- 
larged, moderately autefl.exed, and crowded up toward the 
abdominal -wall and markedly to the left by a boggy mass, 
lying at its right and posteriorly. This mass had fairly defi- 
nite outlines, did not dip deeply into the pelvis, rose distinctly 
above the brim on the right side, and was not full and globu- 
lai’, but flattened antero-posteriorly and gave an impression of 
mobility rather than fixity. There was no annular constric- 
tion of the rectum. Tlie mass was boggy to touch and with 
freely pulsating vessels on its lower surface. The cervix 
uteri was but slightly softened. The sound was not used, -as; 
it was not necessary for any additional information. 

_ I unhesitatingly diagnosed an ectopic pregnancy in the 
right Fallopian tube, with presumably the escape of some- 
blood into the peritoneal cavity, and advised its removal by 
laparatomy at the earliest possible date. On the following- 
day Dr. Murtland called and told me that the patient had 
^leed to an operation, and we decided to perform it on 
Thuisday, the 12th, the earliest date that allowed of the; 
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necessary preparations. On this date, the 12th — last Thurs- 
day — I operated at tlie patient’s house, assisted by Dr. Murt- 
land, and luy own assistant, Dr. H. Gr. Locbe, and Dr. Carlyle 
who gave the anesthetic. 

On reaching the peritoneum it was seen to be of the dark- 
blue hue which indicates the presence of free blood in the 
peritoneal cavity ; and on cutting through the peritoneum a 
quantity of free blood, mostly dark, but some bright red, and 
with many black clots, gushed out. Without stopping to 
clear this out, I passed in my hand, separated the mass at the 
riglit of the uterus from many frail adhesions about it, and 
drew it into tlie abdominal wound. It was necessary to ligate 
■off a portion of omentum which was rolled up in a rope-like 
band and adherent to the mass. On lifting the mass into the 
wound it was seen to consist of the right ovary and tube, with 
a mass of broken-down blood clots, and protruding from the 
end of the unruptured tube was a small fetus with its placenta. 
I ligated the mass close to the uterus, cleaved out the perito- 
neal cavity of clots and fluid blood by sponging and flushing, 
inserted a drainage tube, and closed the wound. The tube 
was removed the next morning, and the subsequent course of 
the case has been even and uneventful, the pulse falling at 
once and tlie temperature remaining nearly normal. The 
bowels have moved, and the patient is making an easy re- 
covery. 

Commenting upon his own ease, Dr. Tuttle called attention 
to the recent observations of Sutton, showing that in a large 
number of specimens of tubal pregnancy the fimbriated ex- 
tremity of the tube was not closed before the sixth or eighth 
week. At that date the peritoneal ring became turgescent 
and sealed the end of the tube. That author had also shown 
that tubal abortion was extremely common, and that the 
death of the ovum did not end the trouble. There was al- 
ways danger as long as it was possible for the ovum to escape 
into the abdominal cavity. Dr. Tuttle thought that in these 
observations one might find an explanation of many cases 
which heretofore had seemed blind. They also seemed to 
him to offer another strong point in favor of non-electrical 
treatment when tubal pregnancy was discovered. If death 
of the embryo could be accomplished by electricity, there 
would yet be danger of its escaping into the peritoneal cav- 
ity, with enormous hemorrhage. Tlius, as our knowledge of 
these cases broadened, the more unassailable became the posi- 
tion of those who favored primary laparatomy. 

Db. H. J. jBonnT said the only remark which he wished to 
make in connection with the subject of tubal pregnancy, and 
which had been demonstrated by specimens so often before 
the Society, was to call attention to the ridiculousness (he had 
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no better word for it) of using electricity. He believed that 
■the diagnosis of ectopic pregnancy could be made with a 
crood deal of positiveness in the great majority of cases, io 
^tate his feelings on the question a little more stiougly, it 
'seemed to him that it would be almost criminal for one to use 
electricity in such cases. He thought that where a diagnosis 
had been made there w'as nothing to do but to operate, if the 
pregnancy had gone beyond the second month. 

Dr. Tuttle wished to add, in view of the possibility of the 
■discussion of the subject, that many entertained the feeling 
of Mr. Tait that hemorrhage into the peritoneal cavity was 
.almost uniformly fatal. Mr. Tait also maintained, .he be- 
lieved, that there was no attempt by peritonitis to shut ofi 
the blood when poured out freely into the peritoneal cavity. 
He wished' to call especial attention to the fact that here was 
.a plain history, as plain as could ever be got, of gradual leak- 
age of blood into the peritoneal cavity ; that it was after- 
ward shut off by peritonitis. The adhesions shutting off the 
mass, which were found at the operation, formed gradually, 
the patient having had slight symjitoms, such as she attributed 
to wind colic. 

Dr. Gr. M. Edebohls said it was not at all certain that all 
cases of ruptured extra-uterine pregnancy in the early 
months, with free hemorrhage into the peritoneal cavity, ter- 
minated fatally. Indeed, some claimed that four out of five 
of such cases would recover if let alone. It was on these 


statistics of frequent recovery without operation, after rup- 
ture of a tubal pregnancy, that Olshausen had based his line 
•of practice. His Experience had been a very large one, and 
he had announced these conclusions six or eight months ago : 
If an early tubal pregnancy be discovered before rupture, 

■ operate invariably and immediately, and thus avoid the dan- 
gers to which the patient will be subjected should rupture, 
take place. If the early tubal pregnancy were not discovered 
until after rupture, operate only when the symptoms were 
very threatening, when there were indications of active 
hemorrhage going on, and when there were, in addition, fa- ' 
vorable surroundings for the operation. Otherwise, he said 
the patient’s chances of a fatal issue would be increased by 
an operation. Dr. Edebohls believed these views were to a 
great extent correct. 

Of four eases of 'early tubal pregnancy, all terminating 
favorably, which had come under his care, he had operated 
iipon but one, in which the following conditions prevailed • 
n Saturday evening with the physician 
in attendance, who had suspected extra-uterine gestation at 

to the nght ot the ntem, and had no hesitation in prononnc- 
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ing tlie case one of tubal pregnancy. Tlie history of the week 
before had been one of frequent pains and occasional fainting 
spells. He suspected tliat hemorrhage had taken place into 
the peritoneal cavity frequently during the -week. To prove 
this he suggested exploratory puncture. Hothing Avas ob- 
tained from the tubal tumor itself, but on the point of the 
needle leaving the tube as the syringe was Avithdrawn, and 
entering the free peritoneal cavity, the syringe filled at once 
with blood. Thus he established the diagnosis of free intra- 
peritoneal hemori’hage, the result of a ruptirred tubal preg- 
nancy — a condition Avbich he believed had never before been 
proved beyond all doubt until after the abdomen liad been 
opened. He suggested to the family physician that, the pa- 
tient being in good condition, there Avas no urgent indication 
for immediate operation ; but the latter Avanted laparatomy 
performed in order to put her out of all danger. It Avas per- 
formed tAVO days later. The right tube was found ruptured 
on its peritoneal surface, the rupture being nearly two inches 
long. The peritoneum contained about a pint and a half of 
fluid blood and clots. The tube itself was greatly hypertro- 
phied, and contained a firm coagulum partly extruded through 
the tear. Dr. Edebohls removed the thrombus from the 
tube, no active hemorrhage going on at the time, tied off the 
tube, removed it, cleaned out the peritoneal cavity. The' 
woman made an uninterrupted recovery. But in thinking 
over the case afterward he had come to the conclusion that 
the patient would have got well without laparatomy, and 
with or without electricity. All hemorrhage had ceased;, 
tubal abortion Avas complete, having taken place, not through 
the fimbriated e.xtremity of the tube into the peritoneal cav- 
ity, but through a i-ent in the tube, and the blood collected 
in the peritoneal cavit}’^ would probably have become ab- 
sorbed primarily or after the formation of a hematocele- 
All cause for hemorrhage having been removed, it Avas very 
probable the patient would have recovered without an opera- 
tion. He thought,- therefore, that to lay down the rule bard 
and fast that laparatomy must be performed in all these cases 
of extra-uterine gestation, Avas going to an extreme. He- 
thought the views of Olshausen would gain ground. 

Db. a. P. Dudlet wished to indorse the views expressed 
by Dr. Edebohls, in some degree. "While he did not disagree 
Avith Dr. Tuttle, as far as he understood his position, yet it 
must be remembered that there were some cases in which the 
surgeon could not do just as he would like. He had had 
four cases of extra-uterine pregnancy. Of tAvo he was sure 
of the diagnosis ; of the other two, practically sure. The first 
two he had found free in the peritoneal cavity, the history 
showing that rupture had taken place about two weeks before, 
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and tlie preffnancy of three months duration. Both patients 
ffot wellf fn both cases, although the blood had been m the 
abdominal cavity about two weeks, there had been very little 
efiortat encapsulation. It was free blood in the peritoneal 
cavitjj with a few slight adhesive bands about the site of 
ture. His experience agreed ^^ith Dr. Tuttle’s^ that adhe- 
sions were slow to take place where blood had flow'^ed into the 
peritoneal cavity. 

In the other two cases he had asked a consultation, and his^ 
consultants disagreed with him. They were not cases which 
he could readily take into his own control under the circum- 
stances. Therefore, instead of doing laparatomy he aspirated 
through Douglas’ cul-de-sac. In one case he withdrew six- 
teen ounces of blood. The patient gave a history of sexual 
intercourse, of missing a menstrual period, of exquisite ten- 
derness in the side, shock on carrying a bed upstairs — ^in short,, 
the usual symptoms pointing to extra-uterine pregnancy. 
After aspirating the blood from the peritoneal cavity, he felt, 
thickening and enlargement, pointing to rupture of the tube- 
and escape of the fetus. In the other case also the consult- 
ants disagreed with him, one advising one thing, another 
something else ; consequently he aspirated, pushed the trocar 
needle through the sac, evidently through the fetus, brought 
away two ounces of amniotic fluid, pronounced to he such 
after examiuation in the laboratory. The patient recovered. 
Thus the two cases in which he aspirated recovered, and the: 
two in which he operated also recovered. . All had been in 
equal danger of death. Therefore he thought we sbould 
choose a middle ground, and suit the operation to the case, 
and not the case to the operation. 

Dr. Tuttle said it appeared that two of the gentlemen had 
represented him as holding views which he certainly did not.. 
He had seen between twenty and twenty-five cases of extra- 
uterine pregnancy, tlie diagnosis of which he felt as certain of 
as in the case related, yet the majority of the cases he had let 
alone. He followed this let-alone course whenever there was- 
evidence that the hemorrhage was between the layers of the 
broad ligament, and thus far these patients had got well. He 
had strongly favored the position held by Olsliausen, that 
wiien there was reason to believe no rupture had taken place- 
laparatomy should he peiformed promptly, in order to guard 
against dangers which might possibly arise. On the other 
hand, he would not operate for hemorrhage into the perito- 
neal cavity, unless he had good reason for believing; that it. 
was continuing. He had had positive evidence of this in' the 
ease which he had related. If the hemorrhage had limited 
itseJi, It certainly seemed wiser to him to let the woman- 
4fi 
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•alone, althongli on this question there was still room for dis- 
cussion. 

Dr. Boldt wished to make himself understood olearlj. As 
■to the advisability of letting the patient alone when liemor- 
rhage had ceased, he said uie difficulty was in detei-mining 
whether hemorrhage had ceased. If the patient rallied and 
the pulse was good, it might be inferred that there was no 
present hemorrhage ; but be had not seen that class of cases. 
Moreover, if hemorrhage had stopped, how were we to know 
how the case would finally come out? "With the al)domen 
opened, the whole field was revealed to the touch or sight, 
and he felt more like choosing a position which he felt sure 
of, rather than remain in uncertainty. Allowing for the im- 
mediate condition of the patient, he would say that in any 
case of tuhal pregnane}’’ beyond the second month, with or 
without rupture, he would unhesitatingly perform lapara- 
tomy. 


FIBROID OF THE UTERUS ; VAGINAL HTSTERECTOilY, 

Dr. H. J. Boldt presented the sjiecimen. 

The patient, a nullipara aged ■;J2 years, suffered intensely 
from the myo-fibroma in the posterior wall, the symptoms 
withstanding various forms of treatment intelligently carried 
■out by her family physician. She was seen by Dr. Boldt a 
few months ago, with a view to removing the tumor by ope- 
ration, which was. however, refused at the time. She finally 
demanded relief by operation, which was done five days ago. 
Owing to the narrowness of the vagina and the presence of 
the subserous fibromata on the anterior surface of the uterus, 
the operation was exceedingly difficult, so that Dr. Boldt 
thought he would have to finish the extirpation by lapara- 
toray, as he had been compelled to do before under similar 
circumstances. 

The patient’s condition remained perfectly normal in every 
respect since the operation. 

Dr. Boldt considers vaginal operations decidedly safer for 
the patient, if they can be done by that method, and bad it 
been possible to enucleate the fibroid in the posterior wall 
after opening the cul-de-sac, the hysterectomy would have 
been comparatively simple ; but this, as can be seen from the 
specimen, was impossible. It had been tried. 

CASE OF CESAREAN SECTION. 

De. H. 0. OoE presented (through Dr. Grandin) the pa- 
tient with her infant. The woihan was aged 22, a Kussian ; 
Ipara. She was admitted to the Hew York Maternity Hos- 
pital January 6th, 1891, being then at full term. Her height 
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was four feet six iuciies, and siie was raclntic, with maihed 
kyphoscoliosis. Circumference of abdomen at urabihcus, 
fortj- inches. The pelvic measurements were : Orests, ten and 
one-half inches ; spines, ten inches ; external conjugate, six 
inches plus ; left external oblique, eight and three-eighth 
inches I right external oblique, seven and one-half inches 5 con- 
juo-ata vera estimated at three and one-half inches. Marked 
contraction of the outlet, owing to the shortening of the right 
oblique diameter. The patient was examined by the entire 
visiting staff, who concurred in advising Cesarean section on 
account of the relati/ve indications. 

Operation by Dr. Coe, January 
12th, at 3 p.M. Child extracted with- 
in five minutes after primary incision 
was made; weighed six pounds and 
one ounce, and was in good condition. 

Patient made a rapid recovery, which 
was not retarded by the fact that 
•the lower angle of the wound burst 
open on the tenth day (probably due 
to straining at stool), allowing intes- 
tine to protrude and necessitating use 
of secondary sutures. Patient dis- 
charged from the hospital at the end 
of six weeks. 

De. Geandin said that in the three 
cases of successful Cesarean section 
to which he had referred, the child 
in the ease operated upon by Dr. Coe 
weighed six pounds and one ounce; 
in Dr. Grandin’s case it weighed six 
pounds and a half ; in Dr. Murray’s, 
seven pounds and a half ; also seven 
and a^ half in Dr. Garrigues’ case. 

He said that Dr. Coe, who was ab- 
sent, would like to make the point that in all of these cases 
version might have enabled them to bring forth a living 
child, but it was a question whether perforation of the after- 
coming head might not prove necessary. The statistics of 
Cesarean section were now so favorable that he thought 
the time had come when we should cease to do embryotomv 
—an operation which involved as great risk to the mother 
and winch was repugnant to all right-minded men. 

De. ii. a.. Muekat, who liad seen this case with Dr Gran- 
din, had also advised Cesarean section, which was prepared for 
beforehand, a though there might have been a cYance To de 
live,- bj version, lad they wisVd to risk the necessity for 
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embrj’otomy. Speaking from an experience Tvitli four cases — 
two without previous preparation, two after — ^lie expressed 
the belief that Cesarean section might jet prove successful 
in such surroundings as were found at the patient’s liome,. 
provided one had good assistants 

Dr. Jacobi said that fifty years ago it was the opinion in 
Europe that the child was never to be sacrificed if it was. 
known to be living It certainly should not now, since Cesa- 
rean section had come to be so successful. 

HEMORRHAGES IN THE NEWEV-BORN.’ 

Dr. a. Jacobi read a paper with this title. 

Dr. J. Henry Fruitnight said lie was glad the subject of 
cephalhematoma had been discussed, for he thought the 
views of the Society should be expressed against the custom, 
prevailing more or less in some parts, of incising the tumor.. 
He could recall two cases which had come under his notice 
in which incision was practised, and both children succumbed 
to a fatal hemorrhage. The incision was made on the first or 
second day after birth in both instances, and the attending 
phj^sicians were unable to control the resulting hemorrhage.. 
In such cases the friends wished the physician to do some- 
thing, but he thought our advice should be to let the tumor- 
alone, as Nature would absorb it. 

He recalled two cases of umbilical hemorrhage and ecchy- 
motic spots, covering in one case nearly the entire body, and 
which were doubtless the result of septic infection, the mothers, 
themselves also suffering from puerperal sepsis. They oc- 
curred during the pre- antiseptic days. 

Dr. R. a. Murray said that recently a number of cases^ 
bad come under his observation in which he thought hemor- 
rhage was due to too forcible efforts at delivery — cases in 
which he thought the child would certainly have been a great- 
deal better off had it been killed outright instead of allo-wed 
to live- Only yesterday he had seen a case in which he had 
himself effected delivery after an extremely difiieult labor- 
The mother absolutely refused permission to do Cesarean sec- 
tion, although he had' lost two previous children when attend- 
ing her in confinement. It was desired that he should save 
this child, and he did, but now wished he had not. It had a 
lai’ge cephalhematoma before he performed version, for he 
had not seen the case early. After extraction there was great 
difiiculty in resuscitating the child. It now had an asymmetri- 
cal head, bulging eyes, especially the right. The child was. 
easily excited, gave forth piercing shrieks without any appa- 
rent'reason, and altogether would have been better off dead. 

’ See original article, p. 673. 
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Only a few days ago lie saw a case of tumor in tlie sterno- 
‘cleido-raastoid, it being tbe second one of tlie land winch liud 
come under liis observation in a clnld._ He tliou^nt it must 
be very rare in the child. . Laceration jn older children from 
play had come under his notice. Again, he had seen a num- 
ber of cases of hemorrhage which had arisen in children on 
whom force had been used—oii, for instance, the shoulders, 
in extracting tbe head. In some the slightest touch of the 
.skin would leave a large bruise even for weeks after biith, 
and for years afterward slight physical violence would leave 
large extravasations. He thought that in some such cases 
there must be a change in the blood vessels. He recalled one 
•case in particular, a boy, now aged 8 years, an albino, ex- 
tremely light skin and hair, who came into the world after a 
hard labor. He thought tbe labor must have done a per- 
manent injury to tbe child, for he was yet as a boy_ semi- 
idiotic, and subject to spasms which Dr. Murray attributed 
to meningeal hemorrhages. This supposition seemed the 
more probable as there had been hemorrhages in different 
joints of the body, attributed by some physicians who had 
seen the patient to rheumatism. 

Dr. a. M. Jacobus referred to the author’s remarks upon 
the subsequent dangers to the child when born asphyxiated, 
and said the question had often occurred to him how long, in 
a given case, might the head remain unborn and impacted in 
the parturient canal without incurring the dangers alluded to. 
Of course, some children, when labor lasted many hours or 
days, were bora dead, some died soon after birth, while many 
did not appear to suffer from any immediate or remote had 
effects ; still others might die or be seriously injured in a 
labor of but very short duration. It was difficult, then, to 
, judge how long it was safe to wait before assisting Hature by 
mechanical means. With too great haste to relieve the child 
from the danger of asphyxia, one might pull its head off, break 
its neck, or cause serious injury to the brain, the spinal cord, 
or blood vessels, and thus do more harm than if the moulding 
process and labor had been permitted to go on longer. Yet if 
it were left alone too long it might die of asphyxia or suffer 
subsequently from the results of the asphyxia, as stated by Dr. 
Jacobi. 


Dr. 0. A. VON Eamuohr said he had heard with great in- 
terest the physiology of hemorrhage in infants; how easily a 
child might bleed, how often it did bleed ; still he thou&t 
the paper was theoretical rather than practical in that regard, 
that It did not give us a remedy against this danger. The 
^nsequences which the author had depicted did occur 
l et we could not gauge the amount of pressure which the 
child would stand, or the amount of injury which it would 
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^'ithstand without permanent damage. We all had had eases 
in which the children had to be hurt during birth, jet not all 
of them had turned out to be idiots. In nobst of them, hap- 
pily, extravasated blood became absorbed, and that was the 
end of it. In practice, injuries to children during birth were 
common, while idiocy was the exception. 

Dr. Jacobi thought that Dr. von Eamdohr took things 
much easier than a great obstetrician and humanitarian 
ought to do. He understood him to mean that a large num- 
ber of children who were subjected to pressure with the for- 
ceps, and who had cephalhematoma or other injuries, did 
not die, did not become paralyzed, did not become ei^ilep- 
tic nor idiotic. That was true. Yet sometimes, when one 
looked about, he felt almost convinced that a large majority 
of adults must have been in those straits. The question was 
not that so many escaped, but tliat so many were stricken. 
Hot a month passed but what he saw at least one such case. 
Probably not a month passed but what he saw two or three 
cases of children of 2, 4, 7, or even 10 years of age, generally 
the first in the family, for very good reasons, who were idiotie 
or epileptic, while there was no family history of the affection. 
There was a history, in a large number of the cases, of a very 
severe protracted forceps labor. Therefore he would not ad- 
mit that his paper was theoretical at all. He did not postulate 
anything. He had been led to study these matters by the 
statistics which he had. When, at his clinic, he saw a child 
of 4, 6, or 8 years of age whom he learned to be idiotic or 
epileptic from infancy, and found the head well formed, and 
could but think that the child ought to have a well-formed 
brain, he most assuredly sought its history. When thei’e was 
a history of a contracted cranium, a prematurely ossified cra- 
nium, the ease was clear enough. When there was no such 
history, and none of meningitis or of encephalitis, then the 
family record was consulted. In a large number of cases he 
found that at birth there was asphyxia which had lasted a 
long time ; in a number of cases there were convulsions. 
Many children who had such a history were found to be epi- 
leptic and of limited intellectual development from the be- 
ginning. He repeated, therefore, that it was not a theoretical 
question at all. He did not claim that every foi’ceps opei’ation 
made an idiot or an epileptic — far from it. Put he did claim 
that the steel foreeijs in the hands of an inexperienced man 
would make an idiot, while the same forceps in the hands of 
a master and a thoughtful physician would save not only the 
child’s body but its soul. It was not the forceps which saved 
or killed, hut the man who used it; as it was not the digi- 
talis, the calomel, or the opium which saved, but the man 
who administered them and knew bow to do so intelligent!}'. 
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The insane asylums and the large number of idiots in even 
the best families ought to compel us to look mto the liistory 

these cases. He was satisfied that Hr. von Ramdohi would 
find, when he studied the eases, tliat many of them were of the 
origin ixiGiitioned. Forttmatolyj fts lio bad saidj not all ox tbos^ 
to whom he had applied forceps belonged to that class. 

At the Vanderbilt Clinic it was not at all uncommon to see 
children who were idiotic from birth ; others who had para- 
lysis, say of the arm, simply from traction or pressure, with- 
out fracture. And that of hematoma of the sterno-cleido- 
mastoid, wdiich Dr. Murray regarded as so rare, they saw on 
an average two a year, or, in twenty years, about forty cases. 
He was positive that be bad seen as many as that. And be 
was further positive that it was the result of twisting of the 
child’s bead, very frequently from the force of the obstetri- 
cian’s finger. Such eases were likely to occur in the practice 
of those who had not learned that by going slow they were 
likely to get to tlie end much more easily and quickly. How, 
if these external hemorrhages occurred so frequently, cejihal- 
hematoma, hematoma of the sterno-mastoid, etc., why might 
not injuries occur within the cranium and produce epilepsy, 
idiocy, etc.? He was convinced from observation that they 
did. 

He. von Ramdohb was not sure that he had been fully un- 
derstood. His remarks were directed to those cases of ’ diffi- 
cult labor in which tlie forceps had to be ajijilied or the child 
extracted by the breech in a greSt hurry, if it was desired to 
save life, and necessarily some injury might or did take place. 
Desiring to save tlie child, we took, for instance, in a flattened 
pelvis, the chances of injuring the after-coming head. Now, 
considering the number of such eases, it was a wonder that 
the number of idiots was not greater. 


/Stated Meeting, Ajpvil 1th, 1891. 

The President, Joseph E. Janvein, M.D., in the Chair, 

EECOVEEY OF ALL THE DEEP UTERINE SUTURES SEVEN MONTHS' 
AFTER CESAREAN SECTION. 

Dr. Egbert H. Grandin presented eight silkworm-^ut 
sutures winch he had removed two weeks previously from a 

performed Cesarean . section in 
August, _ 1890. The section was resorted to under the rela- 
tivyndication, and the patient was out of bed on the twen- 
tieth day after operation, nursing her baby. To suture the 
uterus eight deep sdkworm-gut sutures were used, and these 
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Tvere covered over by a continuous synij)eritoneal catgut su- 
ture. Convalescence was undisturbed up to tJie seventh day, 
when a chill and rise- of temperature called attention to a 
small abscess in the abdominal parietes at the level of the 
umbilicus. This was opened, and a hstulous tract had since 
existed, extending downward for about two inches. The 
usual methods for causing the sinus to heal having failed, 
Dr. Grandin laid it open on starch 20th, and at the bottom 
recovered all the deep uterine sutures. The wound had since 
completely healed. 

The sutures before use had been placed in boiling car- 
bolized water, and yet they had not become encapsulated, but 
had acted as a foreign bod}*. The specimen was interesting 
chiefly because he had been unable to find another recorded 
instance of Cesarean section where the uterus had so effectu- 
ally rid itself of the deep sutures. The cause of non-encap- 
sulation was doubtless due to the fact that, notwithstanding 
the precautions taken, one or more of the sutures were not ab- 
solutely’’ aseptic. 

Dr. C. M. Edebohls thought that all suture material of non- 
absorbable nature, like silkworm gut and silk, even though 
aseptic when introduced, was liable afterwards to be a source of 
irritation and to cause trouble until removed. For that rea- 
son he never employed such material for sutures when it was 
to remain, but chose catgut. It was not necessary, according 
to his views, that the sutures should be septic in order to 
cause trouble subsequently. 

Dr. H. C. Coe said he would be afraid to use catgut in 
Cesarean section, lest it should become absorbed befoi’e union 
was perfect. He asked Dr. Grandin whether there might not 
have been some suppuration, as from a miiral abscess, to cause 
infection of, the sutures. 

Dr. Graxdin said he had neglected to mention the fact that 
there was a small mural abscess, which, however, was opened 
as soon as it was detected, and it was at least two inches above 
the point at which he ultimately obtained the sutures. While it 
was barely possible for some of the pus to have reached the 
sutures, yet it was evident that the wall of the abscess was not 
in close relation to the sutures. With Dr. Coe he tliought it 
would not be advisable to use catgut in Cesarean section. 

ABSCESS OF THE OVAKV; DIFFUSE SUimURATIVE PERITONITIS; 

laparatomy and drainage. 

Dr. H. 0. CoE showed a specimen with the following his- 
tory : Mrs. B., set. 42, was spending last summer at the sea- 
shore. She was a patient of Dr. Cleveland, who had 
curetted her uterus dui’ing the previous winter for menor- 
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-I'haffia, but had, as I understood, found no serious pelvic 
trouble. She had enjoyed eood health, and, the day before i- 
■saw her, was out driving and felt perfectly well. 

On the evening of July 15th I was called to see hei on ac- 
count of what appeared to be an ordintiry attack of gastro- 
enteritis, due to her having partaken freely of a rich salad at 
luncheon. She stated that she was just over her menstrual 
period, and thought that she may have taken cold the night 
before by running about in her bare feet, although the weather 
was excessively warm. When I saw her she was suffering with 
•severe colicky pains in the epigastrium, accompanied by 
vomiting and diarrhea. Temperature 101°, pulse 120. As 
she was flowing, I made no vaginal examination, but was 
unable to detect any localized tenderness upon making deep 
pressure above the symphysis and in the iliac regions. The 
pains were conflned to the upper portion of the abdomen. 
The patient was relieved by a hypodermic of Magendie, and 
the vomiting was temporarily checked. I saw her twice 
the next day and found her more comfortable, though the 
nausea and diarrhea persisted. The temperature still ranged 
from 101° to 102°, and the pulse, although rapid, was full ; 
the patient expressed herself as feeling quite, strong, and 
certainly did not present the appearance of being seriously 
ill. I was disposed to believe that the elevation of tempera- 
ture was due to a localized peritonitis, though there was no 
evidence of it on external palpation. A vaginal examination 
(rendered difficult by reason of the fact that the patient Avas 
very stout) was negative ; no induration, prolapsed ovary, or 
local tenderness could be found. The uterus Avas large, but 
not sensitive to bimanual pressure. There Avas a slight 
floAV, without odor. 

On the evening of the third day the patient’s temperature 
reached 103°. She did not complain of much pain, but her 
abdomen was someAvhat tympanitic. She Avas able to take 
nourishment and stimulants, and had only tAVO or three loose 
movements. 

On the morning of the fourth day there Avas a decided 
change for the worse. Temperature 102.5°, pulse 120 to 
130 and not so strong as before. Tympanites more marked, 
but not e.xcessive. General tenderness over abdomen, but 
not marked in any particular region. The patient had’ the 
j)eculiar facies so characteristic of general septic peritoni- 
tis. I asked Dr A. H. Smith to see her with me, and he 
a^reed Avith the diagnosis and serious prognosis. I suo-o-ested 
abdominal section as offering a slight chance, and it was at 

1 off ,^Pei’ation at 1 p.m. on July 
Ibtli, 1890, about seventy-two hours after the development of 
the initial symptoms. Several ounces of purulent fluid were 
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evacuated, and the intestines were already matted together 
by organized lymph. In the right iliac region, among some 
adherent coils of gut, 1 found a mass adherent to the caput 
coli, which I naturally supposed was the suppurating appendix. 
On attempting to separate it from the gut, pus escaped from 
it, and I found that the abscess liad already perforated into 
the gut. The sac was removed, the intestinal perforation 
sutured, and the general cavity thoroughly irrigated and 
drained. The uterus was large, the right tube adherent but 
not enlarged, the left tube and ovary apparently healthy. 

The patient did not rallj' from the operation, although it 
was short. Contraiy to the usual course in such cases, the 
temperature rose steadilj', reaching 108° (axillary) just be- 
fore death, which occurred five hours latei’. The specimen 
removed proved to be an abscess of the ovary, containing half 
a drachm of fetid pus. The ovary was only partly disor- 
ganized, as shown bj’- the presence of several ovisacs ; that 
the abscess was not of recent origin was evident from the 
thick wall of the sac and the w'^ell-marked pyogenic layer. 
The case presents several features of interest, the principal 
being the sudden development of sjnnptoms — which, however,, 
did not furnish the slightest clue to the existing pathological 
condition — the rapidly fatal course, and the peculiar appear- 
ance of the ovary when seen in siUi, closely simulating per- 
forative appendicitis. 

In view of the fact that our attention has of late been di- 
rected to the subject of ovarian abscess, I may be pardoned a 
few words in regard to the etiology and diagnosisof this con- 
dition, which is not so rare as has been represented. Al- 
though the symptoms in this case, and in another similar one- 
(occurring in my private practice two months ago), were so 
acute, the pathological condition was clearly one of long 
standing. "We do not distinguish carefully between acute 
suppurative oophoritis and ovarian abscess. The former I 
have in several instances found in cases of acute diffuse peri- 
tonitis accompanying the septic endometritis which follows 
opei’ations upon the uterus. The ovary, previously normal, 
shows on section streaks and foci of pus, but no distinct col- 
lection within a well-marked sac. The latter is an ovarian 
abscess proper, and is a subacute or chronic condition, the- 
same as pyo-salpinx. And just as a simple hydro-salpinx may, 
through infection of its contents, become a pyo-salpinx, so a 
cystic ovary may become an ovarian abscess. In fact, my ob- 
servations have led me to believe that most ovarian abscesses • 
are secondary to simple follicular cysts. This is shown, as in 
the present specimen, by the fact that only a small portion of 
the ovary may suppurate, the remainder of the gland being • 
comparatively healthy. How does this infection and trails- 
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formation of an innocent cyst fluid into tlie notoriously sep- 
tic pus of an ovarian abscess occur? Possibly oy intection 
through the tube, but more commonly by extension from tbe^ 
uterine cavity along the lymphatics, there being a direct com- 
munication. Certain it is that the pus from an abscess of the 
ovary may be extremely acrid, containing niimerous pyogenic 
bacteria, when the corresponding tube is either the seat of 
simple catarrhal salpingitis or contains bland pus. I would 
call attention to another explanation of the dangerous quality 
of the contents of ovarian abscesses — their close proximity to 
the bowel. It is almost the rule for suppurating ovaries to 
be adherent, and firmly adherent, to the gut, and by no means- 
rare for them to discharge their contents into the gut ; this 
occurs more frequently than in the case of the adherent tube. 
In two of my eases in which laparatomy was performed the 
attack began with diarrhea. Was the diarrhea of a septic 
nature, secondary to perforation of the abscess into the howel,. 
or did the colitis lead to a lighting up of fresh inflammation 
in the adjacent suppurating ovary? This is a nice_ point,, 
which it is impossible to decide. It is safe to assume, how- 
ever, that the urgent symptoms which are always present in 
these cases do not represent the development of acute sup- 
puration in the ovary so much as they do an exacerbation of 
previous trouble with accompanying peritonitis. 

A word as to symptomatology. There is no characteristic- 
symptom. Abscesses of the ovary are usually found where 
the operation was performed for some other condition — ^jiyo- 
salpinx or appendicitis. Richelot, in discussing the symp- 
tomatology of the latter condition, states that pain and in- 
duration m the right iliac fossa point to the existence of 
appendicitis in the female, even though an induration to the 
right of the uterus is felt per vaginam, and that early surgi- 
cal interference is indicated. But after weeks of observation 


I found precisely such a mass in the iliac fossa to be, not a 
suppurating appendix, but an ovarian abscess adherent to the- 
caput coli. 

The prognosis of cases such as the one reported is neces- 
sarily grave. An ovarian abscess is always a source of danger,, 
since rupture, either before or during operation, is common]-y 
followed by a rapidly fatal septic peritonitis. I can only ex- 
plain the virulent character of the process in the case I’eported 
by the fact that some of the pus from the abscess had come 
in contact with the peritoneum. Abdominal section was. 
certainly not long delayed, but, nevertheless, it was performed 
at least twenty-four hours too late. 


. CLE-raLAND said . that this case had been referred to 
him by Dr. Burrall because of marked menorrhagia. Though 
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the patient was stout, she was pufiFy and anemic. Her uterus 
was very large, but he found no tumor oh eitlier side; the 
appendages seemed to be normal. He curetted, removing 
a large quantity of fungosities, first about two years ago, re- 
lieving the menorrhagia for a time, and again six months 
later ^ because of a return of excessive menstruation. She 
was in good health when she went to Long Branch last 
summer, so tliat the trouble wliieh Dr. Coe found must 
have developed recently. 

Dr. Ralph Waldo raised, the question whether washing 
out the abdominal cavit 3 % as Dr. Coe had described, really 
lessened the liability to a fatal termination. He hnew that 
simply to irrigate the hands by allowing, water to run over 
them would not by any means render them aseptie, and he 
did not believe that it would render the abdominal contents 
aseptic after they had been exposed to septic matter. 

Dr. Coe said, in reply to Dr. Waldo, that Dr. Parrish had 
reported a number of eases of acute septic puerperal peri- 
tonitis in \yhich a cure was effected by thorough irrigation 
and drainage. 

Dr. Florian Krug thought that the cure in the cases of 
Dr. Parrish was effected by the drainage rather than by the 
irrigation. He thought that to rel.y upon washing out the 
abdominal cavity was a great mistake. He had used water 
in this way, but, for the purpose of stimulation, having given 
up the idea of thus sterilizing the cavity. Ho matter how 
many gallons of water were used, he did not think it would 
render the cavity aseptic. Where cure was effected in sep- 
tic cases, in cases in which pyogenic pus or bacteria were 
present,' it was by drainage. 

Dr. Clement Cleveland presented a specimen of 

RUPTURE OF INTESTINE DURING LAPARATOMY. 

Miss G. entered his service at the Woman’s Hospital 
February 23d, 1891, giving the following history: She was 
'22 years of age, single, an actress b}' profession. Her men- 
strual life began at 14, and has always been irregular. She 
was in fairly good health till five weeks before entering the 
hospital, never having been confined to her bed or forced to 
give up work from illness. At this time she began to have 
pain in the abdomen, chiefly in the left side, with marked 
tenderness, and pains shooting down the left leg. Bimanual 
examination revealed the uterus antefiexed, slightly movable, 
with a mass on each side, the one on the left giving slight in- 
dications of fluctuation. 

Diagnosis of ovarian or intraligamentous cyst, with possibly 
pyo-salpinx of both sides, was made, and laparatomy advised 
and decided upon after concurrence of Dr. Hicoll. 
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On March 9th, in the presence 


of the house staff and, 

visitors, the operation was performed. 

A short incision was first-made and afterwards enlarged to 
four inches. On the left an intraligamentous cyst and pyo- 
salpiux, with sigmoid flexure firmly attached, was made out.. 
On the right the adnexa were firmly embedded in a dense 

mass of adhesions. • , . ' . , c- 

At first it seemed impossible to do anything in the way ot 
removal of any of the diseased structures, and I was about to- 
abandon the attempt, when I felt encouraged to go on by the 
success I met with in enucleating the cyst. , Having gone 
thus far, I felt it necessary to proceed. The cyst was fully 
three-fourths enucleated when it ruptured. I removed what 
I could of it, leaving a small portion of the cyst wall. 

In separating the intestine from the tube, it was torn across- 
in the shape of a right angle, with sides an inch in length.. 
The serous covering was also stripped up for five inches, 
leaving merely the muscular and mucous layers. 

As the portion of the intestine where the tear occurred, 
was not in a healthy condition, I decided it unwise to sew up 
’ the rent, as the sutures would probably slough out. More- 
over, as the peritoneal covering of the gut had been torn 
away for five inches, I deemed it alsd unwise, for fear of 
volvulus, to leave such a large amount of weakened intestine.. 
I therefore resected five inches and did circular enterorrhaphy 
with iron-dyed silk. The tube was then tied with Ho. T 
catgut and cut away. 

The right tube and ovary, though diseased, were left, as I 
felt there was too great risk in prolonging the operation, and 
it was apparent that much difficulty would be met in remov- 
ing them. 

The cavity Vas then packed with gauze about a drainage 
tube, great care being taken to pass enough of it under the 
intestine to act as a shelf for it to rest upon, at the points 
where the ends were sewed together. 

The abdominal incision was then closed with silkworm 
gnt, the dressing applied, and the patient put to bed. The 
gauze was left for twenty-four hours, and then easily removed. 

For forty-eiglit hours there was a good deal of reactionarv 
temperature, if I may use the term, the highest,- on second 
day, being 104,5°. Peristalsis was prevented by morphia 
for eight days. Then light laxatives were administered and 
the bowels moved freely. Since which time there has been a 
• history has been uneventful. There 

IS still a small sinus, which is rapidly closing. The patient 
pronounces herself perfeetlj' well. ” 

Dr. Cleveland here presented the' specimen, which wa& 
preserved in equal parts of alcohol and ,water, with a glass tube 
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Tunning tlirougli it, showing the tear. The specimen looked 
.almost too small for a portion of the sigmoid flexure, hut a 
section had been examined by Dr. Freeborn under the micro- 
scope, and pronounced by him to be a portion of large 
intestine. 

Dr. Krdg thought that Dr. Cleveland could not have ap- 
plied Trendelenburg’s posture in the most approved way, 
else the parts would have been thoroughly exposed and the 
accident to the intestine might have been avoided. He had 
never yet found a case in which the intestines did not fall 
back when the patient was placed properly. 

Dr. Clevelakd said he had used Trendelenburg’s posture 
in other cases, and thought highly of it ; but here was an ex- 
ception, which was to be accounted for by the smallness of 
the abdominal cavity and the intestinal adhesion. 

A CASE OF DOUBLE CEPHALHEMATOMA, WITH IMPERFECT 
OSSIFICATIOJX OF THE CRANIAL. BONES. 

Dr. Coe exhibited a child with double cephalhematoma 
and introduced Dr. H. E. Heydecker, who read the following 
report of the case: Through the kindness of Dr. Coe, I 
am permitted to show you a case of double cephalhematoma, 
which I recently had nuder my care at the jNew York Ma- 
ternity Hospital during his service. 

The mother, a primipara, 26 j’^ears of age, single and born 
in the United States, entered the waiting wards on February 
2dt]], 1891. She was well nourished, in good physical condi- 
tion, and gave a favorable family and personal history. 

On March 20th, being called at 9 p.m., I found tlie patient 
having good labor pains, the os uteri less than a quarter di- 
lated, and the head engaged, with the occiput in the left an- 
terior position. The position was made out without difficulty, 
and nothing abnormal was noted about the head. At 11:36 
p.m. a second examination was made. The os was then about 
three-fourths dilated, and the head had descended well into 
the hollow of the sacrum. At this examination 1 was sur- 
prised at the condition of the fetal head. The bones were as 
soft as parchment, being easily indented by the examining 
finger. The sutures seemed to be running in all directions, 
and it was impossible to locate the fontanels. The sensa- 
tion experienced on palpating the head so closely resembled 
that produced by a macerated fetus, that I again sought the 
fetal heart to assure myself that the child was still living. 
Finding that the heart had decreased in rapidity from 136 to 
108 beats to the minute, and that the mother was becoming 
weak and the pains inefficient, I. waited only until the os was 
fully dilated (12:30 a.m., March 21st), when I delivered easily 
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ivitli low forceps. The fetal pitlse at the time of delivery 

""^The^ciiild, a boy wei^Uiag seven pounds one and one-half 

ounces, was slightfy asphyxiated ,, J’S. 

difficulty. Ou examiniiig tlie child it was 
•cation in the cranial bones was very deficient. The _anteiio 
fontanel was extremely large, the sagittal suture veiy bioad, 
and around the region of the posterior fontanel were a 
number of loose Wormian bones. The parietal, occipital, 
and frontal bones.jyere very soft and easily bent and indented. 
The head was interesting, and, I am sorry to .say, was much 
palpated by myself and assistants before the child was trans- 
ferred to the ward. 



Double Cephalhemotoraa. 


On the morning of the second day after deb’very my at- 
tention was called to two prominent lumps upon the child’s 
head, which were situated one over the central portion of each 
parietal bone. The cliaracter and location of these tumors 
will be seen better than they can be described. I regret 
that these prominences, which have been pronounced by 
Dr. Coe and others to be cephalhematoma, are subsiding very 
rapidly, although it is only the eighteenth day since the birth 
of the child, and the fifteenth since their appearance. On 
the second day marked signs of icterus neonatorum were seen, 
the child remaining somewhat jaundiced for eight days, 

This^ case would seem to throw some light upon the uncer- 
tain etiology of thrombus neonatorum. From the ease and 
vapidity of the labor it is unlikely that these blood tumors 
were due to prolonged pressure during the passage of the 
head through the parturient canal. The presence of a tumor 
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on both sides of the head excludes as a causative factor the-- 
coDstriction of a rigid os upon tlie presenting part. 

We have, on the other hand, two factors which together- 
give a sufficient cause for the lesion, viz. : 

First. The immature ossification of the cranial bones, and 
consequent incomplete protection of the vessels in the can- 
cellous tissue. 

Second. Undue violence to the head, both before and after 
delivery, which would cause excessive motion of the soft, 
bones, with resulting damage to the enclosed vessels and effu- 
sion under the pericranium. 

It is universally admitted that none of the theories ad- 
vanced, regarding the etiology of this lesion, explain why 
the vessels running between the hone and the pericranium 
should ruptiire and thus give rise to these blood tumors in 
one case, and not in another where ap 2 )arently the same con- 
ditions, with regal’d to length and character of the labor, exist.. 

I am well aware that conclusions based upon the observa- 
tion of a single case are of little value, and only suggest as a 
possibility that the unprotected condition of the vessels in 
poorly ossified cranial bones may account for the occurrence 
of cephalhematoma, especially in easy labors, where it would 
least be expected if any form of trauma, uncomplicated by a. 
pathological condition of the bones, is to be regarded as the 
cause. I can find in the literature of this subject no mention 
of a relation between ceiffialhematoma and faulty develop- 
ment of the cranial bones. Yet the lesion is far more com- 
mon in foundling asylums and among the poorer classes, jpt' 
where we would expect faulty ossification from malnutrition 
of the fetus. 

Dr. Howard A. Kelly, in his paper on ce^ffialhematorna, 
quotes Doepp, who says that “in an extensive private practice- 
in the course of twenty-six years, I observed only three cases 
of cej)halhematoma, while, on the other hand, in St. Peters- 
burg Foundling Asylum, in a period of eleven years, 1 had 
occasion to treat two hundred and sixty-two cases among fifty 
thousand children, or one case in one hundred and ninety 
children.” 

It would be of interest in the future to observe in what 
proportion of the cases of cephalhematoma there is associated, 
imjperfect ossification of the cranial bones. 

TWO CASES OF CAECINOSIA UTERI. 

Dr. Flokian IDiug said: The first two of the specimens- 
which I present to-night are two uteri removed by vaginal 
hysterectomy during the last two months, both showing car- 
cinoma of the body. 
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The first patient, Mrs.T., set- 39, called at my office in Jan- 
uary, stating that she had been in ill-fiealtli for the last three 
months. She had been married seventeen years, had home 
two children, and gave a normal menstrual history until a 
short time ago, when her menses became more profuse and 
of lono-er duration. She also noticed a slightly offensive dis- 
charge during the intervals, sometimes tinged with blood. 
She had lost almost twenty pounds in lyeight. Examination 
showed the uterus vdry much enlarged, its mobility lessened ; 
the cavity measured four and one-half inches 5 free bleeding 
following the careful introduction of the sound. Exami- 
nation under ether showed that the partial fixation of the 
uterus was due to old inflammatory trouble and would not in- 
terfere with the extirpation of the organ through the vagina. 
The cavity was curetted and a piece cut out of the cervix 
longitudinally. Microscopical examination by a pathologist 
revealed carcinoma of the mucous membrane of the corpus 
uteri, which had also spread to the mucous lining of the cer- 
On January 30th vaginal hysterectomy was performed ; 


vix. 


duration of operation, twenty-five minutes; silkTigatures used 
exclusively, which were leftlong, as is always my custom, in 
order to secure drainage from the stumps; vagina was packed 
with iodoform gauze. The bowels were moved on the second 
day. The dressing was changed a week later for the first 
time, and the peritoneal ca^dty was found closed with healthy 
granulations. The second change of dressing Avas made two 
weeks after the operation, when the ligatures came away by 
a gentle pull. Patient discharged one week later. Highest 
rectal temperature after the operation, 100.2° F. 

The second case, Mrs. Q., set. 45, five children, was sent to 
me by her family physician, who had treated her for some 
time past for profuse metrorrhagia which could not be con- 
trolled by ordinary means. He had curetted her twice, and 
made the diagnosis of carcinoma of the endometrium after 
the second curetting. His diagnosis ivas verified by the 
pathologist, who examined the scrapings removed by me for 
a third time. On March ITth I extirpated the uterus per 
vaginam, the operation occupying not quite twenty minutes. 
The after-treatment, also the result, was the same as in the 
other case, the temperature reaching 100.6° once, to remain 
absolutely normal during the entire reeonvalescenee. This 
being my fifteenth case of vaginal hysterectomy, and having 
lost only case Ho. 4, the mortality in my operation is 6.6 
p6r cont* 

As the disease is limited to the uterus in both cases 
i consider them most favorable as regards recurrence^ 
I must congratulate tlie family physician on his early recog- 
• malignant di.sease in the second case, it being 
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my experience that the general practitioner as a rule will not 
bring those cases to the surgeon for radical treatment at such 
an early stage. However, it is to be hoped tliat, within a 
time not too far distant, early cases of cancer of the womb 
treated by vaginal hj'sterectomy will become the rule in- 
stead of being the exeejition. 

TWO CASES OF UTEKINE FIBROIDS EESIOTED BY TOTAL EXTIR- 
PATION. 

In presenting the next two siieeimens, I wish to say a few 
words in reference to disposing of the stump after hysterec- 
tomy for fibroids. For years past this has been an object of 
frequent discussion among abdominal surgeons, their ojiiuions 
being about equally divided in regard to the extra- and in- 
trajieritoneal methods. Both have their advantages, but also 
their great disadvantages. I feel confident that the contro- 
versy will be settled in the near future, and that the method 
of not leaving a stump at all will be adopted by the ad- 
herents of either one — in fact, become the ideal method. It 
will be readily admitted that the actual dangers after 
supravaginal amputation for fibroids almost invariably come 
from the stump ; hemorrhage being the more prevalent 
with the intra-, sepsis more with the extraperitoneal method. 
These two paramount factors, sepsis and hemorrhage, which 
cause the high death rate, can be guarded against to a far 
greater extent in the new procedure. Ho hemorrhage or 
sepsis can come from the stump after it is taken out, an^ the 
perfect drainage which is obtained at the same time renders 
the total amount of danger still less. As for the duration of 
the operation, there is no doubt but what it takes less time 
to remove the cervix with the uterus than to properly treat 
it either after the intra- or extraperitoneal method. The 
after-treatment is equally simple. 

To my knowledge Prof. Martin,' of Berlin, is to be cred- 
ited with having first advocated the removal of the entire 
organ instead of leaving a stump. Of late Chrobak, in the 
Centralblati fur G-yndkologie, has written a strong article in 
favor of this procedure. 

My first operation after this method was done on May 13th, 
1890 ; the case and specimens were presented to this Society, 
and ever since I have been an ardent promulgator of this 
modus operandi. ■ I have been asked whether the method was 
applicable in all cases, even in those where the fibroid was 
firmly held in the true pelvis, it having unfolded the two 
sheets of the broad ligament. I now feel justified in answer- 
ing emphatically, yes. Having succeeded in my last case, 

' A claim for priority has since been made in favor of Dr. Bardenheuer. 
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wliicli tested the feasibility of the method to it^ J 

do not believe that there is a case of fibroid where, \Mth the 
help of Trendelenburg’s posture, the technique could not be 

carried out. . ^ 

Let me now give a brief history of the t\vo cases. 

Miss IST., ®t. 39, normal menstrual history until about 
three years ago; since then profuse menorrhagia, nsnally 
lasting ten days, greatly weakening the patient. Abdominal 
swelling noticed for about two years. She consulted my 
friend Dr. E. A. Murray, who made the diagnosis of nbro- 
myonia, and treated her with the • galvanic current foi 
some time., Seeing that the patient did not gain at all, he 
kindly referred her to me for the operation. 1 found a pale, 
anemic patient, witli a rather weak action of the heart. The 
tumor reached to the umbilicus aud was almost round' in 
shape. 

The operation was performed on March Cth, with the 
patient in Trendelenburg’s posture. Three silk ligatures on 
each side were sufficient to secure the ligaments. Then an 
incision was made in the vagina posteriorly and carried 
around the cervix, thus removing the entire uterus with its 
adnexa. The ends of the ligatures, which had been left long, 
were then carried out through the vaginal opening, and the 
latter packed with iodoform gauze, imitating the dressing 
as in vaginal hysterectomy. The entire operation did not 
last quite thirty minutes. Still, through an unfortunate 
occurrence the patient died on the ninth "clay after the ope- 
ration, mainly on account of fatty degeneration of the heart 
muscle. This, however, cannot be'nsed^ as an argument against 
the method ; on the contrary, the autopsy showed the peri- 
toneal cavity to be in a normal condition, the vaginal opening 
already closed by healthy granulations. 

Mrs. M., ffit. 43, four ciiildren, the last one eight years ago. 
Had been in fairly good health until four years ago, when 
she commenced to experience severe pains before and during 
her menstrual periods. Of late the pains have become ex- 
cruciating, aud are almost constant, so as to prevent her from 
doing light housework. Painful micturition and defecation 
inade life a burden to her. She was admitted to the German 
Hospital, and on examination a fibrous tumor, springino- 
directly from the cervix and filling the entire true pelvis 
and the lower part of the abdominal cavity, was made out 
ihe tumor was absolutely immovable. The patient, havino- 
been made acquainted with her condition and the chancel 
she was going to take, insisted upon having a radical opera- 
tion performed. Before the operation f remarked to the 
gentlemen present that I considered this a severe test for the 
method, and if I succeeded in carrying it out in this case I 
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would feel sure that it could be done in every other instance. 
Operation was performed on March 13th ; Trendelenburg’s 
posture. First part of operation the same as in previous case ; 
the latter part, shelling the tumor out of the broad ligament, 
was extremely difficult. Still I was able to tie the uterine 
arteries and reach the vaginal junction without any serious 
hemorrhage, and after opening the vagina posteriorly Ifinished 
the operation in the same manner as before. Duration of 
operation, one hour and twenty minutes. Patient made unin- 
terrupted recovery. The highest temperature reached was 
100.8° in the rectum ; bowels moved on third day. ’ First 
change of vaginal dressing eight days after operation ; second 
change two weeks after operation, when the ligatures came 
off. Patient is now out of bed, and will leave the hospital 
this week. 

Eeiterating my statement, I feel confident that within a 
short time the total extirpation of the uterus in fibroids will 
be generally adopted as the method in all cases where enuclea- 
tion or vaginal hysterectomy is not feasible. I also expect 
to see the mortality narrowed down to from three to five 
per cent. Then we shall probably give up the fallacious idea 
of spiriting away large-sized fibro-myomata by electricity. 

De. Coe wished to make an acknowledgment. After watch- 
ing Dr. Krug perform total extirpation of the uterus for can- 
cer, he had come to the conclusion that the bad results which 
he (Dr. Coe) had reported a year ago were due partly to a 
faulty technique and partly to the selection of improper 
eases. He now believed that forcipressure was not the most 
surgical way of securing the broad ligaments in cases in which 
it was possible to apply ligatures. Once in a while there 
might be a case in. which the use of clamps might seem neces- 
sary ; for instance, he had reported two cases of hysterectomy 
in which the vagina and introitus were extremely narrow, 
and it would have been almost impossible to apply ligatures. 
But he thought with Dr. Krug that, as a rule, to seize a quan- 
tity of tissue with forceps en masse, and to let it slough off, 
was not in accord with modern surgical teaching, and he be- 
lieved that the eases of fatal intestinal obstruction which he 
had reported were due to that mode of treatment. When 
the clamps were removed, the upjjer portions of the broad 
ligaments tended to retract; the raw surfaces were then 
brought in contact with the intestine, and contracted adhesions 
to it. 

De. W. M. Polk said it Avas a gratification to him to 
know that Dr. Krug indorsed and Dr. Coe had come to look 
upon the use of clamps as unsurgical and on],y to be resorted 
to where the ligature coidd not be ajjplied. It was a second 
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resort always. He felt sure that Dr. Coe’s remarks 
reeard to the chances of intestinal adhesions and obstruction 
takins place, were in the right direction : that these acci- 
dents were more likely to arise with the use of clamps than 
Nvithout. Moreover, the use of damps did not shorten the 
operation in many cases, for the reason that accidents were 
likely to occur which required time for their correction, h or 
instance, they might slip and cause bleeding which the 
operator could not check because of the difhcnlty of u oiking 
in the vagina full of forceps. • _ , 

Dr. J. R. Goefe remarked that, although Dr. Krug had 
said that he left no pedicle after removing the uterus with 
the fibroid tumor, the raw surface of the broad ligament really 
composed the pedicle. He was inclined to agree with him 
that it was quite feasible to remove the entire uterus, includ- 
ing the cervix. He had already reported four cases in which 
he had left the cervix, the method being what he had called 
the extraperitoneal but intra-abdominal, leaving the cervix 
as a stump. Since that time the operation liad been per- 
formed twice, making in all six cases. The last one he had 
performed on Saturday morning last, and the case promised 
to make a perfect recovery. But he was convinced at this 
last operation that it would have been a very simple thing to 
have gone down and removed the cervix and put the broad 
ligament into the vagina. He saw no objection to treating it 
in that way — turning the pedicle down into the vagina, dis- 
secting a flap off of the tumor anteriorly and posteriorly, and 
stitching them together. He objected to leaving raw sur- 
faces in the abdominal cavity. In a case in which he re- 
moved the cancerous uterus through the abdominal walls, in 
January of this year, he left the ligatures long, drew them 
down through the vagina, and then stitched together the flap 
in Douglas’ cul-de-sac and that of the bladder, so as to shut 
out all the raw surfaces from the abdominal cavity. He saw 
no reason why that procedure should not be carried out in 
removal of fibroid tumors. 

Dr. a. P. Dudley thought that in treating the pedicle of 
a fibroma in this manner there would be danger of makino- a 
curve in the ureters, and’ also of causing pressure upon then^by 
bringing the surfaces of the wound together in tlie manner 
mentioned. All knew that the ureters were occasionally in- 
jured during the removal of fibroids. For his own part he 
^w no occasion for reraoving the cervix in cases of fibromata 
ihe tumor did not implicate the cervix itself. The cervix 
did not_ cause •irritation after the wound healed, whereas it 
did maintain the vault of the vagina in proper shape, and 
avoided the necessity for leaving scar tissue here. 
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The President tlionglit the operation which Dr. Knig had 
attributed to Martin was reallj an adaptation of Preund’s 
method for the removal of carcinomatous uteri. 

Dr. Krug said that he had given Martin credit for apply- 
ing that principle to cases of fibroids. Be also said that Dr. 
Folk had misunderstood him, if he thought that lie had re- 
turned from the clamp to the ligature, for, as a matter of fact, 
he had used clamps in only one of fifteen cases, and that 
patient had died. He said fux’ther that the intestines were 
separated from the raw surfaces by iodoform gauze, thus 
avoiding adhesions and obstruction, and that drainage was 
secured through the vagina — a fact to which he attached 
much importance. When union had taken place, a cicatri- 
cial plug remained between the vagina and abdominal con- 
tents. ■ 

Dr. Goffe thought the view that a cicatricial plug was of 
value as a support, at least as a permanent support, had been 
abandoned. He thought it was much better to stitch the sur- 
faces together at the vault of the vagina, and so get primary 
union. 

Dr. Edebohls presented three specimens. The first was 

I. AN INTRALIGAMENTART PAROVARIAN CVSTOMA, 

diagnosticated as such before operation, from the situation of 
the" tumor and the character of the fluid obtained by explora- 
tory puncture. The tumor, ten centimetres in diameter, occu- 
pied the left broad ligament of a young married woman, from 
Avhich it was shelled out, delivered unbroken through a small 
abdominal incision, and tied ofi with the normal tube and ovary 
of the same side. The oozing from the capsule of the tumor 
was controlled by packing with iodoform gauze, no ligature 
whatever being required. The patient recovered without an 
untoward symptom. 

II. AN INTRALIGAMENTARY PAROVARIAN CYSTOMA REMOVED 
WITHOUT DISTURBING TUBE OR OVARY. 

The tumor measured fifteen centimetres in diameter and 
was removed by laparatomy from a married woman of 30, 
who had been entirely unaware of its existence, having come 
to Dr. Edebohls for the repair of a perineum lacerated through 
the sphincter. In this case also the nature of the tumor was 
diagnosticated from its situation and the character of the 
fluid obtained on exploratory puncture. The case came 
under his care a week or so after tlie ease already cited, and 
the doctor resolved, if he found the tube and ovary of the 
same side normal, to attempt the enucleation and removal of 
the tumor without interfering with the appendages. He was 
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lecl to tills eouvse by a study of tlie specimen first presented, 
wliich demonstrated that the tumor could have been removcd 
without sacrificing the tube and ovary of the same side. Ac- 
cordino-ly in this case the hroad ligament was incised at a dis- 
tance From the appendages, and the tumor shelled out and re- 
moved without disturbing tube and ovary. A moderate hemoi - 
rhago from the side of the uterus where the tumor had been 
attached was controlled by a running catgut suture. The 
patient made an uneventful recovery, and the operation 
seemed to have exerted a favorable influence iipon^ the epi- 
lepsy from which she was a sufferer, the attacks having since 
been fewer and less severe. The lacerated perineum has also 
since been repaired. 

III. AnENO-OARCINOJIA OF THE BECTUM AND VAGINA BE- 
HOVED BY A KRASKE OPERATION 

performed four weeks previously. The patient, a married 
woman of 46, came to him with a history of rectal pains and 
hemorrhages covering a period of eight months. On ex- 
amination a malignant ulcerated growth was found in the 
rectum, beginning two and one-half centimetres above the 
sphincter, reaching to eight centimetres from the anus, and 
embracing the entire circumference of the bowel. It in- 
volved the posterior vaginal wall, which it had perforated six 
centimetres above the posterior commissure, leaving an open- 
ing large enough to admit the finger. A piece of the growth 
was excised and pronounced by I)r. Hodenpyl to be “ a tubu- 
lar adenoma of that variety which runs a malignant clinical 
course.” After removal of the coccyx and resection of the 
sacrum on the left side up to the third sacral foramen, - 
Douglas’ sac was opened, and the rectum divided twelve and 
one-half centimetres above the anus and fully four eenti-. 
metres above the upper limit of the disease, after previous 
clamping above and below the site of division. The healthy 
gut was liberated and drawn down as far as possible, and the 
peritoneal cavity closed by suturing the peritoneum covering 
the posterior surface of the uterus to the front of the drawm 
down sigmoid flexure. After thus securing the peritoneum 
from contamination and infection, the diseased portion of the 
bowel and the posterior vaginal wall were removed from 
above downward. Tlie sphincter ani was allowed to remain 
but unf 01 tunately could not be utilized, as it was found Quite 
impossible to draw down the healtliy gut thus far After 
removing a large extension 'of the growth into the right 
ischio-rectal fossa, a sacral anus was formed by stitching; the 
severed gut into the incision about six centimetres above the 
site of the sphincter. The hemorrhage during the operation 
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was moderate, owing to tlie position of the patient, the sacral 
region being elevated, with body and lower extremities pen- 
dent. The operation lasted fully two hours, and the patient 
was put to bed in a verj- precarious condition. In spite 
of this and a very free secondary hemorrhage, she rallied 
and did well until the seventh day, when a chill followed by 
rise of temperature ushered in a septic condition, to which 
the patient succumbed on the tenth day after operation. 
The cause of death was found on autopsy to be due to a ne- 
crosis of the intestine five centimetres above the artificial 
anus, leading to general septic infection. Dr. Edebohls was 
inclined to attribute the necrosis of the gut to the combined 
effects of undue tension when attaching it to the skin, and of 
the loss of nutrition concomitant upon the severe secondary 
hemorrhage. He would, in a similar case where the gut 
could not be made to reach to the skin comfortably and with- 
out tension, close the open end of the gut by suture and 
establish an artificial anus by performing inguinal or lumbar 
colotomy, jjreferably the former. This course would have 
the additional advantage of facilitating the maintenance of 
the large wound in an aseptic condition. 

Dr. J. R. Goffe then read the paper of the evening, 

TO WHAT EXTENT CAN UTERINE PTSEASE BE PREVENTED, 

AND HOW ? ’ 

Dr. Coe said there was a delicate subject on which he had 
hoped that the author would touch, namely, excess in matri- 
monial relations. He thought that this was a common source 
of uterine trouble. One could hardly visit a clinic and 
not find one or more cases in which this had not been the 
initial cause of uterine disease or a potent factor in aggravating 
existing trouble. For example, a young, strong, healthy Irish 
girl, who has scarcely known pain either at the menstrual 
period or at any other time, is able to do a man’s work, mar- 
ries, and within two months comes to a clinic, complaining 
of constant bearing-down pain, ovaj’ian pain, dysmenorrhea, 
and a train of symptoms which she had never had before. A 
little investigation shows that it is due to marital excess. 
Dr. Coe believed that the higher classes were no better 
in this respect. This was a field for preventive medicine. 
Gynecologists could do more good by some judicious advice 
in such cases than by attempts to treat a prolapsed ovary or 
a subacute parametritis after it had once resulted from such 
causes. 

Dr. Polk said that the portion of the paper which appealed 
most strongly to him was that relating to the parturient state. 

‘ See original article, page 666. 
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He was in full accord with the view that in this direction we 
must looh for a great deal of the trouble found ui inauied 
women. He thought it was important, in the hrst place, that 
^ve treat parturient women more naturally than had Jieen 
done heretofore. Instead of in.sisting upon her reinaimim 
nuiescent after parturition, as had been the habit of most of 
us, for seven or ten days, or, according to the. practice of one 
of our most distinguished obstetricians, for fourteen days, she 
should approach the custom of -working women. Xiying-in 
women should be taught that as soon as they have the 
strength to sit up it is entirely pro])er for them to relieve 
themselves instead of using a bed pan. The habit of keep- . 
ing women on their backs through fear of dislodging some 
thrombus which might cause sudden death, had no good 
basis. They were no more likely to have such troubles sit- 
ting up than lying on the back; less likely, indeed. 

He also thought that patients should be taught that it was 
■a matter of first importance to have the uterus examined 
after labor. Not immediately after delivery, nor necessarily 
tlie second, third, or fifth day, but as soon, at least, as any 
symptoms arose which caused us to suspect that things were 
not going on as they should. Many cases of mild or severe 
.sepsis which were called puerperal fever could he prevented 
by moving upon them promptly. He believed it was now 
pretty well agreed that puerperal fever was a more or less 
marked form of sepsis, and in liis opinion treatment of it 
should be the same as that pursued in sepsis existing in any 
other portion of the body. Mild sepsis after delivery not 
infrequently meant salpingitis, if nob more. It was not 
necessary to pursue this thought further, as its mere sugges- 
tion on this occasion was sufficient. As soon as there was a 
temperature, or symptoms which had generally been at- 
tributed to puerperal fever, it was our duty to at once attack 
the interior of the uterus. Curette, wash out, drain. He 
was convinced that by pursuing this course we would avoid 
many subsequent ailments, such as salpingitis, etc. 

Dr. Ralrh Waldo took a somewhat different view from 
the author with regard to the influence of education in the 
production of uterine diseases. He had once seen a great 
many dispensary patients who had come almost exclusively 
from the peasant classes of Europe, and among them al- 
though their education was almost nothing, there were many 
ojctensive lacerations of the cervix and other nterine troubles 
-He, therefore, thought we. would have to look for some other 
cause than education. He had been glad to hear Dr. Polk’s 
remarks, for he had once seen a great many cases of puer- 
peral sepsis, and had found that often they could be cured at 
once simply by treating the interior of the uterus. Do not 
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wait for serious trouble to develop before treating the 
uterus. 

Dr. George T. Harrison had listened with a great deal 
of interest to the paper, which, he said, presented a great 
many suggestive points which might he expanded into vol- 
umes. But he was afraid a great many of his explanations 
were, like many otliers whicli had been offered, objection- 
able because they simplified things too much. When we 
had a very intricate problem and found a very simple way of 
solving it, we had better pause and see whether we had fairly 
grappled with it or not. For instance, the explanation of- 
fered for lacerations of the cervix — he thought it was a mere 
hypothesis, not a demonstration. He would like to see an 
array of facts to prove it. It was possible that a partially 
developed uterus was more liable to laceration, but any one 
of experience knew that many of the worst eases were not 
of that type. Undeveloped uteri were more likely to be 
sterile. 

Witli most of the points hearing on the education of the 
female he was jirepared to agree heartily. But there was 
one inference from the author’s remarks which he could 
not accept, namely, that it was important, in the management 
of the puerperal condition, always to examine the cervix. 
He understood the author to mean that it was the physician’s 
duty in evei’y instance, immediate!}’ after labor, to make an 
examination. The speaker deprecated any such procedure. 
He believed that the less the woman was examined the better 
it would be for her. It had been proven beyond peradven- 
ture in large hospitals, as in Leipzig, that the Avomen who 
were let alone did not develop sepsis, ivhile those who did 
have sepsis were among the ones Avho had been examined. 
He never thouglit himself of examining a woman after labor, 
unless it had been a difficult or a complicated one. Perhaps 
that course, if pursued by Dr. Goffe, would not breed sepsis, 
as he Avas able to carryout scrupulous cleanliness ; but it must 
be remembered that if it Avere taught as a doctrine it Avould 
haA’e to go forth for the Avorld to practise. If the custom of 
examining the Avoman after labor became uniA’ersal, he did 
not doubt but Avhat sepsis Avould be multiplied tenfold, per- 
haps a hundredfold. 

Dr. Goffe explained that he had not stated just Avhen the 
examination should be made, but AA’hat he meant was that the 
woman should not pass out of one’s hands until it was knoAAm 
whether the cervix had or liad not been injured. 

Dr. Polk said that if a practice Avas a' good one in the 
hands of careful physicians, Ave should not be deterred from 
speaking of it and adopting it because harm might result 
from it in the hands of careless persons. They had their pun- 
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islnnent in the responsibility wliicli they were held toby tlieir 
natients. He wished to impress the fact that fear of mahing 
a va<^inal examination had often prevented physicians from 
findhie; the true cause of so-called puerperal fever, 
thev might attribute to malaria or something else winch had 
nothing to do with its causation. If modern surgery was of 
any value in disease within the peritoneum, it was of asrnucli 
value in disease within the uterus, and we could not hold 
back from applying it here through fear somebody miglit 

make a wrong use of it. . . 

Dr. Clement Clevelano thought the subject was of great 
‘ interest, not only to physicians, but to all who had daughters 
to bring up. It had been dealt with in an instructive man- 
ner in a work by the late Dr. Edward Clarke, of Boston.^ He 
(Dr. Cleveland) had once been in charge of a large clinic and 
saiv many cases of laceration of the cervix and perineum 
' among poor people, and in women who had large pelves, the 
majority of whom should not have had these lacerations. On 
investigation he had found that a large number of them had 
been contined by members of the medical profession, men of 
large practice, who had very little time, and, owing to the 
low fee received, did not wait for Hature to complete the pro- 
cess, but used forceps before com23lete dilatation of the cer- 
vix had taken place. The women, on the contrary, who were 
delivered by midwives seldom had lacerations. This point 
was worthy of serious attention — the indiscriminate use of 
forceps among poor people who were able to pay only a 
moderate fee. According to his observation, they were far 
better off in the liands of midwives than in the hands of men 
of our tn'ofession who had not a conscientiorrs regard for the 
welfare of their patients. 

Dr. Krug said there was one factor in the causation of dis- 
ease in the female sex which he regarded as of imjjortance, 
and which had not been mentioned in the paper. In the 
same way that matrimonial excess had much to do with 
troubles in married women, so had masturbation in the un- 
married, in girls. Unfortunately, this habit lay largely be- 
yond the control of the physician; still, the family physician 
plight exercise a good influence through the mother. Excess 
in this direction weakened the general system and hindered 
development of the sexual organs. 

Dr. a. P. Dudley thought that, so far as development was 
concerned before menstruation, physicians could do very 
httle. If we wished to reach the giil through the-parents it 
would first be necessary to educate the phvsicians, who, as a 
rule, seemed to little appreciate the primary causes of uterine 
troubles. He wished to call attention to the influence of 
heredity. hatever might be the gymnastic training and 
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education subsequently, some children came into the world 
destined to be illy developed. Among habits, he thought 
none played a more important part than that inentioned°by 
Dr. Krug — masturbation. One factor in the causation of 
female complaints, which had not been mentioned, was the 
apparent influence of a sea voj^age. He had seen at least a 
hundred cases in dispensary practice, of girls ranging from 14 
to 19 years, who had been perfectly well until they came to 
this country, since wliich time they had suffered from amenor- 
rhea and neuralgic pains. Some of these points, and the one 
mentioned by Dr. Coe, of matrimonial excess, seemed rather 
beyond the control of the physician. Anotlier fruitful source 
of uterine trouble was want of proper care after the occur- 
rence of abortion. Many women and girls were unable to 
lay off for an hour after this accident, through fear of losing 
a position which they depended upon for a living. 

When it came to the prevention of uterine disease at child- 
birth, he was in thorough accord with Dr. Polk. Any man 
who was properly educated in the obstetric art would not in- 
troduce into the vagina the unclean hand or anjffhing likely 
to convey sepsis. The responsibility lay entirely with the 
physician. As to lacerations of the cervix, the cause was not 
always in want of development; the woman might have as 
large a pelvis as usual, or larger, the genital organs well de- 
veloped, yet the child’s head be so large as to cause rupture, 
whatever might be the precautions taken. If we allowed such 
a patient to Tie on the back for several days, blood and secre- 
tions would accumulate in the vagina, the temperature would 
rise, in a little while the secretions would begin to decom- 
pose, and typical symptoms of sepsis develop without there 
having been any examination of the vagina at all. Because 
of the possibility of these accidents, and to avoid them, he 
did not hesitate to make an examination after delivery. He 
would then know whether it was best to give douches, or 
apply other treatment, or to let the patient strictly alone. _ If 
there was a laceration, one would be prepared for possible 
dangers from sepsis. Whatever might be the statistics, it 
appealed to his common sense that sepsis as a rule arose from 
the condition of the uterus, from retention of placenta, of 
clot, etc., and he felt that it was the physician’s duty to 
cleanse the cavity. Within the past month he had seen four 
cases with a rise of temperature and chill, commencing septic 
trouble, and on entering the uterus had found a portion of 
the placenta. Curetting, washing, and touching the cavity 
with carbolic acid were followed invariably by recovery. 

He closed bis remarks by expressing the opinion that the 
prevention of uterine disease did not commence witli edu- 
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eating tiie mother or daughter, hut rather with proper educa- 
tion of the physician. 

Dr. a. H. Goelet thought that, as one means of pie- 
venting uterine disease, physicians should teach y\omen, 
particularly married women, the necessity for using the 
vaginal douche. He believed there were many cases of 
disease of the endometrium caused by decomposed secretions 
in the vagina infecting the cervical endometrium, ^ then 
travelling up into the uterine cavity. Decomposition did not 
take place until the secretions reached the A’a^ina, and the 
vaginal douche became very necessary, especially after men- 
struation, and even more necessary after confinement. One 
observer, Czernieroski, has found the streptococcus, staphylo- 
coccus, and other forms of microbes in Uie uterine lochia of 
many women sutfering from only slight illness. 

Dr. Harrison thought that Dr. Polk and Dr. Dudley had 
not kept clearly in mind the distinction between treatment 
necessary when sepsis had developed and prophylaxis. Fol- 
lowing out the suggestions of the paper which had to do 
with prophylaxis, he had stated that in this respect the less 
one examined the puerperal woman the better. In all cases 
of normal labor the uterine and vaginal secretions could be 
considered as aseptic, and the uterine canal was aseptic. 
There was no such thing as auto-genetic sepsis. All sepsis was' 
introduced from without, and it was introduced in most 
cases by the hands of the accoucheur. We would nothave to 
deal with sepsis if we did not put our hands into the vagina 
or uterus. Of course there' was necessity for it when ope- 
rative intervention was called for, but we were now consider- 
ing normal labor, and here, he claimed, we ought not to 
make vaginal or uterine examination as a matter of routine. 

De. Goffe thanked the gentlemen for the free discussion 
which had taken place upon his paper, and said that he had 
not spoken of possible causes of uterine disease which offered 
no opportunity for correction by the physician. For instance, 
we eonld do little, he thought, in preventing masturbation 
and marital excess. _ It was true that uteriu^ troubles arose 
in the class of patients referred to by Div Waldo, hut in 
them he thought there was lack of development, not from 
faulty education, hut from want of nourishment and being 
badly housed. Prevention there, too, seemed beyond the 
power of the physician. Regarding puerperal septicemia, in 
all the eases which he had seen tlie hand had previously 
been inserted into the uterine cavity. The septic matter 
introduced from without, almost invariably, he thought, by 
the hand or instruments. b > j 
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Regular Meeting, Receniber lit//, 1890. 

T/ze President, Dr. "W. H. Wenhixg, in the Chair. 

Dr. Arthur W. Jokhstoue read a pai^er on 

menstruation: its necessitt and purpose.' 

Dr. R. JB. Hall said, if we are to believe wliat is taught on • 
this subject, the removal of tlic tubes and ovaries will produce 
an early cessation of menstruation. 

He had specimens of two cases where the tubes were re- 
moved close up to the uterus ; both of these women still men- 
struate regularly, although the operation was done over a year 
ago. 

He always removes the tube as close to the uterus as possi- 
ble, and as the ligui'e-of-eight looj) can be drawn up closer, 
he prefers it to u^ing the Staffordshire knot. If not satisfied 
that the ligature is close up to the body of the uterus, he uses 
another ligature. In spite of all this care he still has two cases 
that continue to bleed. 

Dr. Carpenter asked the essayist how he could well account 
for the absence of menstruation in those savage tribes in Avhich 
it was said to be absent. 

Dr. G. S. Mitchell thought that the ovaries played an im- 
portant role in menstruation, at least during its establishment, 
it being a well-known fact that there have been cases regularly 
menstruating in which the uterus was absent but the ovaries 
present. 

Dr. Johnstone, in replying, said the subject was so vast 
that he had been obliged to condense and limit his paper, as 
much as possible, to the physiological side of the question. 
He had merely attempted to locate menstruation in the animal 
world. 

The multiple placenta differed widely in its development 
from the human. Lymphatics were much more abundant in 
this form of uterus than in the human. The human uterus 
must stand erect, and consequently could not depend on the 
loose network of a lymphatic tissue for its support. In the 

‘ See original article, page 681. 
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multiple placenta, however, the cotyledons alone aie n.,ed in 
development of the placenta. He was sure that iraies did 
not menstruate. He had had abundant observation, and allied 
with many veterinarians who had large numbers of valuable 
animals under their care, and he was sure that where a bloody 
discharge took place from a mare it was due to a pathological 

condition. . j i. ^ i • 

s-iid most of tliG n.pG tril)6 Jifld mcnstintitccl in on 

irregular sort of way, and they alone among lower animals 
assume theupright position. This has been thoroughly proven 

by Mr. Bland Sutton. _ 

Eeferring to Dr. Carpenter’s question, he said he had had 
many opportunities of talking with travellers, ship surgeons, 
and others whose lives took them among wild tribes, and he 
had never been able to find anything diftering from ordinary 
menstruation among savages. It is possible that in some of 
the so-called tree-dwelling tribes, who are much in a hori- 
zontal position, menstruation may be irregular, just as it is 
among apes. 

Stevenson’s anti-menstrual pressure, associated with in- 
creased pulse rate, increased oxidation, accounts for the gene- 
ral disturbances connected with menstruation. 

He then referred to the two cases of Mr. Tait, in wliich 
removal of the uterus brought on the meno])anse after exci- 
sion of the appendages had failed. In both these he found a 
large branch of the pelvic sympathetic was still in the stump 
of tlie tube, and had been missed by the ligatures of the first 
operation. 

Dr, Kelly also reports a case in which the removal of this 
stump alone had accomplished the desired end without the 
removal of the uteras. As for the interdependence of ovu- 
lation and menstruation, he did not believe it, for he had many 
times operated on cases just after menstruation and found 
nothing in any way resembling the corpus luteum. The truth 
is that ovulation goes on througliout life, beginning before 
birth and lasting to extreme old age, and it was'his belief that 
it is the nervous system which ripens and brings on menstrua- 
tion, and not the ovaij as heretofore taught. ' Diseased ova- 
ries cause menorrhagia and metrorrhagia, just as any other 
irritation of the pelvis will disturb the laws of Stevenson’s 
anti-menstrnal pressure. 

Dr. Eufus B. Hall presented a specimen of 

TJNILOGtJLAH OVAKIAN CYST 

i-einoved from an unmarried woman 18 years of age. She 
first notiped the abdominal enlargement on the rfght side 
about thirteen months ago, whrfiucreased gradnalTy, cans! 
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ing no inconvenience until about six months ago, at which 
time she iirst noticed pain during and for a few days after 
the menstrual period ; the abdomen %vas cpiite tender to the 
touch, and at times she suffered acute pain. The suffering 
was never so severe as to confine her to bed, except upon two 
occasions when she could not be up for a week or more. At 
each menstrual period slie suffered greater pain than at the 
previous one. Dr. H. saw her in consultation a few days ago, 
and advised an operation, which was performed to-day (kfovem- 
ber 20th). The cyst and contents weighed tliirteeu and a half 
pounds. The cyst is a very tliin one, not more than one- 
eiglith of an inch tliiek, is a Ijeantiful specimen of unilocular 
cyst, and is presented, for that reason, while in a fresh state. 
There was a long, thin pedicle, and the tumor had rotated 
until the pedicle was twisted one and a half times around. 
That condition might account for the pain and tenderness of 
the abdomen during menstruation. The operation presented 
no difficulty, and she ought to make a prompt recovery. 

Dr. Chas. a. L. Reed presented two specimens of 

PAPILLARY DERSIOID CYSTO.MATA 

which he had removed a few days previously from a patient 
in the practice of Dr. Josh. Chitwood, of Connersville, Ind.. 
The cysts were multilocular, with a considerable amount of 
solid tissue, and both had developed within the peritoneum. 
The latter fact is of interest, as the majority of papillary cysts- 
develop within the broad ligament. On opening the abdo- 
men the first thing that impressed the operator was a cluster 
of warty-like growths on the surface of the tumor. The 
nearly solid character of the cyst contents made necessary an 
enlargement of the incision, Tf hen the tumor was lifted out, 
it was found to be completely covered on its lower surface 
with these excrescences. The other ovary was found to be 
likewise cystic, the size of one’s fist, and completely festooned 
■with papillfe. On section both these tnraoi-s were clearly 
dermoid, as their contents aboimded in fat, hair, bone, and 
other epithelial products. The parietal peritoneum within 
the pelvis was likewise covered with warts. It is a matter oi 
interest that while dermoid cysts are not rare, and while 
papillary cysts are sometimes met with, the combination of 
these two types is out of the ordinary. Flaischlen reports 
such a ease, and Olshausen reproduces the cut. On micro- 
scopical section by Dr. Scheibenzuber, these cyst walls were 
found to consist of firm connective tissue, fibidllated exte- 
riorly. The inner layers abounded in cells. The papillae 
were composed of connective tissue holding within its meshes 
both spindle-shaped and round cells. The epithelium of the 
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villi was thicker tlian that o,n the cyst walls, and the cells at 
the apices were markedly cubical. As there were no evi- 
dences of active proliferating processes found, it is expected 
that the papillse remaining npon the peritoneum will prove 
innocnons. 

■Dr. Reed also presented a specimen of a 

I. 

DEEJIOID MONOCYST OF THE OVARY 

removed by him at the Cincinnati Free Hospital for Women 
that morning. There was nothing remarkable about the 
specimen, as it was a single cyst, the size of a California navel 
orange, and contained long locks of hair. The interesting 
feature of the ease, however, was that the growth had been 
painless until very recently. Dermoids are ordinarily pain- 
ful. 

Dr. a. W. Johnstone said, with regard to Dr. Reed’s ease,, 
that it was fortunate that the papilloma was removed. He 
did not want to open up the subject of dermoids ; every 
graduate was acquainted with them. He would not have pro- 
nounced the specimen such without microscopical examina- 
tion, but as the essayist says the tumor contained oil, it cer- 
tainly settles the subject. 

There are two different kinds of papilloma : first, the 
ordinary wart which always gets well, and, secondly, that'class- 
which, unfortunately, in a majority of cases has a tendency to 
become carcinomatous ; remembers a case he saw, while with 
Mr. Tait, which illustrated this fact very forcibly to speaker. 
His own experience is confined to three cases of papillotna, 
one of which he operated on three years ago, and it has re- 
turned, and in his opinion is carcinoma. 

It is also recognized that warts can stay on the hand for an 
indefinite period, and that through irritation they may under- 
go cancerous degeneration. 

If by pperation^ it is proved that we do save only a small 
portion, it is certainly a great gain. In his opinion it is cer- 
tainly our duty to remove them, because the majority, for 
some unknown reason, eventually become carcinomatous 
48 ■ 
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TRANSACTIONS OF THE OBSTETRICAL 
AND G-TNECOLOGICAL SOCIETT OF 
WASHINGTON. 


Stated Meeting^ May IGif/i, 1890. 

Dk. J. Taber Johnson, President, in the Ghair. 

Dr. "W. W. Johnston read a jiaper 

t»N THE FREQUENCY OF CHRONIC DIARRHEA IN WOMEN : ITS 
CAUSES AND TREATMENT.’ 

Dr. S. S. Adams referred to the two etiological theories 
that chronic diarrhea was (1) of local, (2) of nervous origin. 

He had seen it more often in men. In one man, who 
suffers from nervous diarrhea, the mere suggestion causes 
great desire to have a movement from the bowel. 

Frequency of stools will cause rapid emptying of the 
bowel before digestion is complete ; this may be due to an 
irritation of the nervous plexus in the lumbar region. Poly- 
uria in nervous women is often traceable to a nervous in- 
fluence, and is not necessarily caused by neurasthenia ; the 
diarrhea is the effect of the nerve symptoms rather than the 
cause. 

He coincide 1 with Dr. Johnston in plan of treatment ; 
was glad that Dr. Johnston refei’red to the use of artificial 
foods ; he himself had found them absolutely useless. 

Dr. Johnston, in answer to a question by the Presi- 
dent in reference to the discoloration of the skin from 
the continued use of the nitrate of silver, said he had had no 
experience personally with this effect. He referred to a case 
where nitrate of silver was ordered in solution as a nasal 
application. The physician left the city for a considerable 
time, the patient continued the drug, and a pronounced 
discoloration followed. 

Dr, Woodward referred (“Med. and Surg. Hist, of War,” 
part ii., page Y80) to a case in which this effect followed 
after four weeks’ administration of nitrate of silver. 

Dr. Johnston said he was glad to hear Dr. Adams’ opinion 
in regard to artificial foods. He considered it most irrational 
to give such foods to patients who, from the nature of the 

' See original article, page 699. 
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disease, were unable to digest starch. Predigested starch, as 
in Mellin’s food, is less open to objection. _ 

Dr. Adams said he had nsed Mellins food la tliese cases 
and for children, but not with good effect. Ue thinks it 
induces flatulence and does not satisfy hunger. The tendenc} 
among those who devote ninch thought to the study or 
infantile dietetics is to discard all kinds of inamifactuied 
infants’ foods. They depend upon sterilized cow s milk as 
the best artificial food for infants. 


TRANSACTIONS OF THE OBSTETRICAL 
SOCIETY OP LONDON. 


A-mmal Meeting,, Wednesday^ Fehrnary i:th, 1S91 (conthnied). 

A. L. Gtalabin, M.D., P.R.O.P., President^ in the Ghair. 

Specimens . — Mr. Alban Doran, for Mr. Ernest Hart, An- 
cient Gold Ornament from Crete representing a Woman in 
Labor in the Upright Position. Dr. Handfield- Jones: Speci- 
men of Ovary from a case of Hemorrhage after an Acci- 
dent. Dr. Rutherford : Uterus removed by A^aginal Hys- 
terectomy. Dr. Whea.ton: (1) An Ovary containing Three 
Dennoid Cysts ; (2) Early Tubercular Disease of the^Uterus. 
Mr. Malcolm: The Uterine Appendages, showing small 
Multilocular Ovarian Cysts. Dr. Herman; (1) Case of Sub- 
mucous Fibroid presenting at Os Uteri ten days after De- 
livery; (2) A Case of Cancer of the Uterine Body, illustrat- 
ing the Difficulty of Diagnosis between the Disease and 
Senile Endometritis. Dr. Herbert Spencer : Congenital 
Diaphragmatic Hernia. Dr. J. Phillips: Blighted Ovum with 
Fleshy Condition of the Decidua. 

The subject of the midwives’ education and registration was 
then entered upon, and a discussion followed, which has been 
already reported on page 638 of this Journal. 


Wednesday, .Man'ch Uh, 1891. 

J. Watt Black, M.D., President, in the Chair. 

■ : A Case of Tubal Preg 

= (1) Intra-uterine Sessile Polypus 
v2) Subpeiitoneal Pediculated Fibroid Tumor of the Uterus 
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De. Ceawfoed : Ovarian Tumor witli a Polypus in the Uterus 
and a Small Tumor and a Fibroid Tumor. De. Geegg : (1) 
Cyst (tubo-ovarian ?) ; (2) Pyo-salpinx complicating Preg- 
nancy ; (3) Double Pyo-salpinx with Tubo-ovarian Cysts; (5) 
Matted Appendages. 

peesident’s addeess. 

The President thanked the Society for the honor con- 
ferred upon him. He congratulated them upon the pros- 
perous condition of the Societ 3 '. He then dealt with the 
subject of puerperal fever and se])tic poisoning. In an- 
cient times puerperal fever had been described as suppres- 
sion or retention of lochia. It had been referred to in the 
seventeenth centur 3 ^ According to Copland, the first satis- 
factory account of it was contained in Halle’s “ Dissertatio de 
Febre Pnerperum,” published at Leyden in 1689. The first 
writer who had given an adjective name to puerperal fever 
was Richard Morton. Edward Strother was the first writer 
who used the name “ puerperal fever.” The numerous out- 
breaks of puerperal fever which had occurred in the second 
half of last centur^’^ had led to the production of a consider- 
able number of monographs on the subject, especially in this 
country. The chief of the writers were John Hall, 1755 ; 
Thomas Denman, 1768; Nathaniel Hulme, 1772; Charles 
"White, 1773 ; John Leake, 1773 ; Thomas Kirkland, 1771: ; 
William Butler, 1775; Philip Pitt Walsh, 1787; John 
Clarke, 1793 ; and Alexander Gordon, 1795. In these writ- 
ings puerperal fever was refen-ed to as erysipelas, putrid 
fever, putrefactive fever, pituitous fever, bilious fever, 
gastrobilious fever, tj'phus. fever, typhoid fever, nervous 
fever, inflammatory fever, peritoneal fever, hysteritis, uterine 
phlebitis, lymphangitis, and man^" different diseases such as 
existed under other circumstances, but modified by the puer- 
peral state. References were then made to the writings of Dr.- 
Nathaniel Hulme and Dr. William Butler. PueiT^eral fever 
had been attributed to many causes. Amongst them might 
be mentioned suppression, retention, and putrefaction of the 
lochia, retention of secundines, retention or metastasis of milk, 
severe labor, tight binder, rising too soon after delivery, 
mental emotions, errors of diet, xise of stimulants, exposure 
to cold, epidemic influence, miasms, and hospital air. Yeson 
attributed the mortality at the Hotel Dieu to the fact that 
the lying-in ward was over the ward for the wounded ; 
also that the number attacked with puerperal fever was 
greater when the air was moist. Di’. Kirkland had recom- 
mended that the patient should sit up two or three times a 
day, in order to facilitate discharge of the lochia, clots, etc. 
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Charles White, E.E.S., surgeon to the Manchester 
was the.'tirst to assert the infeetionsness of puerperal level 
(1773); other writers. had previously discussed it, bid onJ}' to 
Some supported the view, hut it was JJr. Aiex- 


discard it. oome suppunuu me — - 

ander Gordon, of Aberdeen, who brought facts to prove its ■ 
infectiousness. He also had given an admirable account ot the 
relation of erysipelas to puerperal fever. In 1851 , when forty- 
five cases of puerperal fever occurred in the practice of one 
man, while none of the patients of the other practitioners in 
the same place had been attached, no other explanation had 
been required than that it was a dispensation of God’s proii- 
dence. A belief in its infectiousness had led to precautions 
being taken, and thus outbreaks had been frequently aiTcsted 
or checked. The next most important advance was the 
tracing by Semmelweis of the infection to the introduction 
of decomposing animal matter into the genital passage by 
the attendant.' The revelations of bacteriology and the 
proved prophylactic efficacy of antiseptics have set the ques- 
tion at rest. ' Many interesting facts in bacteriology were 
tlien given. Tlie experiments of Ahlfeld were related, in 
which he showed that the inner surface of the uterus pos- 
sessed its greatest absorbent power on the third, fourth, fifth, 
and sixth days after labor. Edmund Ealk had also shown 
that the endometrium possessed remarkable absorbent 
powers, while the vagina had very little and the mucous 
membrane of the cervix scarcely any. It' had not yet been 
ascertained to what cause was due the great diversity in the 
anatomical changes produced by puerperal fever in different 
cases. In all cases of puerperal fever, microbes of the coccus 
order were to be found, and most frequently of all the strepto- 
coccus pyogenes. As the microbe came from outside, the 
autogenetic origin had been virtually abandoned. Of late, 
however, it had been revived in a modified form. Ozer- 
niewski had examined the uterine lochia of eighty-seven per- 
fectly healthy women, and had found no microbes of any sort, 
except in one case iu which there were streptococci and in 
the two cases in which there were bacillus snbtilis and sar- 
cinse. He had examined the uterine lochia of seyent 3 ^-seven 
women suffering from slight illness, and had found strepto- 
cocci in forty-nine, staphylococci in two, and non-pathogenic 
forms in a few others. He had examined the. uterine lochia 
m ten women who were snfifering from severe illness, and had 
found _ streptococci in all. Homen found the number of 
bacteria mucb greater in the first day of menstruation than 
before menstruation had begun.. Dr. William Taylor, of 
Edinburgh believed that he could trace certain 4ses of 

cleanliness on the 

pait of nurses who happened to be menstruating at the time 
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The results of experiments by several observers were then 
given. Hausmann bad found that serum from tbe body of a 
person who bad not died of septicemia did not produce fatal 
results when introduced into tbe vagina of gravid rabbits, while 
pus from tbe abdomen of a woman who bad died of puerperal 
fever bad proved rapidly fatal when similarly injected in tbe 
second half of pregnancy. It bad no effect when injected 
into tbe vagina of rabbits only two weeks pregnant. Tbe 
conversion of non-patbogenic into ])atbogenie microbes under 
altered conditions was then referred to ; also tbe relative 
resistance of healthy and diseased or injured tissue to tbe 
influence of microbes. Tbe influence of microbes in tbe pro- 
duction of mastitis and of various infantile diseases was fully 
described. Natural immunity was next discussed, as well as 
acquired immunity, or tbe exhaustion theory, 

A vote of thanks was given to 1)e. Watt Black on tbe 
motion of Dr. Playfair, seconded by Dr. Champxeys. 


EBVIBW. 


Practical Treatise on Electricity in Gynecology. By 
Egbert H, Grandin, M.D., Chairman Section on Obstetrics 
and Gynecology, New York Academy of Medicine; Ob- 
stetric Surgeon, New York Maternity Hospital ; Obstetri- 
cian, New York Infant Asylum, etc., and Josephus H. 
Gunning, M.D., Instructor in Electro-Therapeutics, New 
York Post-Graduate Medical School and Hospital ; Gyne- 
cologist to Riverview Best for Women ; Electro-Gynecolo- 
gist, North-Eastern Dispensary, etc. Illustrated. Octavo, 
Iso pages. New York, Wra. Wood & Co. 

Tbe keynote of this excellent little manual of electro- 
therapeutics is sounded in this sentence which occurs in the 
preface : “ Tbe agent is considered, not from tbe standpoint 

of a speciflc, but as a valuable adjuvant to routine thera- 
peutic methods.” An undercun-ent of conservatism^ runs 
through the book, which will tend greatly to win for it tbe 
confidence of those readers who have been repelled from the 
stud}'’ of this subject by tbe extravagant claims of a few 
electrical enthusiasts. 

Tbe plan of tbe work is simple. It embraces six chapters, 
tbe first of which is devoted to a discussion of theoretical 
points and descriptions of tbe necessary apparatus ; tbe second 
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is entitled “Eoutine Uses of Electricity”; the tlni^ deals 
with electrolysis, the fourth with static electricity, while tlie 
brief concluding chapters treat of the application of the agent 
to the galvano-eanterization of malignant growths and the use 
of the faradic current in obstetrics. The siiaee allotted to gen- 
eral considerations and the description of apparatus is dispro- 
portionately great, since it includes nearly one-third of_ the 
entire work (tifty-four pages); not that it is not most inte- 
resting and instructive, but it is a little too extended for tlie 
general practitioner. The discussion of the theory of electii- 
city is both clear and original. Chapter II., on “ Eoutiiie 
Uses of Electricity,” rvill prove to be of the greatest value 
to those who seek for information regarding the practical 
office use of the agent. We are in hearty accord with this 
introductory sentence: “Much of the discredit which in cer- 
tain quarters is cast at electro-therapeutists is due to the fact 
that too much has been claimed by the enthusiasts who riisli 
frantically along every new road.” 

Amenorrhea is mentioned as the first condition which is 
benefited by electricity, attention being very property called 
to the fact that, “ before resorting to the agent, strict differ- 
entiation of the probable cause of the amenorrhea is re- 
quisite.” “Lack of general or local nerve tone” is regarded 
as the primary indication for its use, the faradic current with 
the bipolar electrode being preferable. The treatment of 
dysmenorrhea is briefly discussed, the authors being marked- 
ly conservative. “Neuralgic dysmenorrhea” (a vague term) 
is best relieved by galvanism. Chronic ovaritis and ovaralgia 
(better oophoralgia) are considered briefly but judiciously ; 
few who have used electricity for the relief of this condition 
will deny that its results are most satisfactory as regards the 
relief of pain. We have not found it necessary or advisable 
to go as high as fifty milliamperes. The, section on displace- 
ments is admirably conservative, and offers a pleasing contrast 
in its tone to the statements of the ultra-enthusiasts. The 
authors insist that “ a fact to be emphasized is that the use of 
electricity does not, as has been claimed, enable us to dis- 
pense with pessaries,” We commend as worthy of careful 
consideration the short but most suggestive paragraph on the 
treatment of flexions and stenosis (page 77). The' subject of 
disease of the uterine appendages receives the attention 
wliieh Its importance demands. To those who have been 
prejudiced against the electro-therapeutists by their whole- 
sale denunciation of abdominal surgeons, we commend the 
happily-worded remarks on page 81. In our opinion, they 
put the matter in a nutshell. No candid reader can deny 
- mucli -vexed subject is treated broadly, yet with 

pei feet fairness, . Note the summary : “ In weighing the evi- 


f.' 
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deuce at our disposal . . . tlie assertion appears warrant- 
able that in electricity we possess a most valuable adjuA'ant 
method of treatment of the stubborn affections under con- 
sideration, and that, in justice to his patients and to his spe- 
cialty, the gynecologist is in duty bound to test it faithfully 
and intelligently before resorting to laparatomy, Arhich opera- 
tion should be made the strict dernier ressoi% except AA'here 
the physical examination giA^es unmistakable evidence of the 
presence of a tumor, from the disehai'ge of the contents of 
Avhich into the jreritoneal caA-ity a peritonitis may be pre- 
dicated.” 

Electrolysis is thoroughly’ discussed in Chapter III. No 
extra A'agant claims are made for this treatment in the case of 
uterine fibroids, but it is merely urged that Apostoli’s method 
be given a fair trial before resorting to a radical operation. 
Griinning’s method is described in cletail ; it consists essen- 
tially in the use of a vaginal ball electrode in case of non-he- 
morrliagic fibroids, Avhich are usually regarded as suitable for 
electro-puncture. “ It Avould be a great gain indeed,” he 
concludes, “ were it found possible to affect fibroids Avithout 
the necessity of cauterizing the endometrium or of resorting 
to puncture.” 

The chapters ou gal vano-cauterization for malignantgroAvths 
and on electricity in obstetrics are short, but contain a good 
deal of information. This comment applies to the book as a 
whole. It is unusually compact, important truths being stated 
briefly and to the point; but this condensation is by no means 
at the expense of clearness. Although modest and unpreten- 
tious, Ave regard it as by all means the best Avork on the subject 
Avhich has yet appeared, being pre-eminently conservative, and 
hence a safe guide for the tyro. It goes far to reconcile the 
conflicting claims of the electrical and non-electrical gyiie- 
cologists, Avhose strife still waxes hot. 

An especially valuable feature of the book is the excellence 
•of the illustrations, which are not only ncAv, but are beauti- 
fully executed. Many illustrations only serve to darken knoAA’’- 
ledge. These do not; they shoAV everything at a glance — ^the 
highest commendation that can be bestowed ujjon the cuts of 
a scientific Avork. The authors’ style is plain and unassum- 
ing, but clear. "With some few exceptions, this combined 
work is moulded into a harmonious Avhole, without too abrupt 
n transition from one individual’s ideas to the other’s. We 
prophesy for the book not only general popularity, but a favor- 
able reception from specialists. h, c. c. 
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1. Eiohholz (Kreuznacli): Uterine Irrigation or Intra- 
uterine Cauterization? {Ber Franenarzt, 1890, Hft. ]2, 
December).— The author gives statistics to prove that diiniig 
epidemics of puerperal fever the mortality was highei in 
cases in which iiitra-uterine injections were made than when 
they were omitted. In Gusserow’s clinic, e.g., the mortality was 
3.8 per cent, the injections being used, and after theyiyere 
omitted the mortality was reduced to 0.39 per emit. Dreisky 
and Fehliug made similar observations in 1877. E. claims 
that the injections are at times not only useless, but may 
be dangerous, for it is possible to bring infection into the 
uterus by introducing foreign material from the vagina. 
The injections liave m many cases produced symptoms of 
poisoning. StefEek reports a ease which ended fatally after 
the use of a corrosive-sublimate injection (1 : 5,000), in a wo- 
man who was delivered of a macerated fetus in the liftli 
mouth, the symptoms of poisoning appearing one hour after 
the injection ; the patient died on the seventh day. Maurer 
observed a case of poisoning due to an injection of carbolic 
acid. The author gives another reason to prove that the in- 
jections are dangerous, namely, the fact that the fluid enters 
■directly into the venous syst em, and also that it may be carried 
into the system through the Fallopian tubes, as evinced by 
pains in the abdomen, general peritonitis, and death. Chro- 
bak collected eighteen eases of death due to the use of intra- 
uterine injections of caustic fluids. lie furthermore claims 
that we have to consider the amount of pressure used in in- 
jecting, as also the quantity. If the pressure is at all great, 
•considerable irritation is produced ; consequently there must 
be no pressure and the quantity must not be too great. He 
therefore concludes that it is better to make direct applica- 
tions, and recommends the. use of chloride of zinc (fifty per 
cent) as practised by Rheinstadter. His method of employ- 
ing the zinc is as follows : He introduces a Trelat’s specu- 
lum into the vagina, carefully cleansing the external genitals 
and the vagina by means of cotton soaked in corrosive subli- 
mate (1 ; 1,000). The cervix is then drawn down and the 
canal dilated. Hext he curettes the uterus, and then makes a 
uterine application by means of a brush— the thickest portion 
of which does not exceed five millimetres— dipped in chloride 
of zinc (fifty per cent). The vagina is then cleansed again 
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and a cotton pad placed over the viilva and clianged wlien 
soiled. The brushes are never to be used more than once. 
Author reports twelve cases of premature births treated in 
this manner with most e.xcellent results. 

He summarizes tlie subject as follows: 

1. Tliat uterine irrigation, used as a prophylactic measure 
or for therapeutic purposes, is not as valuable as is generally 
belies'ed. 

2. When we consider its inefficacy on the one hand, and 
its dangers on the other due to entrance of air and water 
into the vessels and tubes and the danger of poisoning, we 
must consider it preferable to adopt other methods. 

3. This method can in the majority of cases be replaced 
by tlie application of ZuGl,, as described b}' Hheinstadteiv 
It is not as dangerous as is irrigation, and undoubtedly dis- 
infects the interior of the uterus much more thoroughly. 

L. 8. R. 

3. Von Swiecicki (Posen) ; A Case of Bony Tumor of the- 
Pelvis ; Cesarean Section ; Recovery (Der Frwuenarzt, 
1890, Hft. 12, December). — Patient was 32 years of age. 
Ten years previously had a difficult labor. Labor began at 
full term, pains normal. On examination no- cervix could 
be felt, but a hard mass about the size of a child’s head was. 
felt, which almost completely -filled the pelvis. After a 
careful examination the cervix was at last found to be 
situated up behind tlie symphysis, and tlirougli the os the 
tense, protruding membranes could be felt. By careful 
manipulation the canal was entered, and thus the child’s 
head could be felt. By rectal examination (knee-chest po- 
sition) it was ascertained that the tumor grew from the 
sacro-iliac synchondrosis. Owing to the fact that this tumor 
almost filled the entire pelvic cavity, Gesai-ean section be- 
came an absolute indication. 

The patient was operated upon at once. An elastic- 
ligature was placed around the cervix, the uterus incised, and 
this incision came down to the placenta, which lay on the 
anterior wall. Placenta was separated with the fingers, and' 
the child was then extracted with the membranes intact. 
Child slightly asphyxiated, but was soon made to cry. IJterine- 
hcmorrhage was very slight. The uterus contracted im- 
mediately and was then sewed up by means of Turner s 
silk, going through the entire thickness of same. The elastic- 
ligature was then removed, the uterus was allowed to fall 
back in the pelvi-^, and the abdominal wound closed. The 
operation lasted thirt}’- minutes. On the ninth day the- 
stitches were removed, and the patient left her bed on the- 
twentieth dajn The tumor was probably a chondroma, this- 
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in all likeliliood having existed ten years pvevionsly, waking 
the first labor difficult, "bnt of course being then inueh smaller. 

I,, s. n. 

3. Eotii (Winterthur) : Thk Trkatmkxt or PnorKAcrKn 
Labors {ficv FT(iMcna.vzt^ lift. I, Januar}'. IbOl). Ibe 
author coincides with Playfair in his views both ns to 
causation and treatment of the diifercnt stages. Tie give.s 
rio-idity of the cervix as the cause in the first stage, and 
recommends chloral (gr.15) — repeat every twenty minutes un- 
til three or four doses have been given — quinine (gr. 15 to 30), 
morphine, mechanical dilatation with the finger or with 
rubber dilators, and incisions into the os. 

A protracted second stage he believes to be due to weak 
labor pains, rarely to a narrowness of the vaginal inlet. I'or 
this he recommends stimulating the uterus by rubbing, ap- 
plication of a binder, and, if this does not succeed, the use 
of the forceps. n- s. R. 

4. Gaulard (Lille) : Embryotomy axu Crsareak Section 
IN Contracted Pelves {^Dcv Fravenw'zU 1891, lift. 2, 
Eebruary). — The author cites a case in which the patient had 
consullea another physician before coming to liim : the ])hy- 
sician advised her to have a Cesarean section performed. 
This she declined, and on coming to consult the author he re- 
commended craniotomy. This was consented to. The ope- 
ration was performed without any difficulty, and the patient 
made an excellent recovery. Author then raises the question 
as to whether he or his coUeaguc was in the right. He cites 
the following arguments as given by the defenders of Cesarean 
section : 

1. We are forbidden to take a human life. 

2. The life of the child is as valuable as that of the mother, 
and we have no right to sacrifice the one for the other. 

3. Embryotomy destroys all the children, but docs not 
save all the mothers, and in ioto sacrifices more lives than 
does Cesarean section. 

The author claims, on the other hand, that the life of the 
mother is more valuable than that of the child, and, since 
the mortality to the mothei’s is much less in craniotomy 
than in Cesarean section (Praegei’’ statistics, five to si.v per 
cent), he prefers craniotomy to Cesarean section. l. s. r. 

5. ICoTsonAt; (Cologne) : A Short Eebort or the Use op 
Ehthyol in Diseases of Women {Der Franenarzt. 1891, 
Hft. 2, February). Dr. K. was led to use this drug in a case 
ot painful pelveo pentonitis, with excellent results, aftoi- hav- 
ing observed that it acted well in relieving pain in cases 
of contusions or infiammations affecting joints, muscles, and 
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bones. He then began to use it generally, and reports 127 
eases, of which 2S were cases of endometritis ceiwicis ; 16 
were eases of endometritis corpus uteri ; 52 iJerime'tritis 
(pelveo-peritonitis, exudations, salpingitis, and oophoritis); 4 
pure meti'itis, the adnexa not being involved.; 27 cases of 
parametritis. 

The cases of cervical catarrh were treated by mahing appli- 
cations of ichtbyol to the portio vaginalis. In acute cases 
six to eight applications were made in all, each one at an in- 
ter%ml of three to four days and in conjunction with warm 
injections and general massage. Of the 28 cases, 19 were 
cured, the other 9 showed no improvement. 

Applied to the body of the uterus it has proven as effective 
as iodine or chloride of zinc, and never causes the colicky pains 
which these drugs produce at times. 

In the 52 eases of perimetritis, with the exception of 6, a 
rapid cure was effected. A ten-per-cent ichthj'ol-glycerin 
solution was applied on tampons, these applications being 
made twice a week by the writer and daily by the patients 
themselves, the patients also taking sitz baths daily. In the 6 
cases no improvement took place. 

Of the 27 cases of parametritis, 5 were.not improved, e.scept 
to slightly diminish the pains, 12 were completely cured, and 
the remaining 10 were markedly benefited, though not en- 
tirely cured. In all of these cases ichthyol pills (0.1 t. d.) 
were given internally. The julls seemed to improve the pa- 
tients’ appetites and to hasten absorption of the exudation. 

In the 4 cases of metritis no benefit was obtained by the 
use of the drug. 

The author, therefore, recommends the use of ichthyol ; for, 
even where it did not cure the disease, it frequentlj^ relieved 
the pains. n. s. k. 

6. P. Zweifel: Salpingo-Oophoekctomy (Arc/aw/Vw’ Gyri., 
Band xxxix., Hft. 3, 1891). — The object of this operation 
is the removal of a diseased Fallopian tube, the ovary not being 
included unless it be affected. 

The operation differs materially from ovariotomy, owing 
to the fact that the enlarged tube is never freely movable ip 
the pelvic cavity, nor does it have a distinct pedicle, but it is 
usually adherent to the adjacent organs and the peritoneum. 

In some cases the adhesions are easily separated, but in 
many others this can only be done with great difficulty, and 
then only by tearing the tissues. The tendency to hemor- 
rhage varies very much. _ In some cases the amount of hem- 
orrhage is very alarming, but usually this hemorrhage is very 
ea-ily controlled, owing to the fact that the hemorrhage 
usually comes from newly formed vessels, and in these the 
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hemovvbasre q\iicldy ceases. The other form of hemorrhage 
is much more difficult to manage. This comes from old ad- 
hesions, and, although the amount of bleeding is not near y as 
great as in the first variety, still it is much more diUicult to 
control. These bleeding points have to be carefully souglit 
for and tied, for unless this is done they ivill not cease to 

bleed. i • 

After opening the abdomen we usually find that the intes- 
tines are not adherent. In the pelvic cavity we discover a 
tumor, varying in size from an apple to that of a man’s fist, 
which is adherent laterally to the uterus and posteriorly (behind 
the ligamentum latum) to the pelvic fioor. "When the tumor 
is deeply seated and not larger in size than a fist, the small 
intestines are seldom adherent. We have to be careful, in 
breaking up these adhesions, however, not to injure the rec- 
tum. The intestines are carefully drawn out and wrapped in 
towels soaked in tliymol solution. The tumor is then gradu- 
ally removed, beginning on the uterine side. After all tlie 
adhesions have been broken up, the ligamentum latum and 
ovary (if not diseased) are ligated, and then the tumor cut off 
by means of a flat thermo-cautery knife. We should always 
break up and tie ofi all of the adhesions before we attempt 
to control the deep-seated hemorrhage. This hemorrhage is 
controlled by ligatures. In only one of the cases about to 
be described was there a drainage tube inserted. It was 
removed alter a few hours because all of the hemorrhage had 
ceased. In no ease were any chemical styptics employed, 
the hemorrhage being controlled by means of catgnt liga- 
tures, and in a few cases by touching tlie bleeding points with 
a Paquelin. 

Pain was complained of only in the cases of acute pyo -sal- 
pinx after the operation, this pain lasting one or two days. 
One of the eases had a pelvic exudation following the opera- 
tion, as a result of rupture of the sac and entrance of pus into 
the pelvic cavity. Yomitiug occurred in nine cases after the 
patients came out of the anesthesia. In nearly all the cases 
ether was employed. 

iSeventy-one cases were operated upon, with bnt one death, 
this occurring after 65 had been treated successfully. The 
indications for these II operations were as follows ; 

Pyo-salpinx 39 ' 

Purulent salpingits witli liema- 

toma of ovary 2 

Hemato-salpinx 't 

Hemato-salpinx and hemato o'vji- 

rium 

Hemato-salpinx and pyovarium.. 1 
Hydro-salpinx and peri-oophbritis 4 


Hydro-salpinx and hemato-ovn- 

rium 

Salpingitis purulenta . 2 

Salpingitis and pcri-o'Bplioritis. . . 8 
Peri-oBphoritis and cystic ova- 
ries g 

Tubal pregnancy (?) •witb*s"alpin- 
gitis purulenta 1 
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In tlie eases of b jdro-salpinx, wliere tlie ntenis was normally 
, situated, the sac was evacuated but .not, removed, and when- 
ever it was possible an endeavor was made to keep the tube 
pervious. In the majority of the eases the tubes were filled 
with large masses of jjus, and in some the ovaries also con- 
tained pus. 

Where does the pus come from ? It is natural to su^^pose 
that a pelvic inflammation is tlie original cause of the trouble, 
this usually being the result of a post-partum infection. In 
the majority of eases in which the tubes are filled Avith pus, 
the cause is undoubtedly a gonorrheal infection. There was 
(One marked symptom in the cases of gonorrheal pyo salpinx, 
that being a proctitis associated with a discharge of- thick 
chitine-like, viscid, mucous shreds. This catarrhal condition, 
which M’^as very obstinate, was only observed in eases of 
chronic gonorrhea, but in none of the other cases. In every 
case of p3'0-salpinx Ave AA’-ere able to ascertain that, with one 
-exception, the husbands had had gonorrhea. We Avere 
-enabled in many of the cases to find gonococci in the pus 
-coming from the tubes. This Avas only true, hoAvever, in 
recent cases ; in those in which the disease had lasted for 
months or years pus cells Avere found, but never any gonococci. 
In very old cases only a detritus could be found, and from 
this fact Ave would naturally suppose that the tumor would 
-collapse and the tube shrink. This does not occur, because 
the sac becomes filled Avith serum, and consequently it 
a’emains as large as Avhen it AAms filled Avith pus. 

The process which goes on in the tube is as folloAA'S : At 
first a thickening of tlie Avails takes place, due to formation 
of connective tissue, next an infiltration occurs between the 
muscular layers, and then later on the walls become thinner 
owing to a contraction of the connective tissue. 

Besides the cases which could be attributed to gonococci, 
.there Avere three in which streptococci were found and one in 
which tubercle bacilli Avere discovered. Operation produced 
a marked improvement. Another case showed Frankel’s 
pneumonia-capsulecocci, these resembling diplococci. The 
-cases in which streptococci and capsulecocci Avere found 
ahvays showed a rise of temperature in the evening.^ This 
distinguishes them from the cases in Avhich gonococci A\'ere 
found, for in the latter there was usually no fever whatever, 
■except when they Avere examined or exerted themselves, in 
Aviiich ease a rise of temperature would immediately folloAv, 
Tmt Avould soon fall again. In gonococci pyo-salpinx a swell- 
•ing of the inguinal glands neA’^er takes place, this being the 
Tule in the cases of pyogenic infection. 

If Ave examine the patient under an anesthetic or when 
-the abdominal Avails are exceedingly lax, we can feel a tumor 
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,on one or. both sides of the uterus, it_ being only slightly 
movable and may be pushed upwards. ^ It is not, as a rnle^ very 
painful to pressure, excepting when it is of the tubercular 
Variety. We are able to diagnosticate the gonorrheal iiyo- 
salpinx by the fact that both tubes are affected. On the one 
side we feel the distinct tumor, and on the other side an 
enlarged tube. The pus is seldom if ever evacuated into the 
uterus, because the connective tissue becomes swollen and 
the tube wall becomes thickened, thus producing an obstruc- 
tion. In the gonorrheal variety there is no tendency for the 
•sac to rupture. 

Regarding menstruation, thirty-five cases of the gonorrheal 
pyo-salpinx were questioned. Of these, twenty-four had pro- 
fuse menstruation, three in which it lasted for weeks ; fif- 
teen menstruating irregularly, coming every two or three 
weeks and lasting eight days. Twenty-seven of the cases 
•complained of severe ])ain during menstruation. It is es- 
pecially to be observed that the cases of streptococci and 
•capsuleeocci pyo-salpinx and those of hydro-salpinx did not 
menstruate irregularly, nor did they couijilain of pain during 
menstruation. This is explained by the fact that the gonor- 
rheal variety affected the uterus first, causing an endometritis. 

Besides this endometritis there existed a cervical catariOi 
in the majority of the cases. In many cases there was 
•also a vaginitis associated with a thin, milky or creamy dis- 
•charge. Only seven cases complained of a burning sen- 
sation when urinating. One case suffered from itching 
and burning upon the external genitalia. iV number of these 
-cases of pyo-salpinx were treated by other jdiysicians for 
perityphlitis, of course without benefit. 

The symptom which brings the patients to the ])hysician 
and leads them to desire an operation is jyain. AVhen the 
patient is in a recumbent position the pains cease, coming 
•on again as soon as the patient walks or stands. In many 
cases they are extremely severe. These pains are due to 
"tension upon, and irritation of, the pseudo-membranes which 
are formed between the tumor and the intestines and iielvie 
■organs. ^ 

The disease, when of the gonorrheal variety, is rarely fatal. 
In the streptococcus variety, on the other hand, the dano-er is 
very great. It was impossible to obtain any accurate estimates 
of the condition of the patients after they were discharged 
Irom the hospital, as most of them were lost sight of Of those 
kept under observation none evinced any psychical disturb- 


T. Carl, Abel (Berlin) : Anatomy 
{Arohm fur Gyndhologie, Band xxxix. 


of Tubal Pregnancy 
, Hft. 3).— The autlmi- 
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repoi’ts two cases occurring in the practice of Dr. Landaiu 
In the first case the patient died a few minutes after the 
arrival of the physician. In the second tlie patient’s condition 
was so poor that no operation could be attempted ; but in 
spite of rupture the patient rallied and made an excellent 
recover}’. In Case 1. the autopsy revealed a rupture of 
the right tube. The decidua was removed from the utei-us.. 
In Case II. pieces of decidua came away. Careful micro- 
scopic examinations were made of these specimens, and from 
these the author formulates as follows : 

In tubal pregnancies occurring in the fourth to fifth week 
we find : 

1. That the endometrium is about to become changed into 
a decidua. The compact layer, the so-called layer of Fried- 
lander, is not fully formed. 

2. The superficial epithelium of the decidua uterina is in- 
tact as late as the middle of the second month, although its 
form is materially changed. 

3. The vessels which are found in the superficial layers of 
the decidua uterina are in all probability arteries and veins. 

4. The ovary and tube on the unimpregnated side remain 
unchanged. Tlie ovary containing the gravid corpus luteum 
is enlarged. 

5. The cause of tubal pregnancy may be assumed to be- 
due to a diverticulum in the Avails of the tube or a marked 
tortuosity of the same. 

6. That portion of the tube not included in the impreg- 
nated sac usually remains unaltered. 

- 7. A decidua tubaria vera is formed upon the mucous mem- 
brane of the tube, having its greatest amount of develoj)ment 
at the poles of the ovum. The superficial epithelium of the 
decidua serotina disappears, and is replaced by the endothe- 
lium of the freely communicating capillary vessels. 

8. In the majority of the cases no decidua tubaria reflexa 
is formed. If one is formed it differs entirely from the ute- 
rine reflexa, owing to its small number of vessels. 

9. The attachment of the chorionic A’illi to the decidua, 
tubaria is extremely loose in the beginning of the preg- 
nancy, but in some situations a complete union between the 
two is found. 

10. The epithelium of the chorionic villi is of three varie- 
ties. The maternal capillary endothelium lies external to a 
double layer of fetal epithelium. 

11. The intervillous spaces are composed of dilated mater- 

nal capillaries, whose walls are not penetrated by the chori- 
onic A’illi. LEOXIARD S. KAU. 
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Some apology is nocessary for introduciHg bhcIi a trite 
theme for your cousideratiou, especially as tlie reader has 
nothing new to offer. In our search for novelties we are 
often in danger of forgetting the elementary principles of 
our art. The most advanced student of a science may- 
occasionally with profit refresh his mind by a review of his 
earlier teaching. Ye feel so familiar with the phenomena 
of normal pregnancy and parturition that it hardly seems as if 
we had anything move to learn. The various minor functional 
disturbances in the pregnant woman are quite naturally 
regarded as unimportant, provided that they do not assume 
pathological proportions. Yet how ill-defined is the boun- 
dary line between the normal and the pathological ! Our 
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Chairman, in pleading for the Cesarean section on relative 
indications, has deplored the fact that obstetrics is “ too little 
of a science.” That it is not so is dne to onr neglect of the 
study of normal, quite as much as of abnormal, cases. 

Comparatively' little attention has been bestowed upon 
disturbances of the bladder in the parturient female. Writers 
on obstetrics lay but slight stress upon them. Gynecologists 
have done more to call the attention of the profession to the 
prophylaxis of diseases and lesions of this viscus, notably 
Dr. T. A. Emmet, who for many years has insisted upon 
the serious results due to prolonged pressure of the fetal 
head upon the neck of tlie bladder. Dr. Skene, in a recent 
paper read before the American Gynecological Society, has 
further emphasized the fact that the ureters are subject to 
certain lesions from the same cause. These lesions, whether 
of the urethra, bladder, or ureters, are often so obscure that 
only an expert can discover them ; but their prevention lies 
within the power of every practitioner — in fact, it requires 
only an elementary knowledge of pelvic dynamics and the 
exercise of ordinary common sense. It is hardly necessary 
to allude to the changes which take place in the bladder 
under the influence of pregnancy. As the uterus enlarges, 
the cavity of the true pelvis is encroached upon and the late- 
ral distention is necessarily greater than the antero-posterior. 
With the ascension of the uterus the bladder is drawn 
upward, especially during the latter months, when it is lifted 
almost entirely out of the pelvis. It is also pushed over to 
one side or the other, more commonly to the right, as the 
rectum occupies the left side. The ureters are also drawn 
upw.ard, their direction being more nearly vertical than in 
the non-pregnant, and are considei’ably enlarged (as may be 
readily demonstrated by palpation), due, Winckel believes, 
partly to the dislocation of the bladder and partly to the direct 
pressure of the uterus. By bearing in mind these simple 
facts we are able to explain most of the vesical disturbances 
of pregnancy, which we may consider under the head of 
those due to mechanical causes and those referable to changes 
in the urine and to reflex nervous irritation. The true 
cause of vesical irritation, as yoxi know, in eases of disiflaee- 
ment, is not pressure upon the fundus of the bladder, but 
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traction upon its neck. This is the explanation of this phe- 
nomenon in pregnancy— Tintil after the third month due to 
descensus of the uterus, later to nscensus. The increased con- 
gestion of the vesical mucosa may also he an etiological factor. 
The frequent and painful micturition and tenesmus which re- 
sult from this traction may seriously affect the patient’s health 
by preventing her from sleeping, thus keeping her in a constant 
state of nervous irritability. If therewas previously prolapse 
of the uterus from weakening of the pelvic floor, this will be 
aggravated during the early weeks of pregnancy, and the 
vesical symptoms will be more marked. A pre-existing cysto- 
eele is increased, and secondarily there may occur retention 
and decomposition of urine in the pouch thus formed, which 
willlead to more pronounced and obstinate trouble. Increased 
acidity, a light grade of catarrh, in fact the same changes in 
the character of the urine which affect non-pregnant women 
may account for the vesical s^’mptoms. Reflex causes, as is 
well known, are numerous. Hemorrhoids, or a Assure of the 
anus, a tender ovary, a severe erosion of the cervix — all 
these are recognized as etiological factors in vesical tenesmus. 
They are much more likely to exercise this peculiar influence 
in neurotic subjects during pregnancy, when the irritability 
of the nervous system is at its maximum. I have purposely 
omitted any reference to the more severe forms of bladder 
trouble during pregnancy which are enumerated in the text 
books — cystitis (simple or exfoliative), whether due to retro- 
flexion, neoplasms, calculi, or accompanying pyelitis — since 
these are not likely to be overlooked or underrated. I would 
call attention, however, to the fact that retro-displacement of 
the pregnant uterus during the first eight or ten weeks is 
probabty more common than is generally supposed, and is not 
recognized from the fact that as the organ enlarges and 
ascends the retroversion corrects itself. Tliis may he a 
potent cause of early vesical irritation. 

It may seem superfluous to refer to the vesical disturbances 
attending parturition. It is an elementary fact that direct 
pressure of the descending head may prevent the parturient 
woman from emptying her bladder; but the most superficial 
observer must have noticed that this is not the only cause. 
Before the; head has engaged she may have the same diffl- 
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cultj, either from pure nervousness or because she is required 
to assume an unnatural position. We are too apt to rely 
upon the statement of the nurse, or of the patient herself, 
and to mistake the dribbling of urine, or the voluntary passage 
of a small quantity, for complete evacuation. I -have noted 
this error in the case of the most competent physicians and 
nurses. Olshausen {Arch.f. Oyn., Bd. ii., 273) calls attention 
to the bend in the urethra caused by the oblique position of 
the head. Schwarz {Zeitsehrifi f. Geh. u. Gyn., 1886, Bd. 
xii.) denies that the bladder is unable to contract firmly, and. 
ascribes the ischuria jDartl}'^ to edema of the urethral and peri- 
urethral tissue, and partly to paralysis of the sphincter vesicas,- 
of nervous origin. In consequence of delay during the second 
stage the complete evacuation of the bladder is prevented, 
from purel}’’ mechanical obstruction. This doubtless occurs 
even when the head descends rapidly, as is shown by the fre- 
quent escape of urine during the expression of the placenta by 
Crede’s method. Skene ajSBrms (in the jraper referred to) that 
“ when the bladder and terminal ends of the ureters rest low 
in the pelvis toward the end of gestation, there is more liability 
of their being caught between the child’s head and the brim 
of the pelvis dui’ing labor.” This is most likely to occur if 
the membranes ruptui’e during incomplete dilatation of the 
cervix ; but even when dilatation is complete, the anterior lip 
(with the bladder) is often allowed to become unduly stretched, 
through fear on the part of the attendant of indulging in 
“ meddlesome midwifery.” 

The subject of ischui-ia during the puerperium is one of con- 
siderable interest, the scientific study of which has been much 
neglected in this country. The problem is by no means so 
simple as it appears at first sight. It has been explained 
loosely as due to paralysis of the muscular wall, though 
"Winckel positively denies this. Schroeder, who is followed by 
the text books, attributed it to the increased cavity of the 
bladder following the sudden reduction .in the size of the 
uterine tumor. Schwarz thinks that diminished intra-abdo- 
minal pressure is the principal etiological factor, as the same 
ischuria is seen after the removal of ascitic fluid or abdominal 
tumors. The dorsal position being the one in which this 
pressure is exerted to the least advantage, it is quite evident 
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why some women find it impossible to pass their water when 
lying upon the bade, even after a rapid, easy labor. 

Incontinence of urine in the puerpera, as Dr. Emmet has 
always insisted, is a condition which, if neglected, is a fruit- 
ful source of future trouble. In my experience it is usually 
due to a combination of two factors — hyper-distention of the 
bladder and paralysis of the sphincter from prolonged pres- 
sure of the head, in short, to neglect of the catheter during 
labor. 

Cystitis is a not infrequent, but an entirely avoidable, com- 
plication of the puerperium. It is frequently due to the intro- 
duction of infection by the use of unclean catheters. But even 
when the catheter is surgically clean it is’ very easy to carry 
in some deleterious matter from the vestibule, when the vulva 
is not previously disinfected. How seldom this preliminary 
disinfection is observed, even by practitioners of experience, 
must have been noted by all of us who are accustomed to the 
rigid precautions of a maternit}' hospital. As Garrignes aptly 
observes (“Am. Syst. of Obstetrics,” vol. ii., 354), “the old 
way of drawing the urine under the bed-clothes was modest, 
but is irreconcilable with antiseptic midwifery.” 

Bumm and Doleris have shown that the diplococcus found 
in the urine of puerperal women suffering from cystitis is 
identical with a form which is constantly present in- the lo- 
chial discharge, so that it is possible for bacteria to reach the 
bladder by extension along the mucous membrane of the 
urethra, even where no catheter has been used. It is hardly 
necessary to add that the vesical mucosa must be in a condi- 
tion which would favor an infective inflammation, or that it 
would not occur in cases in which the external genitals were 
syringed off several times daily with an antiseptic solution. 
Though puerperal cystitis tends to spontaneous recovery, it 
may rarely assume an aggravated type (as shown by Boldt 
in, his paper on “ Cystitis Suppurativa Exfoliata Pnerpe- 
ralis,” Hew York Med. Becord, 1885, vol. ii., p. 497), or may 
^^^443)° {OenimlUatt /. GyndMogie, 1886, 

^ This hasty review of the etiology of vesical disturbances 
m the pregnant, parturient, and puerperal woman furnishes 
m Itself an indication for the treatment, of which the follow- 
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ing is merelj’^ a brief outline. Any abnormal condition of the 
urine during pregnancy is to be corrected by proper diet (es- 
pecially milk) and appropriate remedies. I have relieved 
more jDatients with irritation of the neck of the bladder by 
means of the old-fashioned flaxseed tea and cream-of-tartar 
mixture, than by any other drug in the pharmacopeia, 
or by local treatment directed to the supposed seat of the 
irritation. If the trouble is evidently a neurosis, local treat- 
ment mil simply increase it b}' keeping the attention of the 
patient centred upon the bladder. During the first three 
months of pregnancy frequent micturition with moderate 
tenesmus may be disregarded, the patient being told that she 
will be relieved as the uterus rises out of the pelvis. If these 
symptoms are more aggravated, a local examination may 
reveal a retroversion or prolapse of the uterus, the correction 
of which, with the wearing of a suitable pessary for a few 
weeks, is all that is necessary to relieve the distressing 
symptoms. This is especially true of multiparae with re- 
laxation of the uterine supports and pre-existing pro- 
lapsus. It should not be forgotten that the cause of the 
vesical irritation may be a long-standing cystocele, with 
pouching of the bladder ; in that case the patient must be 
instructed to avoid retention and decomposition of residual 
urine, by pushing up the pouch during urination, assuming 
a position on the hands and knees during the act if neces- 
sary, Intra-abdominal pressure is quite as active in increas- 
ing the physiological descent of the gravid uterus during the 
early weeks, and resulting traction upon the bladder, as in 
ordinary prolapsus. A properly-fitting abdominal bandage 
will do much to overcome this. "While I do not believe 
in treating a pregnant woman as if her condition was a 
pathological one, I hold that with the progress of the ob- 
stetric science we ought to learn to reduce her necessary dis- 
comforts to a minimum. I habitually recommend the use of 
the bandage, even as early as the third month, with these 
cautions : First, that it must be worn as low down as 
possible, and not too tight so as to force the abdominal 
contents downward into the pelvis, thus aggravating the 
trouble which it is intended to relieve ; secondly, that the 
bandage must be kept from slipping upward by means of 
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stocking-svipporters, by perineal straps, which are diity 
and nncomfovtable. The bandage can he worn thronghoufc 
pregnancy, in the latter half of which it renders valnable 
service in relieving the pressiire of the heavy, ante-displaced 
nterus upon the bladder and, indii'cctly, the traction upon 
the ureters. 

Skntsch ( Verhandl. dcr Deniseh. Gescllschaft f. Gynciho- 
logic, Bd. ii., 1888, p. 120) recommends that women ho 
taught to urinate in the dorsal posture during the latter 
weeks of pregnancy, in order that the}’ may he ahle to keep 
this position during the puerperium, and presents statistics 
which he thinks prove tliat tliis preliminary practice will 
enable the majority to dispense with the catheter. This is 
quite unnecessary. 

It would seem to he superfluous to insist upon the necessity 
of the bladder being emptied every six hours during labor, 
and of the accoucheur satisfying himself that this has been 
done, had I not so often withdrawn one or two pints of urine 
after this was supposed to have been done. Before the head 
is engaged the patient may be trusted to satisfactorily perfoiTU 
the act; but after it has engaged (and especially if it is long 
arrested in the pelvic cavity) we must not mistake an occa- 
sional dribbling of urine for complete evaciiation. I prefer 
the soft rubber catheter when the head can be pushed up, the 
male elastic (softened by dipping it in hot water) guided by 
the finger when an obstruction is encountered. The metallic 
instrument was banished from my armamentarium long ago. 
Skene complains that during labor “ so much attention is be- 
stowed upon the management of the perineum that the more 
important dangers to the urinaiy organs have been largely 
ignored.” I have already referred to the importance of 
replacing the anterior lip when it is carried down before the 
advancing head. Though vesico-vaginal fistula from neglect- 
ed impaction of the head is now fortunately a rarity, there 
is still enough timidity as regards the early resort to forceps 
in such cases to lead to numerous cases of both temporary 
paralysis and permanent lesions of the urethra and neck of 
the bladder, which require the attention of the gynecologist. 

A word as to obstetric operations. The first thing^that 
we were taught was always to empty the bladder beforehand ; 
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but tliere are few of us who would not be obliged to plead 
guilty when asked if, in the hurry and excitement attending 
instrumental eases in private practice, we had always remem- 
bered this rule. Yet its neglect may lead to prolonged incon- 
tinence, if not to worse troubles. Support of the bladder 
during traction with the forceps is a wise precaution ; the 
lateral motion (which I fear has not been generally abandoned) 
should on no account be employed, since there is considerable 
risk of injuring the ureters. In a ease of high forceps, the 
cervix being incompletely dilated, these precautions are highly 
important. 

The care of the bladder during the first week of the puer- 
perium is the most important division of this subject ; it is 
impossible to do justice to it except in a separate paper. 
After a difficult labor the attendant should assume that there 
will be some vesical trouble, either ischuria or retention, and 
should be on the lookout for it. Do not take the word of the 
nurse or patient, but note the actual amount of urine which 
has been passed. Dribbling of urine, frequent passage of a 
small quantity, imperfect contraction of the uterus — these 
should direct our attention to the bladder, which we shall 
very likely find distended, and even forming a tumor in the 
hypogastrium. I avoid catheterization, if possible, though I 
would never allow the patient to remain for ten or twelve 
hours without emptying the bladder. I have not found that 
hot applications do much good in these cases, and hot vaginal 
•douches are properly ruled out after normal labor, as possible 
carriers of infection. Why cannot the patient empty her blad- 
der ? Simply because we force her to lie upon her back, in a 
position in which she exerts her abdominal muscles to the least 
advantage. Until recently I would have regarded with horror 
a proposal to let a woman sit up and urinate three or four 
hours .after labor. A patient positively could not urinate 
while lying on the bedpan, and absolutely refused to be cathe- 
terized. I would not consent to her using the commode, so 
she took the matter into her own hands and got out of bed as 
soon as I was gone. After doing this for a few times, we com- 
promised, and she agreed to let the .nurse" sujjpprt her in a 
sitting posture on the douche jDan. .T now adopt this plan 
when the patient cannot urinate upon the back, and am not 
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sure that it is uot preferable, as the bladder is thoroughly 
evacuated and clots are expelled fi’oni the uterus, so that 
involution is favored. Naturally this applies to normal eases, 
in which there are no present or pre-existing complications. 
If a catheter must be used, what is cleaner than a glass instru- 
ment, which is so cheap that the poorest patient can afford to 
have one exclusively for herself, a privilege which, unfortu- 
nately for them, is not always extended to the wealthy ? 

Inflammation of the mucous membrane of the bladder, es- 
pecially if it afiects the neck, is attended with symptoms so 
persistent and distressing that they throw into the shade all 
the sequel® of the most severe obstetric or abdominal opera- 
tion. The patient’s life may be in actual danger from condi- 
tions which we regard as far more serious than the vesical 
trouble, yet she feels that if she can only get relief from that 
she can endure all the rest patiently. As regards the prophy- 
laxis, it may be summed up in a word — cleanliness. Keep 
the catheter in an antiseptic solution (boiling it at the out- 
set), disinfect the genitals before introducing it, and do not 
use the household bottle of vaseline, which vitiates all our 
elaborate precautions. A light grade of vesical catarrh may 
be cut short by simple demulcents and alkaline drinks, with- 
out local treatment. Avoid the use of the catheter, if pos- 
sible. Irrigation of the bladder with a solution of boracie 
acid seldom fails to give relief. One aggravated case I suc- 
ceeded in curing, after ordinary means had failed, by in jecting 
a solution of nitrate of silver, which is rather heroic treatment. 
If the sensitive 'region is at the neck of the bladder, consider- 
able relief may be experienced after the instillation of a few 
drops of cocaine solution by means of a medicine dropper or 
special pipette. The diet should be fluid and unstimulating 
(largely milk), beer, wines, etc., being interdicted. Patients 
with this form of vesical irritation are often made wor^e by 
a single glass of wine. In brief, the treatment of this condi- 
tion in the puerpera must not be too active. Whatever may 
be attempted in the way of local treatment, we must never 
omit strict antiseptic precautions, lest we substitute for an 
innocent trouble a more serious one. _ Great circumspection 
is to be exercised in administering hypodermics of morphine 
to this class of patients. The drug usually works like a charm, 
but it is very easy to render the woman dependent upon it. 
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FIFTY YEARS’ EXPERIENCE IN OBSTETRICS.' 


BY 

JOHN S. CLARK, M.D., 
Chicago, 111. 


This is the Golden Age of the obstetric art. When Zeuxis 
■and Apelles were painting those -wonderful pictures which 
deceived birds and animals, and Phidias and Lysippus carv- 
ing those colossal statues of gold and ivory, many of which 
were sold for their weight in gold — at that time, which has 
been by many considered the Golden Age of the fine arts, our 
art was far behind. 

Hippocrates, a contemporary of these artists, begins his 
celebrated aphorisms with : “ Life is short and art long ; the 
occasion fleeting, experience fallacious, and judgment difficult. 
The physician must not only be prepared to do what is right 
bimself, but also to make the patient, the attendants, and ex- 
ternals co-operate.” 

I quote the whole of the first aphorism, so wisely, so nobly 
expressed. Put our art was then in its infancy, compara- 
tirel}’-, as I will illustrate by other quotations from the same 
great man : “ When the child presents double at the mouth 
of the womb, it should be pushed upward so that the head 
may come down.” 

“ When a hand or foot protrudes it is to be pushed up in 
like manner, and the head made to present.” 

When, in feet presentations, the head is retained after the 
body is delivered, he advises us “ to introduce a hand be- 
tween the os uteri and the head, and deliver it.” 

When the seeundines are retained, he orders us “ to ex- 
tract them slowly,” and for this purpose directs that, the 
woman being placed on a stool, the child not having been 
separated, it is to be allowed to hang down, so that by its 
weight it may produce separation ; and, “ lest its weight 

^Paperread before the Chicago Gynecological Society, February 20th, 1891. 
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slioiild occasion too strong pulling,” lie advises “ it be laid on 
wool, or bladders filled with water, so that when perforated 
the child shall sink down gradually and draw away the pla- 
centa.” 

Celsus directs ns, “ in arm presentation, to pull down the 
head with a hook in the eye, ear, mouth, or forehead.” 

Aetius gives as a cause of difficult labor, “ A too compact 
union of the ossa pubis.” 

According t'o Eros, difficult labor is due to “ tumefaction 
of the external parts,” for which he advises “ a sitz bath 
prepared with emollient herbs.” 

Avicenna states that the expulsion of the child is per- 
formed by the abdominal muscles, and this was the opinion, 
of Gralen. He directs baths before and during labor, and ad- 
vises the “ use of forceps in difficult labor, the child to be 
■extracted by them.” “ This,” says Francis Adams, the trans- 
lator of the works of Hippocrates, “ proves that the Arabians 
were acquainted with the use of the forceps.” 

Haly Abbas mentions imperforate hymen among the causes 
•of difficult labor. Baudelocque reports such a case, so does 
Burns, and I too have had a ease ; of course the hymen was 
not imperforate, but was unruptured. 

Haly Abbas directs, in rigidity, to “ make the woman sit 
in a warm bath prepared with chamomile, etc., and to take 
internally an infusion of swallows’ nests” — probably the 
edible birds’ nests so valued by the Chinese. 

So much for ancient midwifery. Hor did it improve 
much through nearly two thousand years. "With the discov- 
ery of the art of printing began a new' era in the arts and 
sciences. The ease with which one able man and close ob- 
server transmitted his knowledge to his fellow-man, and he 
in turn to his followers, thus exciting a noble emulation, 
soon brought our art rapidly forward, and we have works, 
written a hundred years ago, varying but little, and in minor 
details only, from our present and almost perfect state. It 
makes me proud to read such a book as that, say, of honest 
James Blundell, with his repeated warning against “meddle- 
some midwifery” ; to read his direction for the management 
of everything that may happen to you as an obstetrician, and 
to know by your own experience that everything he says is 
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true, his advice pure gold. He lectured eighty and more 
years ago. 

Denman, too, so reliable and satisfactory ; Cazeaux, one of 
the most complete manuals ever printed — ^you never look in 
him in vain; Yelpeau, valuable for the neat manner with 
which he gives ns the benefit of the enonnous experience 
of those wonderful women, Mesdames Boivin and La Cha- 
pelle ; the lively Gooch, and the sound, reliable, painstaking 
Eamsbothams, and in this country the patient, indefatigable 
Dewees, the brilliant Meigs, and last, but not least, the in- 
valuable Lusk — these books, glorious monuments to their 
authors, better than “ storied ui-n,” stand on the shelves of 
our libraries or lie conA’^enientlv at hand on oui* office tables, 
generally well thumbed ; and we all know that the}' made us. 

During the early years of my professional life I went to 
every case of childbirth with dread and fear of an impending 
calamity. I constantly read the dear, good writers upon the 
subject, and faitbfull}' followed their teachings. I was watch- 
ful, patient, and tried not to be meddlesome. Years of suc- 
cess gave me confidence, and I have come to be, perhaps, too 
far the other way — too easy and sanguine ; but I never go to 
a case, even now, without something of the feeling of a man 
going to jail — a man going to be “ confined ” liimself. Tlie 
leaving of a pleasant home for an uncertain time, the drop- 
ping of every other pursuit, the going to reside in the abode 
of anxiety, uncertainty, and misery, make the life of an ac- 
coucheur one of great self-denial and often of downright 
physical and mental endurance ; and yet the happy ending of 
a bad ease, “ mother and child as well as could be expected,” 
is a most delightful experience and pays for all. 

I graduated in January, 1843, at Geneva, H. Y., and, with 
the exception of a three months’ trip to EurojiB in 1855, have 
been constantly busy in the pi’actice of my profession ever 
since. During that time T have attended, in round numbers, 
three thousand five hundred cases of childbirth. I never saw 
a woman die in actual labor, and was never called to a ease 
that I left undelivered. 

I divide my time into three periods — the first of thirteen 
years, while a resident of a thriving and beautiful town of 
some five thousand inhabitants in 'Central Hew York, where 
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I attended seven hnndred cases, none of which were of suf- 
ficient interest to be worthy of especial mention. No pla- 
centa previa, no arm presentation, no eclampsia — two face 
presentations being the most troublesome I met with in those 
days. I was shy in using forceps, having too much trouble in 
making them lock, not having then learned the trick of de- 
pressing the handles. I only recall three cases in which I 
used them. It was there I learned how Nature, if given 
time, would overcome what seemed insurmountable obstacles, 
moulding and shaping the soft, yielding head till it would 
travel through a strait at first deemed impassable. I had but 
one death there, from what I now know was uremic poison- 
ing. It occurred thirty hours after labor. 

In this city, from 1856 to 1 811, 1 had quite a large obstetri- 
cal practice. All records were burned in our great fire, but I 
am sure I place the number low enough at fifteen hundred 
cases. In 1851 1 had my first arm presentation — a midwife’s 
case, Avho had dallied with it all day — but kind Nature, as 
she almost always does in preternatural presentations, had 
withheld hard pains, and the turning was easy and quite suc- 
cessful. 

The bugbear of my existence had been for years placenta 
previa, and one stormy, dismal night in March, 1859, 1 found 
myself confronted with such a case in a remote place in the- 
Rolling Mill district. There was much flow and a small, rigid 
os. I tamponed at once with extra care, and sent a messen- 
ger for Dr. Clark, of South Halsted street, a capable, reliable 
man of the old regime, lately deceased. Dr. Clark had at- 
tended the mother with her previous children, and ivhen I 
explained that the present was one of the most dangerous in- 
cidents that could befall a poor woman during child-bearing, 
the family wanted him sent for, and so did I. After a few 
hours tlie tampon began to leak badly and the pains were 
severe. The doctor had not yet arrived, but so much blood 
had been lost I dared not wait longer, so removed the tam- 
pon and found an easily dilated os whieh readily admitted my 
hand, the placenta barely covering it. The turning was easy,' 
ray arm preventing the escape of the waters. The child was 
dead ; and I will say now that, out of eight cases of placenta 
previa which I have attended, I have delivered but two liv- 
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ing cliildren. The next case of the kind followed this one in 
a few months, and is only interesting from the fact that, be- 
ing a midwife’s case, she had risked waiting until the head, 
pressing past the placenta, had checked the flow and the labor 
proceeded naturally. 1 have attended a lady twice with pla- 
centa previa ; in both cases turning was easy, but in the last 
the patient lingered three weeks and died. 1 was not able 
to define satisfactorily the cause of her death, nor could the 
eminent counsel who saw her with me. 

Of arm presentations I recall seven cases ; all turned easily, 
but the death rate of the children was high : either three or 
four died. 

For the next period, from 1871 to 1891 — twent}”^ years — I 
have my visiting lists, and from them I gather that during 
that time I attended thirteen hundred and odd eases, of 
which a disproportionate number were instrumental. I have 
for many years been called upon by German midwives in my 
neighborhood to deliver their bad eases, or extract adherent 
placentas, or tuni out clots in internal hemorrhages, and this 
should give me a broader margin of percentage for losses ; 
and yet I shall not claim it, for there has actually been no 
loss. As I said before, I never saw a woman die in child- 
birth, and I have often asked my professional brethren if 
they had, and almost always the reply is in the negative. 
JBut I have had three deaths within twenty-four hours after 
labor — one at six hours, from exhaustion following a breech 
presentation. The patient, a very unhappy young widow, 
pretty and fat, tired of life, would not make an effort, and 
the labor, a dismal failure all the way through,- was finished 
at last by a blunt hook, leaving her completely exhausted. 
She could not rally, and died at the end of six hours. The 
next fatal ease was an arm presentation ; the woman a poor, 
dissipated, broken-down creature, who, with a midwife and 
■attendants much like herself, had been in labor all night. I 
saw her at noon, and had no trouble in turning and deliver- 
ing, and left her quite happy at being out of her misery. I 
found, in the morning, that she had died at daylight, drop- 
ping off so easilj^ that it was believed she had fallen asleep. 
The third ease I do not remember so well, but think it was 
simply a tedious labor. The patient died twenty-four hours 
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after delivery. Thej' were all tli]-ee simply cases of exhaus- 
tion. These, and the iiremie-poisoning case in N ew York, and 
four other cases — one of whicli was a most interesting case of 
pyemia, in which death occurred thirty-five days after de- 
livery, and which was worthy of a long and full report — are 
the only ones of death from the dangers of gestation or de- 
livery that I can at this time recall in my whole experience. 

Twice 1 have felt compelled to use the perforator. The first 
time was in a frontal presentation, when, for some cause, we 
could not make the forceps hold. The next was in a vertex 
presentation, with face in the hollow of the sacrum. It was- 
a curious case — a heavy, stolid German woman of 40. She 
had been delivered of three stillborn children, and 1 had had 
the good luck to deliver her of a large, fine living child — for- 
ceps delivery — two years before. In her fifth confinement 
the presentation was good, and, after waiting long and giving 
her a fair chance, I applied the forceps. If I had tackled the 
Eock of Gibraltar I could not more signally have failed.. 
Then I thought of the best doctor for physical strength with- 
in reach, and he was' sent for. He tugged away till he was- 
tired out, when the family remembered a remarkably skilful 
“little” German doctor, who, after a short trial, concluded 
he could not do it, and we put our heads together and settled 
on craniotomy. The family would not consent, and another 
eminent and stouter German doctor was sent for, and he 
bothered us for hours, trying- and resting, and trying again. 
He finally gave in, and we settled down to the perforator. 
The baby had been dead for hours. After reducing the head 
to the smallest dimensions possible with the cranioclast, we 
could not move it. We removed the frontal and parietal 
hones, and by that time there was a slight gain, and afteu 
mutual efforts, that lasted altogether three hours from the 
time I sat down with the perforator, the brave little patient ' 
was delivered, nor was there any very serious trouble after- 
wards. She was in bed three weeks, but has never conceived 
again . 

I cannot recall a single death or serious harm following a 
forceps delivery. Since learning to use them neatly, I apply 
them early, but always give Nature a good chance. In my . 
midwife cases I satisfy myself that they are necessary before 



78i CLA.RK : FIFTY YEARS’ EXPERIENCE IN OBSTETRICS. 

using them. I use them slowly, imitating Nature. I do not 
consider an hour or two out of the way at all, and I have had 
them on and off for a day or two, once or twice, with a per- 
fect recovery of the mother. 

I have been peculiarly fortunate in regard to hemorrhages 
after delivery, never but once knowing that my patient’s 
life was in great danger. It was a most interesting and in- 
structive case, but too long for this article. Only once in 
my entire experience have convulsions seized my patient dur- 
ing labor, or before or after. She recovered, the baby still- 
born during coma. I have seen a dozen or more cases in consul- 
tation, with seven consecutive eases that recovered. I have 
much faith in venesection, but there are cases I would not 
bleed. 1 have not been a strenuous advocate for hurrying de- 
livery ; Nature almost always delivers. That forced delivery 
is a sine qtia non is absurd. 

I have had two cases of encephalic monsters and two of 
spina bifida. 

I used anesthesia in labor much more frequently for- 
merly than now. I fail to see its value in most eases, and 
only use it when the os is, from any cause, very tender 
and sensitive, or when I am about to undertake a painful 
obstetrical operation. I have patients who insist upon it, and 
in such cases yield gracefully and do the best I can. If not car- 
ried to complete insensibility, the use of anesthesia does not 
often interfere witli the progress of a case, and serves to divert 
the patient from a too complete consciousness of her pain. But, 
owing to tlie varying susceptibility of women, it is not always 
possible to stoj) at exactly the right j^oint, and quite lately I 
have lost a child, a fine, stout boy, from my patient passing to 
complete anesthesia (in an instrumental case) the moment the 
baby’s head passed the external soft parts. Now, while it is 
allowable to make tremendous traction with the forceps upon 
an undelivered head — the shoulders easily following the 
head — after the head passes the vulva the situation is com- 
pletely changed. The shoulders now have to overcome the 
resistance of the soft parts, and, unless our efforts at extraction 
are backed up by good, strong, expulsive pains, it cannot be 
done by any amount of tension we may safely apply to the 
head, and the blunt hook is the instrument we have to 
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depend upon. In tliis case my patient was noisy and trouble- 
some till the head was delivered — having had but a few drops 
of chloroform — ^but the moment the head was delivered she 
became completely insensible. The child, a very large one, 
lay face downward, and the sphincter vaginae caught him as 
neatly as any garroter could have done ; he gasped for breath 
two or three times, and though I had a good blunt hook at hand 
and quickly applied it, at the same time trying to take off the 
compression of the soft parts, I did not succeed in delivering 
until the child was hopelessly gone. I had delivered this 
woman three times previously, with forceps, of living children, 
but without chloroform. 

I have used ergot quite frequently ever since I began to 
practise midwifery, at first in inertia only, viz,, when pains 
were feeble ; of late years for other purposes, principally for 
hemorrhages. I have never seen harm result from its use, save 
in one case over forty years ago. In a tedious case, with the 
os well dilated, the ergot acted most violently. I have never 
seen anything like it since The child was stillborn, and no 
doubt the use of the forceps would have been much better. 
Midwives having too much to do use ergot constantly to 
hurry their cases ; and if you happen to get a patient formerly 
attended by a midwife, the chances are that your case will 
make but little headway until you use it, the patient having 
acquired what may be called the ergot habit. I have seen 
dozens of such cases. Using ergot for insufficient pains, we 
should have the forceps at hand. But why use ergot in such 
a case at all 1 The forceps skilfully applied is safer for mother 
and child. I never knew the mother to die after a forceps 
delivery, and very few children ; I am sorry I am not able to 
say exactly how many, but I am sure I have not lost a baby that 
way for years, except the one just mentioned as lost through 
the use of chloroform during the instrumental delivery. 

It would not harmonize with Kature’s perfect work that a 
woman, in carrying out the principal object of her existence 
the continuance of her species, should lose her life in givino- 
birth to her child. Our artificial, luxurious mode of living, 
our refinements and cultivation, and development of the sen- 
timents and emotions, and fineness of figure and fibre, render 
our women more liable to danger and disaster in child-bear- 
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ing than when living plainer. But, Eortunatety, modern sci- 
ence has given the physician almost perfect methods of reliev- 
ing her, and I have a conviction that there is nothing that can 
happen to women in which there is so little danger as child- 
bearing. And if women were tauglit tliis wholesome truth it 
would entirely change the color of their lives. Another con- 
viction is that the pains of childbirth are enormously exagge- 
rated in the vast proportion of cases. I have noted this fact in 
a great number of eases, and nearh' all the ladies, when asked 
about the amount of pain, at the time have said it Avas much 
less than they had expected, and a few, a very few, have 
said “ it was nothing at all.” But there is this curious con- 
tradiction, that, while willing to speak lightly of the jiain at 
the time of labor, when asked about it afterward all have 
said, without exception, that it was simply awful. So that it 
seems their testimony cannot be relied upon, and we have to 
draw our own conclusions ; and, as I said before, from what I 
have seen I do not believe that in the majority of cases there 
is such severe pain as is usually supposed. And if we can make 
young tvomen believe this too, we shall brighten the com- 
plexion of their lives and lessen the number of cases of abor- 
tion. of which I am about to speak. But before doing so I 
Avish to bear testimony again to the value of the early and 
in’ompt apiilication of the forceps in cases of threatened, tedi- 
ous, Aveaiying labor. It is but a 2Aair of thin, elegantly 
made steel hands, which, backed by strong arms and skil- 
fully applied, do better service in the cause of women than 
ever did those bright Toledo blades that cut such a figure in 
the annals of chivalry. For both mother and child we may 
say, as Sir Walter Raleigh said of the axe used to behead 
hiin, “ It is a sharp medicine, but a quick cure for earthly 
ills.” 

ARORTION. 

As nations groAV more powerful and jirosperous, and indi- 
viduals devote themselves to the getting of wealth that they 
may lead lives of luxury and pleasure, a disjiosition to regu- 
late the size of the family jirevails, and the slaughter of the 
innocents begins ; so we may say that abortion, like the free 
use of salt, marks a high degree of culture and civilization. 
It is not necessary to say anything of the causes of abortioHj 
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wliicli are ' as various almost as tlie cases. But I have had 
opportunities of seeing some curious and interesting results 
following “ criminal abortion ” which will interest you, and I 
will mention them. 

In several instances fine, healthy, handsome young women, 
quite recently married, found themselves gravid earlier than 
suited their views, and caused criminal abortions to be pro- 
cured. It was interesting, years afterward, when they desired 
to be treated for sterility, to learn from them the story of their 
folly. They had lost the ability to conceive. It was as if 
violated Nature was revenged. 

In two of the cases the mothers of the young women had 
not only sanctioned the crime, but had gone with them to the 
abortionist. Many years ago I was the physician to a lady, 
mother of three healthy children, who became one of what I 
may call a colony of abortionists. A cultivated and accom- 
plished young married lady with one child had moved into 
the neighborhood, and soon taught a number of the ladies, 
her more intimate friends, the art or trick of rupturing the 
membranes with a goose quill. My patient was one of the 
initiated. I will not attempt to say now how often I at- 
tended this lady with her abortions in the few following 
years ; she had acquired the habit, and abortions would recur 
in spite of her. As soon as she discovered this it became the 
end and aim of her existence to have another living baby ; it 
was years before she succeeded, then in less than a month 
the baby died with convulsions, and another and another suc- 
ceeded, each succeeding one attaining greater age and the 
mother proportionately more fond. It was the most pitiful 
sight I ever saw, this anxious, pale, sad-faced mother watching 
those delicate children as they drooped and died. Finally 
one lived, a sturdy fellow, who as a child was the terror of 
the neighborhood, as a young man was a thief and could not 
he trusted in any way. In such manner may geniuses for 
good or evil be made. The lady who so thoughtlessly cor- 
rupted her friends is long since dead, though descended from 
a long-lived race. She was ambitious and desirous of a social 
position ; they had been poor, but worldly matters went well 
with them, and she might have been living now, a happy 
gi andmothei , but for this most unfortunate turn in her affairs. 
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I am not able now to say liow many cases of abortion I 
have attended. If I put them at twenty a year it would 
make the number a thousand ; but when I say I have had 
four cases in the past month, and have always had a good 
number, it would not, at all events, be out of the way to say 
six hundred cases. I believe tliere were more ; and when 
I add that I never saw a woman die from hemorrhage in abor- 
tion, a valuable and interesting fact is stated, and one which 
should bring a goodly degree of comfort to the unfortimate 
doctor who is compelled to attend these doubtful, confusing, 
toiTnenting cases. And speaking of hemorrhage reminds me 
that a former patient, mother of one child, much to her annoy- 
ance failed to menstruate at the proper time, and a month or 
two later, to her great delight, found herself flooding so vio- 
lently that I was sent for. I put her to bed, enjoined rest and 
perfect quiet, and gave her an opiate. She lost an immense 
quantity of blood, large clots coming awa}" ; she hoped every- 
thing had passed. The same thing happened a month later; 
I did not see her, but at the proper time, six months after- 
ward, delivered her of a fine, healthy child. 

It is astonishing how long a time will occasionally elapse, 
after the death of the fetus, before it is cast off. I have had 
a case where three months passed after its death before it 
was expelled, the patient troubled all the time with a pink 
show. It is not necessary or desirable that I should say 
much about the treatment of cases of abortion ; we all treat 
them similarly. I have found the hemorrhage easily con- 
trolled by the well-fitting tampon, and have never seen harm 
from its use. If the ovum is long retained and hemorrhages 
occur, we should try to get it ; for, once the ovum is turned 
out, the bleeding ceases. I have known the ovum to be re- 
tained twenty-eight days, and finally discharged with very 
little show, perfectly inodorous and unchanged. If decom- 
position takes place, and there are very offensive discharges, 
the os open, and the cavity of the womb easily reached, I 
should say by all means turn it out ; but if the external os 
is tightly closed, I should hesitate to invade the sanctuary on 
which jSlature has written “ No admittance.” From a great 
number of cases that I have had of retained decomposing 
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ova whicli came away or were absorbed witboiit barm to the 
patient, I have come to have little fear as to the result. 

In a little book entitled “ The Physician. Himself,” written 
by Dr. Gathell, of Baltimore, and dedicated to Prof. Austin 
Flint, Sr., I find these golden words : 

When yon are importuned to produce abortion, on the 
plea of saving the poor girl’s character, or to prevent her 
sister’s heart from being broken, or her father from discover- 
ing her misfortune and committing murder, or to prevent 
the child’s father from being disgraced, or to avert the shame 
that would fall on the family, or the church scandal, etc., 
etc., or to limit the number of children for married people 
who already have as many^ as they want, or for ladies who 
assert that they are too sickly to have children, or that their 
sucking child is too young to be weaned, etc. — you should 
meet them with a refusal as cold as ice, and never even seem 
to entertain the proposition. If they are too importunate, ex- 
press your sentiments strongly.” ‘‘ How could any one but a 
fool be induced to take the burden from another’s shoulders to 
his own by doing a crimson crime ; to violate both his con- 
science and the law ; to risk exposure, social and professional 
ruin, and the penitentiary, by putting himself into any one’s 
guilty power, whether as a favor or for a paltry fee ? ” 


A PLEA FOR EXPLORATORY ABDOMINAL SECTION IN THE 
EARLY STAGES OP TUBAL PREGNANCY.' 


BY 

J. E. JANVBIN.M.I)., 
New York. 


_ Beeore entering upon what 1 consider the train of symp- 
toms which call for an exploratory laparatomy in cases of 
suspected tubal pregnancy, it seems to me proper to refer to 
certain articles, by the author of this paper, upon this sub- 
ject which have been published during the past five years. 

' Read before the New York Obstetrical Society, April 21st, 1891. 
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1st. In the eleventh volume of the Transactions of the 
American Gynecological Society (1886) is the report of a case 
of tubal pregnancy, the details of which are well known to 
the members of this Society. 

In summing up my conclusions as derived from this ease, 
and all others which I was able to gather at that date, the 
following statement was made : 

“ I would submit the following as embodying my own 
ideas as to the proper treatment to be resorted to in certain 
cases of undoubted tubal pregnanc}’^ ; that in cases where a 
moderate hemorrhage has been positivel}’^ diagnosed (whether 
from a rupture of a superficial artery or venous plexus, or 
from a partial rupture of the sac itself), and this hemorrhage 
has occurred prior to the termination of the fourth month of 
gestation, it is undoubtedly better surgery to perform lapara- 
tomy at once, and thus remove all possible danger of further 
hemorrhage, than to trust to electricity in any form. 

“ Cases of this kind, in which a positive diagnosis can be 
made, have been rare up to the present time, principally, I 
think, from the fact that the full significance of the so-called, 
‘ colicky pains,’ with the shock and collapse, has hardly been 
appreciated. I arn convinced that in these attacks there is 
alwaj'S some bleeding, it may be very slight, from the super- 
ficial vessels of the sac ; and that, as a rule, several (three or 
four) attacks occur before the real rupture of the sac takes 
place.” 

In a paper which I read before tlie Hew York County 
Medical Association on April 16th, 1888 (and published in the 
Hew York Medical Joxmial^ April 28th, 1888), “ On the 
primary removal, by abdominal section, of the tube and its 
contained fetus, in cases in which pregnancy has been diag- 
nosticated before rupture of any portion of the tube has 
occurred,” the following occurs : “ At a meeting of the 

Hew York Obstetrical Society held December 7th, 1886, in 
referring to a case in which he had diagnosticated tubal preg- 
nancy at the fifth week, Dr. Janvrin said ; I infer from this 
case (and three others similar) that in all cases of tubal preg- 
nancy where transient collapse symptoms suddenly appeared 
from the fifth to the seventh week of gestation, or even a 
little later, there was a rupture of one of the superficial ves- 
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sels of tbe sac ; but the final catastrophe, seYeve bemorrbage, 
did not occur until later. The time to operate -was when 
this preliminary or partial rupture occurred. Indeed, the 
primary collapse symptoms constituted an almost certain in- 
dication both of the pathological condition and of the need of 
immediate interference. 

“ In his opinion the history of the patient, the presence of 
a rapidly growing tumor at one side of the uterus, the pre- 
sence of an irregular decidual discharge in a woman who had 
missed a period, associated with the normal signs of preg- 
nancy and subsequent sjunptoms of shock and colicky pains, 
could hardly be referred to any' other condition, even as early 
as the fifth week.” 

Up to that date, April, 1888, 1 had seen two specimens be- 
sides my^ own in which this very' condition was demonstrated 
at the autopsy. These two cases, together with the two 
others reported in my paper read before the American Gy- 
necological Association in September, 1886, made five cases 
in which this condition had been absolutely proven at the 
autopsy. I consider that these five cases are sufficient to 
establish 'a jirinciple, and that the statements made by me, 
nearly five years since, as to this pathological condition have 
been fully proven by these cases. 

In addition to these cases I would refer to cases in which 
the secondary operation has been pei'formed (when the tube 
has fully ruptured), cases I'eported by Johnstone, Kletsch, 
Tuttle, and others, in which consecutive layers of blood clots 
have been found, indicating different dates of extravasation, 
and going to show that there had been slight or moderate 
hemorrhage from the peritoneal surfaces of the tube before 
■ the final and severe hemorrhage took place. 

At the March 20th, 1888, meeting of the New York 
Obstetrical 'Society, the subject of tubal pregnancy being 
under discussion, I said ; “ As for myself, in every case where 
I' felt sine that there existed a tubal pregnancy, anywhere 
from the sixth to the tenth week, even in the absence of 
positive evidence of hemorrhage, but in the presence of the 
other symptoms, I would certainly resort to laparatomy 
rather than use electricity in any form.” 

One moie quotation from the Transactions of the New 
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York Obstetrical Society : At its meeting of April 3d, 3888, 
“ Di’. Janvrin said that, in reference to tubal pregnancy, 
be bad for some years taken tbe same stand that Dr. Tattle 
now takes. He full}^ believed that this ease of Dr. Tuttle’s 
commenced as a tubal pregnane}’ ; tbe attacks of peritonitis, 
brought on by slight bleeding from tbe distended tube, with 
tbe other symptoms, made it clear that it was a tubal preg- 
nancy, and be would have expected to find it such. 

“ In all these eases, from tbe sixth to tbe twelfth week of 
gestation, tbe pretty severe attacks of colicky pains, with tbe 
other general symptoms, should lead us all to diagnosticate 
tbe condition ; and when we are fully convinced that there 
is tubal pregnancy, even if there has been no decided hem- 
orrhage and the patient’s life is in no immediate danger, 
it is best to perform laparatomy. He did not believe in 
electricity at that time.” I Avisb to state here that by tbe 
term “general symptoms ” I do not, and never did, intend to 
be understood (as I have been charged) to mean the rational 
symptoms. If I bad wanted to say rational, I should have 
done so at the time. The word, I believe, as given by our 
best authorities, means “ having a relation to all ; common 
to the whole ; universal, etc.,” and must therefore take into 
account all the symptoms in any given case or class of cases. 

In the cases which have come under my observation, and 
which have been recognized early, the following train of 
symptoms has invariably been met with : 

First, the passing one period, followed, usually within 
two weeks, by a slight bloody discharge, while at the same 
time the usual symptoms of pregnancy exist. 

Second, the examination of the expelled fluid will gene- 
rally show the presence of decidual membrane. 

Third, by physical examination we find the os uteri 
slightly patulous, the uterus slightly enlarged and somewhat 
heavier than normal, and tipped to either the right or left 
of the median line, the deviation being away from the en- 
larged tube. The uterus is also flattened antero-posteriorly, 
and the cornua projecting toward either side. The mass 
itself is slightly elastic, slightly movable, v&ry sensitive to 
the touch, and usually about the size of a pullet’s egg. 
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There is also generally a strong arterial pulsation in the 
mass. ' - 

These symptoms certainly indicate the presence of a 
gi-owth outside of the uterine cavity, with a fair probability 
that it is a pregnant tube ; and under such circumstances it 
is certainly justifiable to explore the uterus with the sound. 
When this is done the depth of the uterus wall rarely be 
found to exceed three inches, even up to the seventh or 
eighth week of gestation. Watching the case carefully for a 
few days even, we can easily notice the 'oery rapid growth of 
the tumor, and the non-increase in the size of the uterus. It 
is during this period, from the fifth to the seventh week of 
gestation, as a rule, that we get the slight attacks of pain, 
accompanied by more or less shock, which I have attributed 
to the tearing of the peritoneal covering of the sac and the 
laceration of the nerve filaments therein ; and this of course is, 
as stated before, accompanied by slight bleeding. 

With such symptoms existing, it is the duty of every good 
abdominal surgeon to perform abdominal section. The con- 
dition is one which is becoming more serious every mo- 
ment, and one which may at any moment result in a terrific 
hemorrhage into the peritoneal cavity and put an end to the 
patient’s life at once. 

It is not, in my opinion, justifiable to lose time, and proba- 
bly the patient’s life, by playing with electricity. 

The condition is tenfold more serious and critical than that 
existing in the ordinaiy cases of pyo-salpinx or ovarian 
tumors ; and while there is a possibility that we may be mis- 
taken in our diagnosis, still there is an almost absolute cer- 
tainty that we shall find, if not a tubal pregnancy, some 
growth which, according to the most advanced rules of ab- 
dominal surgery, should be treated surgically and not empiri- 
cally — should be removed, and not left to kill the patient or 
to cause a long-continued state of invalidism. 

As will be seen, all of the foregoing, in substance, I pub- 
lished in the different papers alluded to between September 
1886, and September, 1888. Since that time a good deal has 
been written by others, and quite a good deal has been done 
in the way of operations, bearing upon this subject. 

It is my purpose to confine myself in this short paper to 
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those points 'whidi’hear upon the very early diagnosis of tn- 
hal pregnancy ; and the remainder of this paper will he de- 
YOted to a fe^Y salient points gleaned from the observations 
and experiences of others who have been particularly inte- 
rested in this matter. 

J. Bland Sutton, in the “ Erasmus Wilson Lectm’e,” Feb- 
ruary, 1891, “On Some Points on the Pathology of Tubal 
Pregnancy,” says: “Salpingitis so severe as to produce 
destruction of the total epithelium causes such profound 
changes in the tubes themselves as to lead to stricture and 
occlusion of the abdominal ostia ; it is exceedingly rare to 
meet with tubes denuded of their epithelium and the abdomi- 
nal ostia patent.” . . . “In several specimens of very early 
tubal pregnancy I have failed, even after the most care- 
ful microscopic examination, to find any evidence of old 
salpingitis or loss of epithelium.” He further states that 
“ during the fourth to the twelfth week of gestation the in- 
crease in size in the gravid tube is simply a turgescence, and 
not an increase in size and number of the muscle cells as in 
the gravid uterus.” 

By the end of the sixth week, or at the eighth at the latest, 
the swollen margin of the peritoneum “ projects over the 
fimbrise and contracts and hermetically closes the ostium.” 

He further gives his ideas as to the pathological changes 
which so often occur in the ovum, resulting in the formation 
of “ blighted ovum,” “ apoplectic ovum,” etc., in the uterus, 
and states, “ it would appear that an apoplectic ovum in the 
tube is a frequent means of inducing tubal abortion or rup- 
ture,” and that “tubal abortion can only occur during the 
first months when the ovum is small enough to pass through 
the abdominal ostium.” With excessively rare exceptions, a 
pregnant tube “ either ruptures or aborts at some period be- 
fore the twelfth week following imimegnation.” 

These conclusions are based upon very careful observations, 
and to me seem true as a whole. At the same time the speci- 
men presented before this Society just one month since by 
Dr. Tuttle shows that tubal abortiou ma/y occur as late as the 
second month of gestation. If in nearly every case of tubal 
abortion the accident must “occur during the first month,-” we 
are forced to the conclusion that this method of extrusion of 
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fhe fetus from tlie tube is after all very rare ; aud we are 
compelled to accept as a fact that laceration, or partial lacera- ' 
tion, of the tube is by far the more frequent accident. 

In either case the same train of symptoms practically ob- 
tains from the time of conception up to the beginning of the 
extrusion of the fetus through the ostium or up to the be- 
ginning of the tearing of the tube by over-distention. In the 
one case there is slight hemorrhage ihe month of the 
tube, in the other from a tear in the peritoneal covering. 
This slight hemorrhage accounts for the first few attacks of 
pain and shock and slight collapse, the other symptoms in all 
cases being, as I believe, identical, and as have already been 
described. 

It seems to me that, with these symptoms, indicating, as- 1 
believe, a threatening of a most formidable, and too often fa- 
tal, accident to the patient, it is criminal negligence for any 
good abdominal surgeon to defer abdominal section. It is 
even more criminal to make use of galvanism or faradization 
in these cases of impending hemorrhage. 

Even if the fetus is destroyed, the mass remains in the tube 
and renders that tube and ovary practically functiouless, even 
if it should not ever give any serious trouble in after-life. Such 
trouble, however, has been witnessed repeatedly. The fetus 
has ulcerated its way out. Dr. Mann has reported two cases. 
In both of Dr. Allen’s cases serious inflammatory trouble 
followed for a long time. Dr. Harris has also collected the 
history of quite a large number of cases in which serious and 
long-continued trouble has folloAved upon the killing of the 
fetus by electricity. "With the perfectly satisfactory results 
which have attended the few cases alread}^ reported as ope- 
rated upon by abdominal section before rupture of the sac, 
and the good results which have also attended 'the secondaiy 
operation (after the sac has really ruptured), we have every 
inducement and every reason, I think, to urge us to the per- 
foi'mance of this operation as soon as we are convinced' the 
fresence of afetm in the tube, and before rupture of the tube 
has occurred. 

It is the ideal operation for all such cases, and at the same 
time one which will constantly increase in numbers and prove 
one of the greatest boons to the human race. 
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MT PERSONAL EXPERIENCE WITH VAGINAL 
HYSTERECTOMY. ’ 


BT 

FLORIAN KRUG, M.D., 
New York. 


No one to whose lot has ever fallen the care of jiatients 
suffering from the advanced stages of cancer of the womb, 
can but be strongly impressed with the tremendous amount 
of misery that this affliction involves for womankind. Can 
there be a more pitiful and mournful sight than the struggle 
of these poor doomed women against an inevitable fate, 
when the excruciating pains have become unbearable, when 
the hemorrhages have gone beyond control, while the growth 
of the deadly jiarasite is gradually eating up their vitality 
and encroaches further and further upon adjacent organs? 
Can there be any greater agony than when the patient com- 
mences to abhor herself, after the fetor of the discharge, 
combined with the result of the vesical and rectal complica- 
tion, renders her an object of disgust, so that death appears 
to her like a long-expected friend from whom alone relief can 
be hoped ? And all this while the physician, to whom the 
poor sufferer looks for help, has to stand by, utterly unable 
to successfully conquer the unflinching foe, barely able to 
afford even temporary relief. The opiates, even in the 
strongest doses, soon become ineffective to palliate the tanta- 
lizing pains; the troubles arising from the involved bladder 
and rectum can hardly be relieved in any way ; and the fetid 
discharge and incessant hemorrhage are seldom amenable to 
more than ephemeral improvement. 

Unfortunately this terrible disease of the female sexual 
organs is not by any means an uncommon occurrence, a rather 
large percentage of deaths in the female sex being due to it. 
No wonder, therefore, that a woman will burst out in despair 

' Read at a meeting of the Obstetric Section of the Academy of Medi- 
■ cine, May 28th, 1891. 
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if slie learns of her ailment, and bewail the day she was 
born. But are we really without any efficient means to com- 
bat this nncompromising enemy of womankind? Must we 
really look on as bystanders, and be satisfied with palliating 
the sufferings and putting off the fatal result for a while ? Is 
there really no cure for it ? And if there is a possibility of 
preventing the terrible end, is it not our imperative duty to 
give the poor sufferer the only chance to evade her fate ? My 
own experience lets the outlook appear in less gloomy colors, 
and seems to warrant some brighter hope for the future. 

We all know that our Pharmacopeia does not contain any 
effective weapon against this dreaded disease ; and while we 
may confidently hope that some daj’^ scientific researches will 
reveal us the actual remedy, it must be readily conceded that 
at the present time we must look to surgical interference as 
the only means of effecting a radical cure. It stands to the 
credit of Prof. Freund to have first shown, on a scientific 
basis, the feasibility of total extirpation of the cancerous 
uterus, although the results of this operation were as deplo- 
rable in the beginning as the ravages of the disease itself. 
Still it levelled the path on which Prof. Czerny proceeded, 
until he was able to present the profession with his method 
of extirpating the uterus through the vagina — one of the 
greatest achievements of modern surgery. It was enthusias- 
tically taken up by the gynecic sm-geons of every country, 
and the most sanguine hopes were at once entertained as to 
its permanently curative effect. But, as in every other in- 
stance when enthusiasm has overswept calm reasoning — as in 
our recent experience with Koch’s lymph — disappointment 
was bound to follow. Cases had been subjected to this opera- 
tion which were utterly unfit to undergo it. A strong reac- 
tion was the natural result. 

Numerous were the jn'otests calling a halt to the unlimited 
use of this procedure, and, as will ahvays happen, a good 
many were carried back too far by this reaction and have 
since condemned the entire operation, For years the con- 
troversy over the propriety of vaginal hysterectomy has 
been carried on, sometimes with a good deal of animosity, 
some writers going so far as to pronounce the operation al- 
most criminal. For a long time this subject has been one of’ 
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more than ordinary interest to me, and I have faithfully 
kept track of the course it took. I have read the statements 
made pro and coni/)'a, have given them ample consideration, 
and I cannot but give it as m 3 " firm and honest conviction 
that the opposition to this valuable surgical procedure has 
gone too far, and I feel in duty bound to offer my views in 
support of it. 

Summarizing the objections raised by the adversaries of 
vaginal h 3 "Sterectomy in a few words, it has been said : 1. 
That the immediate results are too bad to warrant the i 3 er- 
formance of the operation — in other words, tliat it is too dan- 
gerous. 2. That the remoter results, that is, as far as its 
curative effect is concerned, are too discouraging — in other 
words, that it is too unreliable. 

My own experience is contrary to both assertions. It is 
based on fifteen vaginal h 3 "sterectomies done bj" me during 
the last three years. Although this number appears small 
compared with the statistics of some European operators, it 
is as large as man}" reports published on this side of the 
Atlantic. Two of m 3 " cases (Nos. 12 and 13) were done for 
non-malignant disease of the uterus ; one case (No. 10) is 
doubtful as to its malignancy, two well-known ^pathologists 
having disagreed in their opinion on the case ; the other twelve 
cases were proved to be malignant by careful microscopical 
examination. 

Out of fourteen cases in which I used ligatures exclusivel 3 " 
in tying off the ligaments, I have not lost a single case. The 
only ease which turned out fatal was No. 4, where I used 
forcijjressure for the first and last time ; septic peritonitis on 
the sixth day was the cause of death. Figuring this one in 
with the others, m 3 " mortalit 3 " is still onl 3 "sixand a fraction per 
cent. I must therefore, from my own experience, indorse 
the opinion of most German operators that vaginal hysterec- 
toiu)" is not a dangerous operation, and dismiss from conside- 
ration the objection, often raised by its opponents, that its 
death rate is so high as to exclude the indication for it. 

Is it an unreliable operation ? Again my experience leads 
me to believe that it is not, provided the cases have been suit- 
ably selected. 

Excluding the two cases done for non-malignant disease of 
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Diagnosis. 


Date of 
Operation. 


25, Verysoft, rapidly June IGtli, 
Ipara. growing sarcoma of 1888. 


38, Epithelioma of April 17th, 

Illpara. cervix involving 1889. 

part of vagina. 

55, Carcinoma of April 20th, 

Opara. body of uterus ; 1889. 

uterus very large. 

51, Epithelioma of May 10th, 

Vllpara. cervix. 1889. 

2 ah. 


42, Epithelioma of July 8th, 

Opara. cer.vix extending to 1889. 

border of vaginal 
insertion. 

65, Epithelioma of Sept. 10th, 

VIpara. cervix. 1889. 


27, Epithelioma 
IVpara. cervix. 


of Jan. 24th, 
1890. 


48, Epithelioma of April 2d, 

Ilpara. cervix ; submucous 1890. 

fibroid. 

67, Carcinoma of April 2Gth, 

Vpara. body of uterus; dia- 1890. 

betes (5 per cent su- 
gar). 

1 55, Malignant adeno- Oct. 7th, 

Vpara. ma of endoinetri- 1890. 

5 ah. um (?) ; intramu- 

ral and subserous 
fibroids. 

37, Epithelioma cer- Oct. 24th, 

VIpara. vicis. 1890. 

1 Oct. 3 1st, 

! For non-malignant dis- 1890. 

I ease of uterus. Jan. 16th, 

J 1891.- 

39, Carcinoma cervi- Jan. 80th, 

Ilpara. cis et corporis. 189 1 . 

45, Carcinoma corpo- Mar. 17th, 

Vlllpara. ris. 1891. 


Ligatures. Uninterrupt- 
ed recovery. Perfect health 
for five months. Recur- 
rence, death. 

Lig. Examined May 
23d, 1891. No recurrence; 
perfect health; has greatly 
gained in weight. 

Lig, Examined May 
23d, 1891. No recurrence, 
perfect health. 

Clamps used. On day 
after clamps had been re- 
moved sudden rise of tem- 
perature; death from septic 
peritonitis 6th day post op. 

Lig. Examined May 
23d, 1891. Perfect health ; 
no recurrence. Her weight 
has more than doubled 
since the operation. 

Lig, Letter dated May 
24th, 1891, her daughter 
writes; ‘ ‘ Mother is in good 
health and will see you in 
a few days.” 

Lig. Examined !May 

23d, 1891. No recurrence; 
perfect health. 

Lig. Examined May 

23d, 1891. No recurrence; 
perfect health. 

Lig. Examined May 

23d. 1891. Perfect health; 
no recurrence ; no more 
sugar in urine. 

Lig. . Examined May 
23d, 1891. No recurrence; 
perfect health. 


Lig. Examined May 
23d, 1891. No recurrence; 
perfect health. 


Perfect health. 


Examined May 23d, 
hl891. No recurrence; 
J perfect health. 
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the uterus and the one in which there is a doubt about the 
diagnosis, there remain twelve cases of unquestionably ma- 
lignant degeneration of the uterus, in which the diagnosis was 
confirmed by the microscope. Of these, one ease (No. 4) 
died from the operation. Of the eleven surviving, in case 
jSTo. 1 a recurrence took place five months after the opera- 
tion, and the patient soon died from metastatic processes. 
The patient was a woinan 24 3mars of age, and had a very soft, 
rapidl}"-growing sarcoma of the cervix. Although all appa- 
rently diseased tissue, including a portion of the vagina, had 
been removed, the recurrence was no surprise, considering 
the encephaloid tjqie of the growth and the youthful age of 
the patient. All of the rest of them are absolutely free from 
recurrence and in perfectly good health. All of them have 
gained greatly in strength since the operation, the increase in 
weight, in some cases where the cachexia was most marked, 
being really astonishing — as, for instance, in case No. 5 : the 
patient weighed not more than eighty pounds at the time of the 
operation, July 8th, 1889 ; her present weight is one hundred 
and sixty-five pounds. As will be seen from the tables, cases 
Nos. 2 and 3 were operated upon more than two years ago ; 
in cases Nos. 5 and 6 almost two j^ears have elapsed ; in 
cases Nos. 7, S, and 9 more than one year has passed ; in the 
remaining cases the operation was performed from two to 
nine months ago, and it is therefoi’e too early jmt to draw any 
conclusions from them. 

Being aware of the fact that iny statistics differ widel}" 
from some others that have been published, and in order to 
have any possible error on my part excluded, I asked the chair- 
man to select some one else besides himself, so that I might 
submit to them all mj^ patients for examination before pre- 
senting this paper. This has been done, and I feel greatly 
indebted to Dr. Grandin and Dr. Coe for their trouble in 
doing so.' 

The question necessaril}’ arises why I should have been 
more fortunate with my vaginal hysterectomies than other 

’ Ttie examination of all the ten available cases took place on May 23d 
Case No. 6 could not be present on account of extraneous reasons. Cases 
Nos. 12 and 13 were not invited, as the operation was done for non-malig 
nant disease. (See table.) 
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DpsTstors. Tins is a. soinswliat dslicatc <^u6stioii foi niB to 
answer ; still I think the best way to pursue is to follow the 
lines laid down in Dr. Coe’s paper, “The Limits of Vaginal 
Hysterectomy for Cancer of the Uterus,” read before the 
Obstetrical Society on March 1th, 1890. In this valuable con- 
tribution, which is certainly the fairest one ever offered by 
those not in favor of the operation, after having given the 
results of his own and the late Di*. James B. Hunter’s opera- 
tions, he says: “In presenting these very unfavorable statis- 
tics, the writer is well aware that they are open to serious 
criticism in the following respects. It may be urged : 

1. “That some of the cases were unsuitable for a radical 
operation. 

2. “ That the disease was not entirely removed at the time 
■of operation. 

3. “ That the technique was defective.” 

The first and second points can be appropriately considered 
at the same time, as they practically cover the same ques- 
tions at issue. How, I must confess to the belief, although 
for evident reasons I can barely substantiate my assertion, that 
a good many patients have been subjected to vaginal hyste- 
rectomy who were clearly beyond the limits where the ope- 
ration was justifiable, and that a great deal of the disappoint- 
ment and the subsequent discredit thrown on the operation 
were clearly due to the fact that proper selection of cases was 
not exercised when vaginal hysterectomy was in its infancy. 
■Contrary to the claims o'f some European writers, I feel 
.strongly opposed to performing the radical operation, unless 
I hare good reason to believe that all diseased tissue can be 
removed. 

To decide this important question examination under nar- 
cosis is absolutely necessary, and has been practised by me in 
every instance, as even the most careful bimanual examina- 
tion without the aid of narcosis will often prove insufficient 
to reveal important facts. "Wherever I found positive proof 
that the disease had progressed so far as to exclude the pos- 
sibility of drawing the boundary lines of the operation in 
healthy tissue, I have refused the radical operation, believing 
that it could not accomplish more towards prolonging the pa- 
tient’s life nor towards her comfort during the short time 
ol 



802 • krug: my personal experience 

allotted toiler than the palliative methods. In some of those 
cases where there was a doubt whether the infiltration in the 
broad ligaments was due to an inflammatory or to a cancerous 
process, I have given the patient the benefit of the doubt, 
and resorted to the abdominal and to what I have called the 
laparo-vaginal methods, which offer greater facilities for re- 
moving the entire broad ligaments without injury to the 
ureters. Not in a single ease, however, where vaginal hyste- 
rectomy was contra-indicated could I see anj" benefit from 
the so-called high amputation — that is, high amputation 
proper, without the use of the actual cautery. 

This latter remedy is to nn’ mind the only one from which 
any benefit can be expected in cases that are not amenable to 
radical surgical measures, and I am convinced that all the 
good results ascribed to high amputation are chiefly due to 
accompanying application of the cauteij. Whether the ani- 
line colors — pyoktanin, etc. — will ultimately prove a better 
help in inoperable cases of cancer will have to be shown yet; 
they certainly seem to be a valuable addition to our thera- 
peutic means. 

To come back to the point at issue : 1 will reiterate my 
statement that wherever the removal of all diseased tissue is 
impossible, vaginal hysterectom}’ is not indicated ; and if re- 
cuiTence takes place soon after it has been performed, it only 
goes to show that cancerous foci have been left behind, so 
that >ve rather ought to speak of continuance than of recur- 
rence of the disease. 

Before entering upon the third point laid down in Dr. Coe’s 
paper — namely, the defective technique — I wish to state that 
I certainly do not intend to criticise the work done by others, 
but merely Avish to offer some suggestions relative to avoid- 
able dangers from the operation. 

The first imperative demand is to have the field of operation 
absolutely clean and aseptic. I have good reason to believe 
that many a mistake has been made in that regard. Opera- 
tors will have their instruments, sponges, their OAvn fingers, 
etc., carefully disinfected, and at the same time Avill be satis- 
fied to simply give a douche of some germicide in order to 
disinfect the vagina. In the light of modern bacteriological 
researches this is absolutely insufficient to sterilize even a 
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normal vagina, inncli less so in the presence of the fetid dis- 
charge from a corporeal carcinoma or a sloughing epithelioma 
of the cervix. I have no donht that the failure to properly 
free the genital canal from pathogenic bacteria has often been 
the cause of primary infection of the peritoneal cavity. 

The following is my method of obtaining an aseptic field 
for operation. As I invariably subject my patients to an ex- 
amination under narcosis before ultimately consenting to do 
vaginal hysterectomy, I malce use of the same narcosis, in 
cases found to be suitable for operation, to either thoroughly 
curette the uterine cavity in cases of corporeal carcinoma, or 
to remove all soft, sloughing tissue with the sharp spoon, 
scalpel, and scissors, in cases of cervical epithelioma. The 
Paquelin cautery is then freely apxfiied, and for about a week 
or so frequent vaginal douches are given, sometimes tannic 
acid and iodoform jiowder are applied, until finally a clean- 
looking surface is obtained. During this prexiaratory treat- 
ment the management of the bowels receives special atten- 
tion. 

Directly before the operation the vagina is thoroughly 
scrubbed with mollin containing ten per cent of creolin, by 
means of a brush. After this mechanical cleaning a disin- 
fectant douche of bichloride is given. Then only I feel as if I 
could rely upon my primary asepsis. 

A second important point, which does not always seem to 
me to receive proper attention, is the care of the stumps after 
the extirpation. I do not want to go too much into details, 
but will only say that in order to secure perfect safety they 
must be treated extraperitoneally ; in other words, their raw 
surfaces must be prevented from coming in contact with the 
intestines. If ligatures are used, this object can be easily 
accomplislied by slightly inverting the stumps toward the va- 
gina and carefully packing the peritoneal wound with iodo- 
form gauze. 1 will admit that the use of forcipressure 
clamps does not necessarily exclude this step, but it does 
make it difiicult. 

I hope I will be excused for not entering at length upon 
the question whether ligatures or clamps should be used in 
securing the ligaments in vaginal hysterectomy. I have too 
often expressed my views on this subject in speaking and 
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writing. I will briefly say this: 1. It is poor surgery to. 
leave any kind of a pressure forceps where the ligation of 
the blood vessels is possible. 2. It is a fallacy to believe 
that mnch time can be saved by using the clamps, as any ope- 
rator, possessed of the necessary skill entitling him to do the 
operation at all, can tie as quickl}’^ as put on the clamps. I 
have done the operation in fifteen minutes, and ordinarily 
never require more than twenty to thirty minutes, and I fail 
to hear of clamp operations having been done in much shorter ‘ 
time. 3. If ligatures have been used, and jiroper asepsis be 
maintained during the operation, the iodoform-gauze dress- 
ing may be safely left in situ for eight da3'S, when, on chang- 
ing it, the peritoneal cavity' will be found well closed by 
healthy granulations. On the other hand, it must be readily 
conceded by every one that it is fraught with great danger to 
disturb the wound twenty-four to thirty-six hours after the 
operation, before the abdominal cavity is shut off against the 
vagina, and, in taking off the clamps, to allow the necrotic 
stumps to slip back into the peritoneal cavity and come in di- 
rect contact with the intestines. From the published histories 
of manj' fatal cases I cannot bnt assume that this was the ac- 
tual cause of the disappointing result. For my own part, I 
am convinced that the clamps killed the only patient I lost, 
and that if it was not for that I would be able to report 
to-night a series of fifteen vaginal h^^sterectomies without a 
death. 

In presenting this paper to-night I do not wish to detract 
anything from the results which others, pursuing different 
ways in dealing with this deadlj' disease, have obtained. 
The reports of Dr. Byrne, of Brooklyn, and Dr. Bakei’, of 
Boston, are well known to all of us and deserve full appreci- 
ation. But I hope to have shown to-night that at least just 
as good results can be obtained with vaginal hysterectomy. 
However, I like to emphasize one point. In those cases 
where good results have been reported following high ampu- 
tation and the actual cautery, the patients had to be under 
constant surveillance and treatment afterwards. Dr. Baker 
said, for instance, in discussing Dr. Coe’s paper: “As soon 
as any suspicious spot made its appearance he ciit it out 
and applied the actual cautery again.” How, to my. mind. 
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a patient who has Damocles’ sword constantly hanging over 
her, who has to have her womh thoroughly charred every 
little while, is hardly able to enjoy life and go about free and 
easy as if she was really cured. Quite different from this is 
the psychical condition of my patients, and I must appeal to 
the gentlemen who examined them to testify to that. They 
certainly appeared to be as healthy and cheerful a lot of 
women as if nothing had ever troubled them, the majority 
of them showing a marked contrast with their former condi- 
tion, no treatment being required since the operation. For 
that alone, if for no other reason, I, for my part, would al- 
ways advise the radical instead of the partial surgical pro- 
cedure. 

In conclusion let me say this: Since there is no doubt that 
if the disease has advanced to a certain stage nothing known 
to science is going to save the patient from her terrible fate, 
while, on the other hand, it has been proved that early surgi- 
cal interference will cure a certain percentage of women, the 
question is now on the eobtly diagnosis of cases. The wide 
difference in the results of European and American operators 
can only be explained by the fact tliat abroad the patient will 
come under the hands of a surgeon at an earlier period. I 
must, however, give it as my experience that, in this country, 
only in exceptional cases is the self-neglect of the patient the 
cause of her being seen so late by the surgeon. In the large 
majority of cases of inoperable cancer of the womb coming 
under my care which I have been able to trace back, the patient 
had applied to her family physician at the time when the first 
symptoms appeared, and I am somewhat loath to state that 
quite often an examination was not made at all, but the pa- 
tient consoled in regard to her complaints with the worst 
phrase ever invented — “ change of life.” In other instances 
an examination was resorted to, but the physician either 
failed to make the proper diagnosis until it was too late, or, for 
some reason unknown to me, lost valuable time in prescrib- 
ing ergot and different vaginal douches, or applying all sorts 
of caustics, astringents, and hemostatics. 

The family physician, whose sacred trust it is to watch over 
the welfare of those who trust in him, ought to realize, first 
of all, that it is a mattei* of conscience and of great respon- 
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sibility to him to strive for an early diagnosis in cancerous dis- 
eases of the womb, or to avail himself of the experience of 
others should he be in doubt. Then, and only then, can we 
hope to successfully curtail the ravages of this unremitting 
plague ; and should my humble contribution help a little lo- 
Avard reaching the goal, I should feel most happily rewarded. 


TUBO-UTERINE PREGNANCY.' 


BT 

CHARLES JEWETT, M.D.. 
Brooklyn, N. Y. 


The infrequency of this vaidety of ectopic gestation, and the 
consequent interest attaching to the subject, induce me to 
report the following case : 

On April 4th last I was summoned to Flatbush by Dr. 
W. S. Applegate to see with him and Dr. J. L. Zabrislde a 
case of pregnancy witli obscure abdominal complications. 
The history of the case, as given by Dr. Applegate, was as fol- 
lows : 

Mrs. X , age 28 years, married nine years, one child 7 years 
old ; one miscarriage at the second or third month about six 
years ago; subsequently suffered more or less from pelvic 
ailments, attended with menstrual irregularities and moderate 
dysmenorrhea. Last menstruation November 10th to 16th, 
1890. From that time was supposed to be pregnant. Nothing 
unusual occurred till January 10th, 1891, Avhen she was seized 
Avith sacral pains and a bloody flow of about the same charac- 
ter and amount as her usual menstrual flow, and lasting for 
six days. Nausea and vomiting began from that time, but 
were not more troublesome than is common in ordinary cases 
of gestation. March 27th the patient was prostrated by a 
sharp attack of migraine attended with uncontrollable vomit- 
ing. This continued till the 29th, Avhen she was seized with 

' Read before the New York Obstetrical Society, May 5th, 1891. 
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a violent paroxysm of pain in the lower abdomen, and was 
■compelled to remain motionless in bed. Tlie pulse was found 
slightly accelerated, but there was no notable pallor or 
marked evidence of shock. The pain was relieved by an 
opiate. April 3d, seven days later, a second paroxysm oc- 
curred. Dr. Applegate then found the patient extremely 
pallid and showing signs of beginning collapse. Pulse 99. 
An hour later the pulse was 150 and the temperature 99^° F. 

■When I saw the case on the following day the pulse could 
not oe found at the wrist, and was counted at 1(50 over the 
heart ; temperature 101° F. There was little or no tympan- 
ites, but the lower portion of the abdomen w'as extremely 
tencer on pressure, so much so that a satisfactory exploration 
of the pelvic contents could not be made. The cervix, how- 
evei, was found softened, the uterus much enlarged and tilted 
to tlie left. A little blood came away on the examining 
fingirs, though the patient had positively denied any external 
henorrhage since January. 

Oi retiring to discuss the ease, there was no hesitation in ■ 
accenting the conclusion that we had to deal with an intenial 
heimrrhage. This, with the history, made the diagnosis of 
ruptired ectopic pregnancy. The location of the misplaced 
fruit sac and the stage of gestation could not be so easily de- 
teruined. 

If the pregnancy dated from FTovember, the period of ges- 
tatior was consistent only with the assumption of a cornual 
or ai intraligamentous pregnancy, if we except the ovarian 
variety, which is so rare that it could be practically ignored. 
Theittackof pain and flooding in January occurred at the 
time when primary rupture might have taken place into the 
broal ligament ; but that attack was not characteristic of 
rupiire. Moreover, no evidence per vaginam had been 
fou’.d of a broad-ligament pregnancy. Was the bloody flow 
in ,anuary possibly menstrual, and did the conception date 
fro a that time ? If so, we were perhaps dealing with an 
ordnary tubal gestation which had ruptured into the peri- 
tocBum at two and a half months. This seemed improbable 
frcn the history of nausea beginning about the middle of 
Jaiuary and apparently characteristic of pregnancy. Yet 
sinple tubal gestation could not be wholly excluded. The 
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diagnosis then la}" between a pregnancy of one uterine cornu 
and a pregnancy in the free portion of tlie tube. 

Still a more difficult question than the diagnosis was that 
of surgical interference. To do abdominal section in the 
condition of the patient was practically hopeless ; to with- 
hold it was certainly so. As the bleeding was in all. proba- 
bility still going on, there was nothing to be gained by wait- 
ing for the action of restorative measures. Desperate as the 
chances were, we decided to attempt to reach and ligatej the 
bleeding point, and in this decision we were sustained b}^ the 
friends of the patient. ! 

The patient rallied perceptibly under ether, as we lad 
hoped she would. A careful examination of the pelvic on- 
tents was then made : nothing further was revealed than )ad 
already been determined, except that the uterus was enlaced 
to about the size of a two and a half months’ ntero-gestatbn. 

An incision of about two inches in length Avas made in^lthe 
median line. The abdomen was found filled with blOody 
serum and clots, which wei’e readily recognized before djrid- 
ing the peritoneum. The pehnc organs were matted to- 


gether by recent and some old adhesions, and there wereevi- 
dences of a beginning general peritonitis. A gaping relt of 


one or two inches in diameter was found in the right uta’ine 
cornu. It extended upward from a point just behind the 


insertion of the right tube. The ruptuj’ed horn hac re- 
tracted so completely that the shape of the uterus Avas nearly 
symmetrical. The walls of the rujrtured sac Avere stu ded 
Avith villous placental fragments, to the largest of AAdiicl the 
cord was still attached. At the other end of the cord the 
fetus Avas found floating among the intestines. It meas red 
seven inches in length and Aveighed four ounces and our 
drachms. These figures correspond to about four and a lalf 
months’ development. The peritoneal caAoty Avas fluiied 
with hot Avater to relieAm shock and to assist in the rem val 
of clots. The uterus was freed from its adhesions and lited 


out of the abdomen. We were then confronted Avith the 


question what to do Avith the uterus; for on preparing to m- 
putate I discovered that no wire clamp Avas at hand andpo 
elastic ligature, nor any material out of Avhich a clamp cold 
be improvised. The ruptured cornu was therefore treafed 
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as follows : The uterine orifice of the tube was dilated with 
tbe finger. The right tube and ovar^^ were removed. The 
edges of the rent were then trimmed, the placental tissue 
was pared away, and also a thin stratum of the uterine muscle 
underlying it. The opposing surfaces of the cornual cavity 
were brought together with deep silk sutures. The peri- 
toneal edges were closed over the line of deep suture with 
superficial stitches. The wound as thus closed was entirely 
comparable to the sutured incision after Cesarean section or 
rupture of the uterus. It was, however, smaller and the 
sutures less likely to be disturbed by uterine eonti'actions. 

Up to this time the condition of the patient had continued 
apparently better than before etherizing. "While attempting, 
at this juncture, to arrest a slight hemori’hage from a torn 
adhesion deep down in the pelvic cavity, she suddenly became 
moribund and died. 

JReinarTcs . — The interstitial tubal variety of pregnancy, as 
Tait says, must be extremely rare. It is remarkable that in 
his experience of nearly a hundred cases of extra-uterine ges- 
tation he has seen but one of pregnancy in the intramural por- 
tion of the tube, and that a post-mortem preparation. Parry’s 
thirty-one cases of interstitial pregnancy, in his table of five- 
hundred of all varieties, Tait does not accept as true cases of 
pregnancy in the interstitial portion of the tube. In the 
large number of ectopic pregnancies recently reported I can 
scarcely recall a single case of intei’stitial pregnancy, with the 
exception of those which were believed to have ruptured into 
the uterus. 

I have seen but one other case, and that a post-mortem 
specimen. Tiie patient had died in collapse within twenty- 
four hours after the first paroxysm of pain. The fetus had 
developed to the second or third month. The uterus was 
presented before the Brooklyn Pathological Societj' by Dr. 
Leuf (Trans. Brookl. Path. Soc., who had made the 

autopsy for the coroner. It measured' inches in length, 
3f in width, and 2 in thickness. Unlike my ..pase, the walls 
of the fetal sac had not fully retracted after rUf;,ure. While 
intact, the gestation sac had evidently formed a diverticulum 
from the right uterine cornu. Its lateral projection from the 
horn of the uterus measured inches, its vertical diameter 
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3 inches. The ruiDture had occurred at the postero-lateral 
aspect of the gestation sac. The placental site was directly 
opposite the point of rupture. The shape of the uterus in 
Dr. Leuf’s ease is of interest in connection with the question 
whether the diagnosis of interstitial pregnancy is possible. 
The fact of a cornual pregnancy in this case surely should 
have been recognized before rupture, had opportunity pre- 
sented for examination. On the contrary, when the ovum 
lodges and grows close to the uterine end of the tube, the 
development of the uterus is doubtless very nearly symmetri- 
cal, and the pregnancy could not in such a case be distin- 
guished from normal utero-gestation. 

With regard to tiie question of operating upon a patient 
in extremis^ 1 think the attempt to control the bleeding 
is justified in a ease dying sol el 3 ' from hemorrhage, which is 
upparentl}' still going on. In the .majority of cases of rup- 
tured tubal gestation, to reach and seize the bleeding point is 
a comparatively simple matter and the work of but one or 
two minutes for an operator who has had any experience in 
the abdominal cavity. With modern methods, in most cases, 
the amount of shock is extremely small, and, the hemorrhage 
once controlled, the patient exchanges a condition completely 
hopeless for one that offers at least some chance of recovery. 
Abdominal section is sureh’’ more justifiable in such conditions 
than section, too often practised of late, for conditions which 
do not threaten the life of the patient. 


iyiENSTRUA.TION : ITS ANATOMY, PHYSIOLOGY, AND 
RELATION TO OVULATION.' 


GUSTAV ZINKE, M.D., 

Adj. Professor of Obstetrics Ciiiical Midwifery in the Medical College of Ohio; 
Obstetrician and Gynecdljgist M the German Protestant Hospital; Consult- 
ing Gynecologist-^to the Women’s Hospital and Medical College, 
Cincinnati, O. 

1 

Within tlie last twenty years the views concerning men- 
struation, its cause and purpose, have been verj’ much 
' Read before the Cincinnati Academy, February 16tb, 1891. 
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modified iu couseqiieiice of the results obtained by numevoiis 
investigators who have made this subject an especial study 
and research. "We all are more or less familiar with the original 
work performed by 'Williams, Engelmann, Ercolani, Henle, 
Leopold, Waldeyer, Loewenthal, Beeves Jackson, Lawson 
Tait, Bland Sutton, and Arthur Johnstone, hut only few of ns 
have taken the time and trouble to consider and study care- 
fully the merit, value, and importance of the results of the 
labor performed. I am free to confess that I have been one 
of the many who have devoted but a “ passing ’’ interest to 
the new theories concerning the physiology, manner, and 
mechanism of menstruation and its dependence upon ovula- 
tion, until I listened to a paper, read December, 1890, before 
the Cincinnati Obstetrical Society by Dr. Arthur Johnstone, 
entitled “The Function of the Menstrual Organ.” Dr. 
Johnstone (formerly of Danville, Ky., now of Cincinnati, O.) 
is already well known for his original work upon the “ uterine 
mucous membrane,” and the views expressed in his essay of 
that evening were based upon a great many microscopic 
examinations of the corporeal endometrium of uteri (removed 
ante- and post-mortem) during, immediately prior, and after 
menstruation, as well as during the in ter menstrual period. 

In this paper Dr. Johnstone stated : First, that “ in the 
ordinary acceptation of the term, the endoinetrinm above the 
internal os is not a ‘ mucous membrane,’ but belonsrs to the so- 
called ‘ adenoid ’ tissues, and that menstruation is for it exactly 
what the lymph stream is to the lymph gland or the blood 
current to the spleen.” Second, that he agrees with those 
who believe that ovulation and nienstruation are not depen- 
dent upon each other; that the function of the ovaries is 
carried on without the presence of the uterus, and the func- 
tion of the latter is uninterrupted in the absence of the formei-. 
Third, that menstruation is peculiar to the human female 
and the higher class of apes, and irupeither homologous nor 
analogous to the estrum (rut or heat) of the lower animal. 

Nearly all modern text books (I know of bit one exception) 
describe the uterine endometrium as a mueoul^^?^embrane ; all 
admit that ovulation (the ovaries) is the controlling influence 
of menstruation, though they may not occur simultaneously. 
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They do not deny that a woman may continue to menstruate 
after she has ceased to ovulate from whatever cause; that she 
may ovulate without the presence of the periodic flow of 
blood from the uterine cavity; but they are almost unanimous 
in maintaining that a woman who never ovulated (as in con- 
genital absence of the ovaries) never really menstruated. 

I was no stranger to the views upon menstruation entertained 
by Lawson Tait and his followers, but, like many others who 
were reared or lived in an atmosphere prejudicial to anything 
that may come from this source, I never gave them a con- 
tinuous and careful consideration ; and it is possible that not 
even now would I have done so, had I not been prompted 
by the conviction that Dr. Johnstone’s theories were wrong 
and could be easilj’- controverted. On the evening of the 
reading of Dr. Johnstone’s paper I opposed the doctor on all 
the points he made but one — viz., the “adenoid-tissue” doc- 
trine ; this was entirely new to me, and, as it was on his part 
the result of many years of painstaking study upon the struc- 
ture of the uterine endometrium, I had neither right nor rea- 
son to oppose it. * 

This eSort of mine, then, was pi'ompted by a sense of op- 
position, and when I began preparations I was certain that it 
would not be a difficult task to upset all that Dr. Johnstone 
maintained. The result of my inquiry is not what jou may 
suspect. I meant to pursue and hoped to slay the adversary, 
but the more I studied and investigated, the more I weighed, 
compared, and examined the testimony furnished by Tait, 
Johnstone, Bland Sutton, and others, on the one side, with 
that of Tavnier, Martin of Baltimore, Engelmann, "Williams, 
and a host of others, on the other side, the more I became 
convinced that I was on the wrong side of the question. In 
other words, I came, saw, and was conquered. 

1. What is the Anatomy of the Endometrium above the In- 
ternal Os? — Accordingvt^-Johnstone, it is not a mucous mem- 
brane, but belongs to Ahe so-called adenoid tissues. He dis- 
covered this fa(^t/'while on some pathological quest, when he 
happened to gei a good section of the adult endometrium and 
found in it identically the same he had observed in the study 
of the spleen, tonsil, thymus and lymphatic glands, as well as 
in the lymph tissues of the walls of the intestines — ^namelyq 
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“ that the siistentacular tlireads, which at one-iifth looked 
homogeneous, at oue-twelfth contained a series of gradations 
from a granule that was barely visible at this power up to the 
full-grown corpuscles,” He then “ cut a great many, uteri 
and thoroughly satisfied himself that he was correct.” He 
further satisfied himself “ that the corpuscles of the healthy 
endometrium are never found bifurcating, hut that the de- 
velopmental gradation is always present.” Consequently he 
declares that “ the tissue then belongs to that class of organs 
whose function it is to replace the organic waste, and that it 
ought to he ranked with the spleen and thymus gland, instead 
of the vagina and bladder.” The doctor, at the reading of 
his paper before the Cincinnati Obstetrical Society, showed a 
number of drawings from a reprint of his essay, “ The Men- 
strual Organ,” read before the British Gynecological Society, 
1886, which, if correct, verify his conclusions and justify the 
adenoid-tissue doctrine. In the essay just referred to, he 
also claims “ that the organ” (uterus) “ comes into the world 
in an active state, and that it is the first of the cytogenic 
tissue to finish its course and sink into aged obscurity ; but 
it is equally certain that it is the type of the whole class. 
For, as we have long known of Beyer’s patches, the tonsil, 
and other lymphoid structures, sooner or later they all follow 
its example, and, like worked-out mines, ruin and decay 
alone mark the spot of their former activity.” The arrange- 
ment of the endometric tissue itself he describes as being 
“ firmly bound to the inner layers of the muscular wall; the 
human endometrium is perforated in every direction by the 
so-called glands, whose ramifications convert the whole into a 
sponge-like mass, all of whose channels lead into the cavity 
of the body. Its epithelial covering consists of a single layer, 
which dips into every reduplication of the glandular canals 
and thus gives a protecting coat of soft protoplasmic tissue.” 

The above description of the corporeal endometrium, com- 
pared with that given by Oazeaux and Tarnier, Martin, 
Leishmann, Leopold, Henle, Spiegelberg, and all of the more 
recent of modern text books on obstetrics, will, upon careful 
study, reveal a great similarity notwithstanding the great 
differences in the speculative theories of the manner and 
mechanism of menstruation and its purpose, We find that 
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the innermost structure of tlie womb lias received its proper 
attention at all times ; and while it was known that it varied 
greatly in appearance from that of other mucous membranes 
of the body, no one, before the investigations of Johnstone 
and Bland Sutton, discovered its true character, with the ex- 
ception, perhaps, of Henle, Leopold, and Sinegelberg, who re- 
cognized a great similarity b.etween the uterine mucous mem- 
brane and adenoid tissue. 

Johnstone does not divide the corporeal endometrium into 
three distinct layers — namely, the internal or mucous, the mid- 
dle or chorionic, and the external or mucosa muscularis — as do 
H. W. Martin and a number of otlier quite recent authors ; 
nor does this appear necessary, since he at once ventures 
upon entirely new grounds, not being content witli a com- 
parative similarity to other structures, but places the tis- 
sue at once where it belongs, among the cytogenic. This is 
the result of his original work. It lias not been contested by 
similar efforts, but only in society discussions and ui^on in- 
dulgent papers in journals and in pamphlets. Since I am not 
in a position to bring proof to the contrary, I have made a 
careful study of both “ facts and theories ” as presented by 
the various writers whose works were at my command. To 
my surprise and against my wish, I was forced to the con- 
clusion that Johnstone and Bland Sutton, both working in- 
dependently of each other, have given us by, far the most 
reasonable and satisfactory description of the character and 
function of the internal structure of the womb. 

If we look over the descriptions of the “ mucous mem- 
brane ” of the uterus as given by Spiegelberg, Cazeaux and 
Tamier, Thompson, Gray, Leishmann, Playfair, Winckel, and 
others, it cannot be denied that in man3' respects they agree, 
in the main, with the description given by Johnstone ; and it 
also becomes evident that the latter is imobably nearer the 
truth than an}' of the rest ; but it appears that he is not the 
first to announce that the utricular glands are like the glands 
of Lieberkiilin of the intestines, and that the whole endome- 
trium is like adenoid tissue. 

After listening to Dr. Johnstone’s interesting essay and 
reading the rest of his valuable and important work,. I was 
not a little surprised to find the following (translated by my- 
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self) in the description of the mucous membrane given hy 
Spiegelberg ; “ . . . it consists of a soft structure richly sup- 
plied with corpuscles and cellular elements, which, according 
to Menle, resembles adenoid tissue {conglohirten drilsen), and, 
according to Leopold, of the hnest connective tissue, to the 
bundles of which endothelium adheres, and the spaces be- 
tween them are lymph spaces. ... It is covered with sim- 
ple ciliated epithelium . . . which is subject to a continual 
change with each menstruation. . . . Within the mucoua 
membrane reside the numerous, hose-like, uterine glands ; 
they greatly resemble the glands of Lieberhuhn of the in- 
tesUnes” This was written two decades ago, and it would 
seem, therefore, that, while the palm of originality cannot be 
denied Dr. Johnstone, the jewel of priority, in comparing the 
uterine mucous membrane to adenoid tissue and the utricular 
glands to the glands of Lieberkiihn of the intestines, belongs 
to Henle and Spiegelberg x'espectively. But Dr. Johnstone 
went one step further by boldly grasping the whole of the 
facts and stating that the corporeal endometrium is not mu- 
cous membrane at all, but simply and solely adenoid tissue. 

After all it is not so much the question of originality or 
priority t’aat concerns us most. What we wish to know is : Is 
it true that what was hitherto considered mucous membrane 
is, indeed, nothing but adenoid tissue? Tliere is nothing that 
I have been able to find (and I have tried hard) which will 
disprove Johnstone’s assertion, and the more we reflect and. 
reason upon it the more apt we are to conclude that he is 
right ; because, if true, it will successfully explain certain 
hitherto obscure phenomena in the history, anatomy, and 
physiology of menstruation, impregnation, and the develop- 
ment of the ovum and embryo. My own knowledge of the 
corporeal endometrium has been secured from reading and 
studying the work of others, and a faithful, diligent com- 
parison compels me to accept, without reserve, Dr. Johnstone’s 
work and conclusions as the most logical and best in every 
way. 

Up to this time, then, the structure lining the uterine cav- 
ity was invariably described as a mucous membrane, with 
this distinction *. “ being thicker than any other mucoua 
membrane because of the greater amount of cortical substance 
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and its liighly developed mucosa muscularis.” It is simple 
enougli to conclude that this provision on the part of Nature 
•was for the purpose of favoring a quick and ready attachment 
for the fecundated ovum and tlie rapid and successful devel- 
opment of the placenta. But were this simply a more highly 
developed mucous membrane, why and how could there be a 
periodic flow of blood from its surface without a trace of di- 
rect injury to its integrity or the establishment, in due time, 
of actual disease in consequence of this repeated and often 
long-continued menstrual hemorrhage to which the great 
majority of healthy women are subjected ? Strictly speak- 
ing, disease of the cavity of the womb is, after all, not so 
mi-y common as is ordinarily supposed ; and when disease in 
this region does exist, we look to other causes, not to men- 
.struation, as an explanation for its presence. From what 
other mucous inembrane of the human body could we have a 
similar, regulaily recurrent loss of blood without an early su- 
pervention of actual pathological changes and serious dis-- 
turbance of the general health ? From none. On the con- 
trary, we And that when bleeding from any mucous surface 
does occur repeatedly, and to the extent in quantity charac- 
teristic of the menstrual flow, it is always a cause of alarm, 
and all means are employed to arrest the same as quickly and 
promptly as the circumstances will permit. 

Williams’ theory, that at every catamenial period the entire 
mucous membrane is thrown off, is no longer tenable (if it 
•ever has been) ; for were it true, there, would be no mucous 
membrane but cicatricial tissue left after the first menstrua- 
tion. Ilis investigations, conclusions, and theories have been 
proved faulty by the observations and researches of Engel- 
mann, Kundrat, Tait, Johnstone, Sutton, Loewenthal, Erco- 
lani, and many more. These authors are unanimous that 
the epithelial lining of the corporeal cavity alone is thrown • 
off at each menstrual epoch. Just how this takes place has 
not been fully determined ; but this is certain, that at the 
moment the separation is complete (be it in a perfect cast or 
piecemeal) a new epithelial coat already exists, and the cav- 
ity presents the appearance of a healthy, undisturbed condi- 
tion immediately after the flow has ceased. 

To accomplish so complicated a process as that of men- 
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struatioB wilih the degree of safety usually observed, req^uires 
the presence, it would seem, of tissue-forming elements, and 
that means adenoid or cytogenie structure. Again, how can 
the placenta form and grow without its presence? And, in- 
deed, it needs no great stretch of the imagination to recognize 
tiie fact that the adenoid tissue is the most favorable soil for 
the reproductive function of the female organism. This, too, is 
probably another reason why ectopic pregnancy is not more 
•common, because of the comparatively small, amount of 
adenoid tissue in the tubes, in the first place, and the - great 
absorbing power and still lesser quantity of adenoid tissue 
within the' peritoneum. Thus the current is resistlessl}’ to- 
ward the views of extra-uterine pregnancy entertained by 
Lawson Tait. If future investigations confirm the results of 
Dr. Johnstone’s labor (and it appears highly probable that 
they will), Tait’s observations, and his interpretation of them 
in reference to menstruation, ovulation, and ectopic gestation, 
will have to be accepted whether we will or not. 

2. The ii(mrce, Quality, and Purpose of the Menstrual 
Flow . — There is no doubt that the site of the flow is in the 
endometrium of the cavity of the uterus. The tubal, cervi- 
cal, and vaginal mucous surfaces do not participate in fur- 
nishing blood, except, perhaps, when in a diseased state, or 
by vicarious action when the hemorrhage may issue from 
any mucous surface of the body. “ The endometrium is 
richl}’- supplied with arteries derived from the parenchyma. 
They run along the utricular glands in such a manner as to 
completely encircle the same by capillaries. They form 
immediately underneath the epithelial coat an irregular net- 
work of wide vessels from which the valveless veins origi- 
nate, to collect in turn in the uterine and pampiniform plex- 
uses” (Spiegelberg). Martin says that shortly before men- 
struation the endometrium grows very fast, becomes five to 
six times its original thickness; the lymph channels widen, 
the glands become longer and wider, forming a thick cushion 
filling up the uterine cavity. ISText the blood vessels become 
engorged, and either some of them burst and extravasation 
occurs, or many red blood corpuscles bore their -way (diapede- 
sis) through the walls of the capillaries, Tarnier (Cazeaux) 
thinks the hemorrhage is of venous origin, because the 
52 
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ramuscules become greatly enlarged during gestation, when it 
is ascertained that the}' belong to the venous system. He ad- 
mits, howeA'er. that arterial blood is mixed with it. John- 
stone maintains that menstruation is to the uterus what the 
lymph stream is to the lymph glands or the blood current to 
the spleen, and the cause of its appearance externally is due 
to the almost total absence of lymph vessels and the uiiright 
postures. He is further of the opinion that menstruation is 
nothing more than a cleaning process necessar}’ to successful 
impregnation. The distinguished Heidelberg obstetrician. 
Prof. Haegele, taught that after each menstruation an ovum 
finds its way into the newly prepared cavity of fhe womb. 
An attachment readily occurs, and. if impregnated, devel- 
opment of the ovum goes on; but if the ovum fails to be 
fertilized, it remains for a certain time m siixt, when it dies 
and is then thrown off together with the decidual membrane 
formed. The whole process requires four weeks, commenc- 
ing Avith the arrival and fixation of the ovum in the cavity,, 
then gradual death for want of fecundation, and, lastly, 
emptying of the cavity, attended with loss of blood, the men- 
strual flow. This tallies with the universal observation that 
conception is most apt to occur immediately after tiie cessa- 
tion of the menstrual flow. 

The physical character of the menstrual blood is now known 
to be identical with that drawn from a vein and artery, mixed 
with ddbris of broken-down tissue from the epithelial lining- 
of the body cavity of the womb and the natural uterine and 
vaginal secretions. In the commencement — the stage of con- 
gestion — only an increase of the natural discharge from the 
uterus and vagina is noticed ; later, in the second stage, it be- 
comes gradually mixed with blood until it appears to be 
blood alone ; in the third stage the flow terminates con- 
versely as it commenced, gradually lessening in color and 
quantity, until at the end it is unstained and reduced to the 
normal secretions of the parts. Coagulation is prevented by 
the acid vaginal secretion, and it is only when this is scant or- 
the menstrual flow very profuse that eoagula are obseiwed.. 
According to Yirchow, the peculiar odor of the flow is due to 
the presence of fatty acids. Cazeaux and Tarnier have com- 
pared it to that of marigold. 
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3. Wmt is the Relation lebween MenstruaUon and Ovula- 
tion ? — In Cazeaux and Tarnier we find it stated that men- 
struation is caused by the successive evolution of the Graafian 
vesicles, and in support of this ofier the explanations and ad- 
mirable labors of Negier, Goste, Pouchet, Eaciborsky, Eobert 
Lee, and Bischoff . When we read the testimony furnished by 
the latter, it may appear satisfactory enough to the casual 
reader. Collectively they claim : 

1. Eo instance is known in which a post-mortem in a wo- 
man dying duidng menstruation has failed to reveal a Graa- 
fian vesicle in a greater or less degree of development, or one 
which had already ruptured. 

2. The absence of the ovaries involves of necessity the ab- 
sence of menstruation. 

3. Peraale animals deprived of the ovaries never go into 
heat. 

4. Heat means ovulation in the lower animals, and ovula- 
tion means (with rare exceptions) menstruation in the huntan 
female. 

Hence, without ovaries no ovulation ; without ovulation nc 
menstruation, - 

Goste and Tarnier, liowever, admit that in certain instaneef 
the Graafian vesicle matures, ruptures, and possibly fulfilsi-^ls 
function without the occurx’ence of menstruation ; on .tlie 
other hand, they believe that a woman may menstruate, buj 
the Graafian vesicle is suddenly arrested in its final develop 
ment and never ruptures ; again, the Graafian vesicle maj 
ripen, rupture, and be discharged, but the woman does nol 
menstruate. Oharpentier confirms Goste and Tarnier bj 
quoting the testimony of Giraudet, He Tours, Biegel, klunde 
and He Sinety; and, in speaking of Ashwell’s and Paget’i 
cases, he adds the experience and observations of Kolliker 
Girwood, Goste, Goddard, and Gubler, all of whom confirn 
or favor the opinion that ovulation is independent of men 
struation. Martin says : “ There is a secondary acquired bu 
not a primary or necessary connection between ovulation an( 
menstruation.” He also cites Oldham’s cases of ovariai 
hernia, and Yerdier’s report of a similar case, both of whicl 
Avould lead us to infer that the ovum was discharo-ed from tin 
ovary at the end of the menstrual period. Hyrtl, in a cas' 
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where death occurred three days after menstruation, found 
an ovum at the uterine extremity of the Fallopian tube. 
Bischoff observed thirteen cases of death during menstruation, 
and concludes that the time relationship between the bursting 
of the Graafian vesicle and menstruation is subject to consid- 
, erable variation. His and Reichert hold that ovulation nor- 
mally occurs before menstruation, and that the swollen mncous 
membrane before the menstmal flux is the most favoi’able to 
nourishing the fecundated ovum. Pflueger and Loewenthal 
agree with Haegele and Johnstone, namely, that the object of 
menstruation is to prepare a clean and healthy surface for the 
reception of the ovum. Prof. Kebler, of Cincinnati, related 
a ease to me recently in which he found a fully developed 
Graafian vesicle post mortem upon a woman who was in the 
middle of the ihtennenstrual period; and I have observed 
similar conditions while assisting others in the removal of 
ovarian cysts and of Mie ovaries, as well as in operations per- 
formed by myself. 

But by far the most important conclusive facts and argu- 
ments in opposition to the ovular theory of menstruation we 
find in Tait’s “Diseases of Women and Abdominal Surgery,” 
in the chapter on menstruation. There we see the snpportevs 
of both theories arrayed against each other. He gives to both 
the most impartial and liberal consideration, then adds his 
own experience in his operative abdominal work, and by a 
series of clear and well-defined facts and figures concludes, be- 
yond contradiction I believe, that the functions of the ovaries 
and utei'us ai’e separate and distinct. In his narration of forty- 
nine cases operated upon for cin'hotic ovaries, removal of the 
appendages for persistent pain, parovarian cystomata, uterine 
myomata, hydro-salpinx, and menstrual epilepsy, he shows 
that the ovular theory of menstruation is without proof. In 
these cases the operation was performed in the middle of the 
intermenstrual jJoriod, and shortly before, during, and imme- 
diately after menstruation. In nine of these eases it was evi- 
dent that menstruation and ovulation were concurrent. In 
fifteen he found negative proof, and in twenty-five positive 
evidence, against tlie ovulation theory of menstruation. To 
this he adds the evidence he secured from Ritchie, Hesteven, 
Hirsch, Slawjanski, De Sinety, Reeves Jackson, Bland Sut- 
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ton, and Johnstone. In speaking of Miss Annie E. Clark’s 
record of examination of twenty-eight specimens removed by 
jhimself and divided into three groups, he says : ‘‘ The first 
(three cases) show that menstruation and ovulation are con- 
current; the second (seventeen cases) that ovulation is con- 
tinually progressing and not coincident with menstruation ; 
and the third (eight cases) doubtful, because it was impossible 
to see what their relations were ; but putting on its trial the 
ovulation theory of menstruation, in these doubtful cases they 
must be regai’ded as evidence against it, because it is clearly 
evident, where any evidence exists, that as no inherent testi- 
mony supports the doctrine, it must be considered as testi- 
mony subverting it.” Speaking of the essential factors nec- 
essary for fecundation, Tait says : “ They are (a) ovulation, 
Q)) tubal transmission of the o'smm, (e) preparation of the 
uterine mucous surface for the retention, its early nutrition, 
and subsequent formation of the placenta. ■ The occurrence 
of the last is periodic and rhythmic. The second is prob- 
ably concurrent with menstruation. Of the third we know 
little or nothing, save that it is not conctirrent with men- 
struation. The whole process is, therefore, like a time lock, 
three discs travelling around the axis on different axles, at 
different speeds. An apertiire exists in each through which 
the key may be passed, and a time must come, if the machi- 
nery is in woi'king order, when the three slots will be super- 
imposed and the lock opened. It is fortunately ordained 
that this does not occur every month, and unfortunately' 
the machinei-y is liable to horrible disorder.” This is put- 
ting things in a “nutshell” — plain, perfect, sound, and 
simple. 

A great deal of confusion has been created by the theoiy 
that menstruation in the human female and the rut of the 
lower animals are analogous. I have entertained this view 
for many years, because so taught, and most of my reading 
rather confirmed my belief. But it is with this theory as it 
is with the ovular theory of menstruation : upon thoughtful 
refiection and inquiry we find it to consist of more faith than 
facts. It is, indeed, surprising how men have spent years of 
time in quest of proof of this theory, when it is plainly evi- 
dent and easily’' pi'oved that there is no similarity between the 
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two. The error occurred because of the belief that ovula- 
tion in the human female meant menstruation, and vice ver'sa. 
In the period of “ rut ” we know that ovulation supervenes 
in the lower animal, because it is at this period that “ she ” 
seeks and admits the “ male,” and, if the “ machinery ” is in 
order, becomes pregnant. This is not so in the human female. 
"When she menstruates the male is avoided and she will not 
submit except by brute force. 

I have not been able to find satisfactory evidence as to 
whether there exists a period of estrum in the human female. 
Some authors claim that it is always present in the interraen- 
strual period ; the opinion of Bischoff, Haller, and Litzman is 
that a period of special desire is apt to immediately follow 
menstruation (Martin). 

413 Elii Street. 
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Tjt most cases of puerperal eclampsia, albumin to some ex- 
tent is found in the urine, tlioua^h occasiouallv cases are seen 
in which very little or none can be detected. These cases 
are of the hysterical or epileptic variety, usually the former. 
If albumin is detected, the inference is that urea is retained 
in the blood ; that there is a condition of uremia, generally, 
it is supposed, in relatively the same proportion. This in- 
ference, while probabl}^ correct, is certainly not always tme. 
There may be marked albuminuria and but little uremia, or 
vice versa. These facts explain, in part at least, why we do 
not always have convulsions, even when we have decided al- 
buminuria. Besides, every one recognizes a greatly varying 
susceptibility to convulsive action in all women. It is not 
improbable that the excretion of urea in pregnancy is always 

. ' Read before the Obstetrical Society of Cincinnati, Februaiy 12th, 1891. 
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diminisJied, I’elatively if not absolutely, but inci'ettsed after 
parturition. 

Uremia is not simply a poisoning of the blood by urea, but 
it is an alteration of the quality of the blood, caused by a 
retention of the products of disintegration -which normally 
should be eliminated by the kidneys. The relation of aceto- 
nuria to eclampsia is uncertain, but possibly very important. 

The objections to the uremic theory of puerperal convul- 
sions — 1st, the existence of these convulsions, with death 
following in consequence, and no disease of the kidneys ; and, 
2d, a total suppression of urine from pressure on the ureters 
or from cancer, in which no convulsions result — strengthen 
the opinion that albuminuria and uremia are not always co- 
existent and relatively equally present, and corroborate the 
statement that no explanation of eclampsia has been fully 
established, and that the disease has more than one cause. 
Most cases are unquestionably due to uremia -produced from 
a direct pressure upon the renal circulation — a pressure more 
frequently and potently manifested in primiparse. Other 
causes operate with this class of patients, and tend to make 
this disease, as it is, about three times more frequent with 
them than with multiparse. But as it is present sometimes as 
early as the sixth week of gestation, or weeks after partu- 
rition, it must be due to causes besides pressure, viz., reflex 
action from the uterus on the arterioles of the kidney. 

A case recently came into my service at the Cincinnati 
Hospital which illustrates what I have regarded as the im- 


proved method of treatment of puerperal eclampsia. 
On the morning of February 8th, at about 8 o’ 


clock, ^a 


priinipara was brought to the obstetric ward. She liad had 


two convulsions before she was removed from her home, a 
third on her way to the hospital, and the fourth in the wait- 


ing room before she could be received in the lying-in room. 
At first a cathartic of calomel ten grains, bicarbonate of sodium 
ten grains, and croton oil I drop, was given ; then a hypocmrmic 
injection with morphia one-half grain was administered, and 
the patient immediately envelopedin a hot pack and kept there 
for one hour. A very small quantity of urine, obtained by 
catheterization, showed albumin, probably about four per 
cent. Gold was applied to the head, and the Norwood’s 


n\ 
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tincture of veratnxin viride, in from five- to ten-drojj doses, 
increased to tliirty drops if well borne, was directed to be 
given hourly. The pulse first descended from 120-130 to 
90 per minute, then to GO per minute, where it was steadily 
kept, during which time it became more full and strong. 
The os uteri was, at S a.m., dilated to about the size of a silver 
quarter-dollar ; at 12 h. it was about the size of a dollar. 
During these four hours nine additional convulsions ensued, 
each becoming more and more apoplectic. There was no con-, 
sciousness during any of this time. There were thirteen con- 
vulsions, all told. No means were taken to facilitate labor, save 
the employment of copious hot-water vaginal irrigation contain- 
ing the bichloride 1 : 4,000. As labor plainly was progress- 
ing, though slowly, bj' the aid of uterine contractions, un- 
aided b}’ the voluntary accessory powers, and as no convulsions 
occurred after 12 m. (some six hours before its completion), 
it was purposely allowed to take its normal course. A large, 
healthy, live child was delivered about 6 p.Jt., the perineum 
being slightly torn, consequently stitched with silk. The 
fetal heart sound could be heard at 8 a.m., but it was feeble 
and very frequent. After the completion of the third stage 
of labor, the patient was given only the bromide of potassium 
in solution once in three hours for the night. No further 
convulsions supervened. The next morning, consciousness 
partially returning, the bromide was given less frequently, 
and the patient was encoiu-aged to drink Silurian water freely 
during the day. The next day, consciousness completely re- 
turning, she commenced nursing at the breast her own child, 
and was directed to stop the bromide, to continue the Silurian 
water, and to commence the xise of muriated tincture of iron 
in fifteen-drop doses thi-ee times a day. On each succeeding 
day the urine was physically and chemically examined, and 
the quantit}' of contained albumin foiind to be constantly 
diminishing. On the fourth day, only a trace could be de- 
tected. The lying-in state was absolutely normal in all re- 
gards. Chloroform was at no time administered. 

O , _ 

As most cases of puerperal eclampsia are associated with 
albuminuria or uremia as cause (possibly it may be at times 
as a result), it seems prudent that all eases, unless possibly 
purely hysterical, should have the hot pack administered to 
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stimulate to the utmost the diaphoretic, eliminative action of 
the skin, compensatory, as it is, of the diminished or suppressed 
nephritic action. Its use implies an attack upon the main 
underlying cause of the disease, not on the symptoms only. 
With pilocarpine I liave had no personal experience, except 
in the albuminuria of the non-j>regnant state. 

Yeratrum viride relaxes the system, reduces arterial tension, 
and has largely superseded venesection. I am not as yet pre- 
pared to say that it should completely supersede it, hut such 
German authorities as Carl and Gustav Braun, Sehroeder, 
Winckel, and Spaeth have almost entirely rejected venesection. 
Yeratrum viride is well borne in large doses, even hypoder- 
matically administered, and any resulting vomiting is plainly 
self-protective in its action. . 

Morphia hypodermatically, too, is most excellently borne 
in very large doses. It is most potent in arresting the con- 
vulsive action — a symptomatic relief, it is true, b\it it is to be 
remembered that each additional convulsive action not only 
materially bespeaks the growing gravity of the situation, but 
directly adds to the structural changes developing in .the 
brain. Beference has been made to cathartics. The chief 
underlying principles of treatment seem now to be to stimu- 
late active, compensatory elimination of the bowels and skin, 
and then, in due time, to favor nephritic action. The symp- 
toms — convulsive actions — are combated by veratrum and 
morphia, which always assist each other. 

Puerperal eclampsia, treated in this way, ought to have, to 
my mind, a mortality considerably less than thirty per cent. 


ALBUMINURIA IN PREGNANCY.* 

BV 

w. H. WENNING. 51. D., 

Cincinnati, O. 

The relationship between albuminuria, as indicative of 
kidney derangement, and puerperal eclampsia is so well 

' Read before the Obstetrical Society of Cincinnati, February IStb, 1891. 
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recognized that, for the most part, we are justified in assuming 
that the convulsions met with in the pregnant or puerperal 
state are uremic in character. It is true that in some in- 
stances they may occur in tlie absence of tlie usual symp- 
toms of nephritis, but they are tlien uncommon ; on the 
other hand, grave forms of Bright’s disease are so uni- 
formly followed by eclamptic symptoms that unmistakable 
evidences of the former will point almost positive! j’- to the 
latter. It is to be well understood, however, that the simple 
presence of albumin in the urine of the pregnant woman is 
by no means indicative of constantaneous pathological changes 
in the kidneys, but may be only transitory and hence not fol- 
lowed by the much-feared eclamptic spn ptoms. Only when 
we find the other well-known symptoms of Bright’s disease, 
whether tiiey have preceded tlie pregnant state or are directly 
dependent or engrafted upon it, are we justified in looking 
forward to the sudden outbreak of eclampsia. 

A few years ago I reported to this Society a case of Bright’s 
disease of a grave character; it came under m,y notice in- 
the latter montlis of pregnancy, and consequently alarmed 
me not a little as to the ultimate outcome of the case. This 
patient was a young primipara, who was markedly anemic and 
markedly edematous all over the body, but especially from 
tlie waist downward. The urine was loaded with albumin 
up to the end of pregnancy ; there tvere symptoms of head- 
uehe and great dyspnea, and above all a history of nephritis 
consequent upon a severe attack of scarlatina during girl- 
hood. This patient was placed at once upon diuretics, dia- 
phoretics, and saline cathartics, which caused an improve- 
ment, but not a complete abatement of the symptoms until 
the advent of labor ; this, though rather tedious and difficult, 
was not attended with, or followed by, any sign of convulsions. 

As a further contribution to this subject I desire to report 
the following case which has recently come under my obser- 
vation ; 

In the beginning of the present year I was engaged to at- 
tend a young woman in her first confinement. As is iny 
usual custom, I visited her as soon as practicable, which 
was January 14th. She informed me that she had last men- 
struated about May 3d, 1S90, and consequently expected to 
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lie confined about Februaiy 3d, 1891. Sbe was 29 years of 
a^e, and said she had been in most excellent health up to 
about hfoveinber, when her limbs began to swell. Even this 
she looked upon as a necessary consequence of her pregnant 
condition, and hence attributed no importance to it. By this 
time, however, the edema had increased to such a degree 
that her limbs had truly elephantine proportions. She walked 
with the greatest difficulty, widely separating her limbs 
owing to the great swelling of the vulva. She had difficult 
breathing, but no epigastric pain and no headache ; in short, 
had no idea of any impending danger. Finding the urine 
loaded with albumin, I ordered the patient to bed, and began 
the hot wet-pack treatment, at first daily, and finally, as she 
began to demur owing to its alleged weakening efiEect, every, 
other day, alternating with hot poultices in the region of the 
Iddne^ys, In addition to this she was given large quantities of 
cream of tartar in lemonade,besides citrate oraeetate of potash 
in an infusion of jaborandi or digitalis. The digitalis was sub- 
stituted for the jaborandi whenever the heart’s action became 
feeble. This had the desii’ed effect of greatly relieving the 
dropsy, although the albumin diminished but slowly in quantity. 

On February 1st she began to complain of labor-like 
pains, which were very severe and came on at short inter- 
vals. The head of the child was well down in the pelvis, 
but the cervix undilated. Besides free purgation I ordered 
chloral hydrate, gr. xv., to be given every twenty to thirty 
minutes until the pains became mitigated. This had the 
effect of prolonging the intervals, so that in the next twelve 
hours there was but little change. On the night of Feb- 
ruaiy 2d I was again summoned with the statement that 
now her labor pains were much more severe and the waters 
had broken. On examination, however, I found but very 
little dilatation of the os, and the bag of membranes ap- 
parently intact. As she now complained of severe head- 
ache, I gave the hydrate of chloral more freely. During 
the forenoon of February 3d I was hastily summoned by the 
nurse, who stated that the patient acted rather queer and 
seemed to show slight twitchings of the face. A close in- 
spection instituted hj me upon my aivival detected no distor- 
tion of the face, and no aberration of mind beyond a consid- 
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erable drowsiness, which was attributed to the chloral, of 
which she had taken two drachms in six hours. Her^ pulse, 
however, which liad been normal, was now 120, with no 
marked elevation of temperature. Five-drop doses of tincture 
of veratrum viride were given every half-hour until the pulse 
was reduced to 80. The os continued slowly to dilate, until 
in the evening it was the size of a half-dollar. As the patient 
was now very much exhausted, and it occurred to me that 
the great distention of the uterus and abdomen might prevent 
proper uterine contractions, owing j)Ossiblv to an increased 
amount of liquor amnii, I ruptured the membranes for the 
purpose of relieving the tension. A gush of liquor followed, the- 
pains became mo]-e active, and dilatation increased. Before 
Qomplete dilatation, however, uterine inertia set in, and I de- 
livered the woman, with the forceps, of a living male child 
weighing seven and a half pounds. Shortly after pains un- 
usual in severity again occurred, and on examination a second, 
fetus was discovered, which also had to be delivered by the 
. 'foi'ceps, when the head descended to the floor of the peri- 
jy'i'iieum, owing to the sudden cessation of pains. This child,, 
^’ii^plso a male, gasped a few times after birth, but then ceased 
to breathe, although all the various methods of resuscitation 
were tried. It was well formed, and weighed flve and a quarter 
pounds. Each child was in a separate amniotic sac and had its- 
own placenta, that of the fii’st child being normal in size,, 
whilst the afterbirth of the second was very small and [the 
cord correspondingly slender. 

The mother made a slow recovery, in due time attained the 
usual lacteal secretion, and regained her appetite, which, in 
fact, had been extraordinarily good up to the time of her 
confinement. A slight rise of pulse and temperature con- 
tinued throughout the puerperal period, although the subjec- 
tive symptoms were good. Great diap^resis continued dur- 
ing the entire period, and the albumin is rapidly diminishing. 
She is still very anemic, but the edema, which persisted some 
time after labor, has entirely disappeared. The patient is 
regularly taking quinine and iron, five grains of the former to 
thirty drops of the muriated tincture, three times a day. 

It maj' be of interest to add that a sister of this patient 
had had violent convulsions during her puerperium. 
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BENJAjMIN FORDYCE barker, M.D., LL.D. 

Bom May id, 1818 ; Died May SOth, 1891. 


Although not entirely unexpected, for it was known to his 
friends and the majority of the profession that he was in 
feeble health, the death of Dr. Barker came like a thunder- 
bolt to his many friends and admirers. When the news ap- 
peared in the evening papers of May 30th that Fordyce Bar- 
ker was dead, it is no exaggeration to say that a gloom spread 
over the whole medical profession of the city of New York 
— a feeling which extended throughout the whole land and 
across the ocean as the sad news was promulgated. Not only 
those who had enjoyed the privilege of Dr. Barker’s acquaint- 
ance and friendship, but also the many who had met him but 
casually, felt as though each had lost a dear friend, and 
as though he himself had been afflicted by a personal ca- 
lamity. 

There surely never was in the city of New York a member 
of the medical profession who was more popular, and deserv- 
edly so, than Fordyce Barker. If he had enemies among the 
medical profession, they, with rare exceptions, were careful 
to hide their feeling ; and among the laity — that is to say, 
among the large, wealthy, and influential portion of the com- 
munity whom he numbered among his patients — his name 
was a household word, his visit a ray of sunshine. 

Dr. Barker understood, with a tact which was never at fault, 
how to impress his patients with the belief that he was their 
personal friend as well as medical adviser, and that no case 
interested him as much as the one which he was at that mo- 
ment attending. And in conveying this impression Dr. Bar- 
ker’s kindness of heart and sympathetic 'manner had a large 
share. It is safe to say that no man ever approached the bed- 
side of a patient who carried with him more of the qualities 
necessary to gain the confidence of the sufferer and lead him 
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or lier to expect a speecl}^ recovery, than did Dr. Barker, 
But let it not be inferred that the beneticial results of his 
visits were due mostly to his personal magnetism and genial 
words. While not a surgeon — indeed, rarely ever touching 
the knife — he understood to a marvellous degree the effect of 
drugs combined with hygiene upon the human system ; and 
the writer of this memoir, Avhile assistant surgeon to Dr, 
Barker at the New Tork Woman’s Hospital, had many an 
opportunity to admire and profit by his medical treatment of 
gjmecological cases. 

As a family practitioner Dr. Barker’s position in New Tork 
was practically unique. He en joyed the confidence of the ma- 
jority of the prominent families of the city, with many of 
whom he had, as it were, grown up in their rise to affluence 
and distinction. 

As an obstetrician, Dr. Barker, almost up to the time of his 
death, was more sought for, by those able to pay his fees, than 
any other accoucheur in the city. Having been in practice in 
New York for fort}’’ years, his experience both in ordinary 
obstetric cases and as a consulting obstetrician was enormous, 
and his services were called for in the majority of diflBeult 
confinements occurring in high life. In spite of a defect of 
speech, owing to a partial paralysis of one of his vocal cords, 
which for over twenty years rendered his voice husky, Dr, 
Barker was an excellent teacher, a fluent speaker, and as an 
after-dinner orator second to none in the medical profession 
during his palmy days. His great fund of anecdote, his per- 
sonal acquaintance with many prominent men in this country 
and abroad, his genial humor, and his hearty good-fellowship 
with all who enlisted his sympathies, rendered a speech from 
him or an evening spent in his company a treat always to be re- 
membered and treasured up as a pleasant episode in the recol- 
lection of the participants. No more genial host than Fordj’ce 
Barker has, within the memory of the writer, figured in New 
Tork society. He had a faculty of making his guests feel 
at home, at peace Avith themselves and each other, and his 
dinnej’s and receptions Avere so popular that on the latter occa- 
sions his hospitable home was invariably crowded by the elite 
of the profession. His generosity AA’as unbounded, and his 
check book always at the service of professional enterprises 
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and needy fellow-practitioners. Truly, Tordyce Barker was 
one of l^ature’s gentlemen and a Prince among men ! 

Born in Wilton, Maine, and graduated at Bowdoin College, 
lie visited Edinburgh and Paris, receiving the degree of Doctor 
of Medicine at the latter university in ISll. He first began 
practice in Honvich, Conn.,- was made professor of midwifery 
in Bowdoin Medical College in 1845, and professor of the same 
branch and the diseases of women at the New York Medical 
College in 1850, when he removed to this city. 

In 1852 he became obstetric physician to Bellevue Hospi- 
tal, and in 1860 professor of clinical midwifery and diseases 
of women in Bellevue Hospital Medical College, which posi- 
’ tions he held for many years until increasing cares and years 
obliged him to relinquish them. 

Dr. Barker was consulting physician to Bellevue Hospital, 
the Nursery and Child’s Hospital, St. Elizabeth’s Hospital, 
the Cancer Hospital, and for several years surgeon to the 
Woman’s Hospital. He was a member of many medical as- 
sociations, notably the New York Academy of Medicine, of 
which he- was president from 1818 to 1884; the New York 
County Medical Society, the New York Obstetrical Society, 
the New York Pathological Society, the New York Medical 
and Surgical Society ; the Medical Society of the State of New 
York, of which he was formerly president ; and the American 
Gynecological Society, of which he was the first president in 
1876. He was also Honorary Fellow of the Boyal Medical 
Society of Athens and of the obstetrical societies of Edin- 
burgh, London, Philadelphia, and Louisville, and of the Phila- 
delphia College of Physicians. In 1886 the University of 
Edinburgh conferred upon him the degree of LL.D., which 
he had already received from Bowdoin and Columbia Col- 
leges. He contributed to medical literature many lectures 
and papers, and was the author of a standard work on 
puerperal diseases, which was published in 1874, and was 
translated into Italian, French, German, and Spanish. He 
was also the author of a treatise on seasickness. 

It was Dr. Barker’s habit for many years to spend his sum- 
mers abroad, where he made the acquaintance not only of the 
leading members of the medical profession, chiefly in Eng- 
land and F ranee, but also of many literary, social, and artistic 
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celebrities, such as Dickens, Thackeray, Christine Mlsson, 
who, on visitins: this country, were his friends and patients. 
His parlors, waiting and consulting rooms were filled with 
mementoes of these and many other distinguished people, 
and his house was in a measure a rendezvous for eminent 
foreigners, who will miss by his death the opportunity to 
meet kindred spirits on this side of the Atlantic. 

Time will show who will prove himself willing and able to 
take Dr. Barker’s place. The writer cannot close this imper- 
fect sketch without referring to the personal obligation which 
he bears to the memory of his lamented friend. When a 
young, struggling practitioner, seeking to establish himself 
in this city with a view of eventuall}’ becoming a specialist, 
and when the road seemed steep and narrow, and success at 
the best doubtful, Dr. Barker was among the first to lend a 
helping hand by offering the writer the position as assistant 
surgeon on his service at the Woman’s Hospital, to which he 
(Dr. Barker) had just been appointed to succeed Dr. J. Marion 
Sims. For this act of friendly kindness the writer can never 
sufficiently express his thanks. • 

Although not connected with Dr. Barker in private prac- 
tice, the writer has never ceased to entertain for his former 
chief the sentiments of unbounded respect and admiration 
which were inspired by the kindly act referred to and main- 
tained by many subsequent evidences of friendship and good- 
feeling. ■ This memoir is but a slight tribute of the author’s 
affection for his old friend and teacher. 

Paul F. Munde. 


KESOLUTIONS OF THE NEW YORK OBSTETRICAL SOCIETY ON THE 
DEATH OF DR. FORDYCE BARKER. 

Resolved, That by the death of Dr. Fordyce Barker the 
Hew York Obstetrical Society has sustained the loss of its 
oldest and most eminent Honorary Fellow, who, though pre- 
vented in recent years, by reason of his failing health, from 
taking an active jiart in its scientific work, always maintained 
a lively interest in its proceedings and rejoiced in its pros- 
perity. 
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Eesolued^ That the Fellows of this Society, recalling his 
numerous acts of kindness toward them individually, feel that 
when his great, warm heart ceased to heat they lost not only 
one who was the finest type of professional honor and dignity, 
hut a long-tried personal fi'iend. 

Resolved, That they will cherish his memory as, that of a 
wise physician and a chivalrous, high-toned gentleman, whose 
name will ever remain a synonym for all that is noblest and 
best in our profession. 

Resolved, That they respectfully tender to the family of the 
deceased their sincere sympathy, and that copies of these reso- 
lutions be sent to them and published in the various medical 
journals. For the Society, 

Thomas Addis Emmet, M.D. 
William M. Polk, M.D. 
Joseph E. Janvrin, M.D. 
Henry C. Coe, M.D. 


The Medical Board of the Hew York Maternity Hos- 
pital adopted the following resolution : 

Resolved, That by the death of Dr. Fordyee Barker, con- 
sulting surgeon to the Hospital, we have met with the loss of 
a warm personal friend as well as of a valued counsellor. Al- 
though unable, by reason of increasing infirmities, to take an 
active part in the work of the Hospital, his interest in its 
welfare and in the branch of medicine in which he was so 
eminent never abated. In common with the whole profes- 
sion, we cherish his memory as that of a wise physician 
and a good man, who died full of years and honors. 

By the Board, 

Henry C. Coe, M.D., 

Secretary. 

At a meeting of the Medical Board of Bellevue Hos- 
pital, held June 1st, 1891, the following resolutions were 
adopted : 

Resolved, That it is with the deepest sentiments of regret 
that this Board has learned of the death of Fordyee Barker, 
M.D., LL.D., wFo has been identified for so many years with 
53 
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tlie medical staff of this Hospital as one of its most distin- 
guished and deservedly esteemed members ; that his removal 
at tills time is felt by his colleagues as a special loss to this 
institution. 

Resolved, That in Dr. Barker his colleagues have always re- 
cognized a man of exceptional endowments, both of mind and 
education, which made him the ornament and pride of medi- 
cine, which caused him to be an example in these respects to 
all his fellows. 

Resolved, That the thirty-five years spent in ministering to 
the sick in this Hospital with the faithfulness to that duty 
which characterized Dr. Barker, is of itself a testimony to the 
worth of the life which is now closed. But, in addition to 
this, Dr. Barker used the opportunities of his connection with 
this Hospital to teach others bj' his experience, by his wide 
knowledge, by his exceptional skill, and by his great literary 
gifts, to an extent which has been widely appreciated by the 
whole medical profession in America and abroad. 

George "Woolsey, M.D., 

Secretary Medical Board. 


OOBRBSPONDENOE. 


THE VAGINAL OPERATION FOR SHORTENING THE UTERO- 
S ACRAL LIGAMENTS. 


To THE Editor op The American Journal op Obstetrics, etc. 


Dear Sir ; — In an able article contributed, by Dr. C. E. 
Herrick, of Grand Bapids, Mich., to your esteemed journal, 
and entitled ‘‘ An Operation for Shortening the Utero-saeral 
Ligaments,” originality is claimed by him for an operation 
described by me in 1888 in Byford’s “ Diseases of Women,” 
on pages 526 to 528. 

He says : “ Both Frommel and the late Professor Byford 
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suggested sliorteniug tliese ligaments, . . . but botb operators 
first opened the abdomen, etc.” 

If you will allow the space, I would like to present the fol- 
lowing quotations side by side, the first from Byford’s ‘‘Dis- 
eases of Women,” which was in the hands of the printer by 
October, 1887, and the second from Dr. Herrick’s article in the 
March, 1891, number of your journal. I have italicized the 
expressions found in both descriptions. 


With a small pair of tenaculum 
forceps I drew the cervix forward 
until I could feel the somewhat 
tense sacro-uterine ligaments by a 
finger of the other hand. ... I 
used (1) a long heavy needle slightly 
curved. Some difficulty was expe- 
rienced, for the needle point had to 
he introduced into the (2) mginal 
covering of the cervix just below the 
attachment of one of the ligaments, 
(3) carried up to the ligament and 
backward along the ligament (as felt 
upon the finger) into the back part 
of the pelvis. , .. So far I have 
merely tied the stitch about the 
puckered vaginal wall that is in- 
cluded. Had I not done them as se- 
condary ... I should have (4) ex- 
cised a fold of vaginal wall between 
the entrance and exit of the needle. 
Before the needle is pulled through, 
an assistant should (.5) introduce the 
finger into the rectum for the purpose 
of making sure that the needle has not 
punctured it. 


Some few months past . . . this 
led me to attempt the modification 
of post-cervical adhesion as an ope- 
ration, by shortening the posterior 
ligaments without opening the abdo- 
men. . . . The (4) posterior portion of 
the uterine neck is denuded , . . then 
the cul-de-sac of Douglas is in turn 
denuded to correspond. . . . The first 
suture should be introduced through 
the (2) membrane of the cervix, with 
a (1) curved needle of as great length 
as can be used through the specu- 
lum; then it should be carried high 
up through the wall of the cul-de-sac 
and as close to the uterus as possible, 
(3) when the operator will distinctly 
feel the needle pierce the utero-sacral 
ligament; then he should carry the 
needle well back and as close to the 
rectum as possible. , . . Before the 
deep suture is taken the operator 
should (5) pass the finger into the rec- 
tum. . . . While introducing the 
deep suture he should keep, the (5) 
finger in the rectum as a guide to avoid 
puncturing it. 


Other similarities of a less striking nature occur, as they 
would naturally in two descriptions of the same operation.. 

I cannot see where the originality of his procedure lies, ex- 
cept that while I merely suggested a post-cervical excision of 
vaginal wall, he started out Muth a denudation as one o£ the 
principal steps. I agree, however, that such denudation 
should always be carried out, for although I have taken up 
all of the ligaments that I could in ray sutures, I confess that 
I have been disappointed in the results. The abdominal 



836 


TRANSACTIONS OF THID 


pressure exerted upon the uterus has parti}' undone the good 
of the operation. In fact, it is just because the saero-uterine 
ligaments hold the cervix up against abdominal pressure tliat 
the method is somewhat irrational. The means are not ade- 
quate to the end. Alexander’s operation might be said to be 
more rational, because b}' it the uterus is so placed' that abdo- 
minal pressure assists leather tlian antagonizes the shortened 
ligaments in holding the uterus in its new position. 

I therefore think that the denudation is an important auxi- 
liaiy part of the operation, for bj'it not only the saero-uterine 
folds but the post-cervical connective tissue can be drawn 
together, and thus be made to i-ender more firm resistance. 
Instead of denuding only the posterior wall of the cervix, 
however, 1 would suggest denuding the lateral vaginal forni- 
ees, and placing the sutures so as to draw the bases of the 
broad ligaments back toward the saero-uterine, and thus get 
the aid of the lateral as well as posterior connective tissue, 
by which alone we can hope to fix the cervix back as it is in 
normal anteversion. Then the bases of the broad ligaments 
will work together with the saero-uterine. 

The opening of the peritoneal cavity is spoken of later as 
a possible modification of this procedure, and in connection 
with another method of operating. 

Yery truly yours, 

Henry T. Byford. 

Chicago, June 1891. 


TRANSACTIONS OF THE NEW YORK. 
OBSTETRICAL SOCIETY. 

Stated Meeting, April 215^, 1891. 

The President, Joseph E. Janvein, M.D., in the Chair. 
peremeteitis foelow'ing- perityphlitis. 

Dr. H. J. Boldt related the following ease : About three 
weeks ago he had been called to see a case in consultation in 
which he had performed some plastic operation a number of 
months before, the patient having completely recovered from 



NEW YOKE OBSTETKICAIi SOCIETY. 


83T 


the operation. She had been in good health to within a 
weelc of the time he saw her. Her symptoms began with 
pain in the ileo-cecal region, the pain remaining stationary^ a 
few days, then radiating over the abdomen. He felt a dis- 
tinct tumor at the cecum, made a diagnosis of ^ appendicitis, 
but did not advise an operation. The patient did well nnder 
the expectant plan of treatment, cold applications, and rest. 
He saw her again two days ago. She had apparently re- 
covered from the attack of appendicitis, but still had some 
pain in that region. It had also extended gradnally down- 
ward on the right side, toward the back and hypogastrinm. 
Examination revealed a mass crowding the uterus forward 
and upward, the mass lying posteriorly and on the right, and 
continuous with the uterus. It seemed evident that inflam- 
mation had extended from the cellular tissue around the ver- 
miform appendix to that about the uterus, setting up a peri- 
metritis. There was no other cause for the perimetritis 
except the appendicitis. While perimetritis was known to 
occur occasionally, he had seen no other case in which he 
had been able to trace it so clearly to appendicitis. 

Dr, G-randin asked whether ovarian and tubal disease 
could be excluded as the cause of the perimetritis. 

Dr. Bolbt replied that the pains had been confined en- 
tirely to the ileo-ceeal region ; there alone a mass could be 
felt, while the uterus and its appendages had been movable. 
Moreover, not long before the attack of appendicitis’ he had 
had occasion to examine the patient, and the pelvic organs 
were then normal. 

He added that no operation had been performed, but the 
patient was then in the hospital, and if an abscess should 
form it would be opened. 

HYPEREMESIS GRAVIUARUM. 

Dr. J. R. Goffe related a case of obstinate vomiting of 
pregnancy in which it was necessary to induce miscarriage. 
It occurred in a woman who had been pregnant six years 
before, who then had obstinate vomiting and became so re- 
duced in flesh and strength that it was necessary to bring on 
abortion at about the third month. Septicemia followed, 
and she was confined in bed for six or seven weeks. This 
occurred while she was in Boston. 

In her recent and second pregnancy nausea began almost 
immediately with the cessation of menstruation, and had 
become so severe before the end of the first month that 
she was unable to retain anything in the stomach. At the 
second month Dr. Goffe gave instructions that she remain in 
bed, and, after trying various medicinal agents, put her upon 
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nutritive eneinata. Among the agents tried Avere oxalate of 
cerium, bismuth, cocaine both local]}’- and by the stomach, 
applications of pure carbolic acid to tlie cervix, cotton tam- 
pon with glycerin. The local applications succeeded in soft- 
ening the cervix, which had been vei-y hard. There was no 
flexure of the uterus. The vomiting continued, aud after 
the patient had been in bed four weeks, and had become ex- 
ceedingly restless and sleeifless, he Anally decided to induce a 
miscarriage. 

Ether was given, and the ceiwix was opened with the steel 
dilator. The internal os was tough, like gristle. He suc- 
ceeded, in twenty or thirty minutes, in so far dilating the cer- 
vix as to be able to introduce an instrument and pass it 
around the cavity, between the fetus and uterine Avail. The 
after-treatment consisted in washing out Avith bichloride solu- 
tion, and in packing the uterus Avith iodoform g.auze, the end 
of which projected from the vulva. The nausea and vomit- 
ing ceased almost immediately ; there had been no rise of 
temperature ; the jjatient had made a perfect recovery. The 
third day about eight inches of the gauze, Avhicli had been 
soiled, Avas pulled out and cut off ; the same amount Avas cut 
off two days later ; the next day the remainder Avas taken 
out and found in pure condition. There had been scarcely 
any discharge. He expressed his satisfaction with the use of 
gauze in these cases. 

Dr. E. H. Grandin remarked that the method of dilata- 
tion employed by Dr. Goffe AA’as not the usual one in bring- 
ing on abortion, but he thought it was the proper one in 
hyperemesis gravidarum. In these cases the Avoman’s gen- 
eral condition was so low that the quicker the operation for 
abortion Avas accomplished the better. Where the catheter 
Avas introduced to the fundus and left to excite uterine con- 
tractions, one might haA’e to Avait forty-eight hours. He pre- 
ferred, then, the steel dilator or aseptic tupelo tent, and, after 
dilating, to introduce a loTig, dull (not sharp) curette, and re- 
move tlie fetus at once. He apjjroved of drainage by a strip 
of gauze, but said it should not be used with an idea of tam- 
poning. The gauze drain Avould not irritate the uterus, as 
the glass or hard-rubber stem Avas liable to do. He would 
ahvays drain the septic uterus. 

Being asked by the author his vieAvs of the treatment by 
dilatation alone. Dr. Grandin said that five weeks ago he had 
been called in consultation to a case of vomiting of preg- 
nancy in which the attending physician had tried every 
means, except dilatation, without success. Dr. G. performed 
dilatation, not with much hope of success, since ordinarily he 
had found it to fail ; but in this instance it proved successful 
at once. 
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With regard to drugs, he had lately administered, in three 
cases of physiological vomiting of pregnancy, a remedy 
which had given greater success than anything else which he 
had yet tried. He had given np oxalate of cerium, also co- 
caine, and had about despaired of helping these patients by 
means of drugs, until he had happened to read an article in 
which ingluvin, or the extract of the gizzard of the domestic 
fowl, had been recommended. In the three cases he had 
given it in thirty-grain doses, beginning half an hour before 
the patient rose in the morning, and in all the vomiting had 
been checked. 

De. Charles J EWETT had had considerable satisfaction with 
cocaine. He would try ingluvin, which had been so success- 
ful in Hr. Grandin’s hands, but it would probably prove use- 
less in just the class of cases where it would be most needed, 
namely, cases in which nothing would stay on the stomach. 
With regard to iodoform gauze, it was doubtless a good 
method of drainage, but he saw no reason in ordinary cases 
for the introduction of any kind of drain. The uterus was 
open, drainage was free, and the gauze, or anything intro- 
duced into the cavity, might even favor sepsis rather than 
prevent it. 

Hr, Clement Cleveland said he had used ingluvin in a 
good many cases, the first time being over ten years ago, 
but he had never given it in as large doses as Hr. Grandin 
had mentioned ; nor had he ever obtained as positive results 
with it, although in a number of cases it had acted satisfac- 
torily, He had given it in doses of five grains before and five 
after meals. 

Hr. H. a, Mueray wished to speak of two points in con- 
nection with Hr. Goffe’s case. First, the use of the gauze 
drain. He would like to know why it was used ; what was 
the necessity for it. He had never seen, for instance, severe 
hemorrhage from a uterus which had been emptied at the 
third month and a half. The cavity being open, he had 
seen no necessity for a drain of any kind. He made this 
statement after having seen as many as a hundred cases 
where the fetus had been removed or in which miscarriage 
had taken place spontaneously. He believed the tempta- 
tion to introduce iodoform gauze into the uterine cavity 
was altogether too strong and should be resisted. Even in 
miscarriage toward term, a number of gentlemen had intro- 
duced gauze into the uterine cavity when he believed there 
was no necessity for it. It was more likely to cause sepsis 
than to prevent it, especially where, as in Hr'. Goffe’s case, the 
cavity had already been washed out with bichloride solution, 
rendered aseptic, and contraction favored. If there was hem- 
orrhage, then something must have been left in the uterus. 
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The best evidence that the utenis was empty was the fact 
that bleeding had stopped. 

In checking the vomiting of pregnancy, he had had a good 
deal of success with the oxalate of cerium, combined with co- 
deia given in sufficient amount to obtund sensation. Codeia 
had succeeded where morphine had failed; and it also had the 
advantage, he thought, of not checking the secretions of the 
intestines. In some eases it was necessary to dilate the cer- 
vix, and in this class cocaine was of benefit in diminishing 
the reflex of the cervix. 

One should not forget, in cases of obstinate vomiting, to 
examine for retroversion or retroflexion. This was especially 
important in pregnancy between the eighth and fourteenth 
weeks, a period when the displaced uterus might get caught 
under the promontory of the sacrum. He had seen three 
cases in which vomiting ceased after raising the uterus to its 
proper position. 

De. Floeian Keug remarked that as the vomiting of preg- 
nancy was a common occurrence, the difficulty lay in deciding 
when the vomiting had ceased to be physiological and had 
become uncontrollable. For instance, the patient might have 
remained under the care of the family physician until the 
third or fourth mouth, being assured that the vomiting would 
cease after a time, but finall}’-, the usual means failing, she 
was sent to the gynecologist. How, in such a case it was ex- 
tremely difficult i'or the latter to say at once whether abortion 
should be brought on or whether less radical measures should 
be tried yet. He had to confess to one misjudgment in ex- 
actly such a case a short time ago. He was of the opinion that 
the woman was not in such a condition as to demand imme- 
diate abortion, and he therefore tried some other means 
which had not yet been resorted to by the family physician. 
In that way he lost about a week or ten days before he realized 
that nothing would prove successful except to induce abor- 
tion. It was a little too late, however, and the patient died 
that night. The jmlse suddenly grew weak, the heart failed 
and would respond to no stimulants, although the uterus was 
emptied quickly without loss of blood. He thought, aftm' 
this experience, that one should draw the line more closely m 
favor of the mother and at the sacrifice of the fetus. As to 
the manner of inducing abortion, he was decidedly in favor ot 
dilating at once and removing the fetus instead of 
tents. He would further avoid even the smallest loss of blood, 
and was also in favor of perfect drainage. As the packing 
of the uterine cavity with iodoform gauze would accompli^i 
these two objects in a perfect manner, he would strongly ad- 
vocate this measure, and could see no objection to using it 
in these cases. 
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■Dr. a. M. Jacobus had used with some degree of success 
in the early months of pregnancy, when the nausea and vom- 
iting were largely reflex or sympathetic, nearly all the reme- 
dies which had been mentioned, including local applications 
to, and dilatation of, the cervix uteri. But in cases in 
which later there had developed a chronic catarrh of the 
stomach and the patient could scarcely digest or retain 
anything in consequence, he had obtained excellent results 
from the internal use of the oxide of silver. About a quar- 
ter to one-half of a grain, in conjunction with a bitter ex- 
tract — ^gentian or nux vomica — should be administered four 
times a day on an empty stomach. The books specially men- 
tioned nitrate of silver, but he had found the oxide better 
tolerated and more serviceable. It acted as a stomachic as- 
tringent and probably also as an alterative tonic and ner- 
vine. 

The Prestbent recalled a case in which, , ten or twelve 
years ago, he had tried oxalate of cerium, codeia, and other 
remedies without avail ; and his attention then being called 
to an article giving directions for the use of chloral, he made 
an injection into the rectum, night and moi’ning, of about a 
scruple of that remedy dissolved in two ounces of milk. 
Afterward he added a little opium to control irritability of 
the rectum. This patient, who had had two prior abortions, 
was able to carry her child to term without further serious 
trouble. He had used the chloral in several cases since then, 
but in none of them was the vomiting so severe. 

Dr. Goffe said he had. used the gauze in this case to 
stimulate the uterus to contract and to afford good drainage 
by keeping the cervix open. He thought the ability to 
tolerate the gauze showed that the vomiting had been due 
not so much to the presence of the fetus in the uterus as to 
the condition of the os. He noticed, on removing the fetus, 
that it had been attached high in the uterus, and it was not 
unlikely simple dilatation of the os might have relieved the 
vomiting. But having gone that far, he thought it safer, on 
account of the condition of the patient, to go on and remove 
the fetus. 

RETROVERTED, ADHEREXT PREGNAXT UTERUS ; TWO OASES. 

Dr. Clement Cleveland reported two eases of retroverted, 
adherent pregnant uterus which, he said, Avere almost identi- 
cally alike. One of the women came to his office six weeks 
ago, when he found 'her about two months jiregnant. He 
had seen her about two years previously, when she gave a 
history of having had a pehdc inflammation two years before. 
The treatment then had consisted in packing the vaginal 
cul-de-sac with cotton several times a week. Having tried 
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this treatment six months, he pnt the patient nndev ether and 
attempted to force the nterns forward. While he succeeded in 
carrying it forward to some extent, it fell hack again imme- 
diately, showing that adhesion had not been broken. The re- 
sult was that the patient went away in abon t the same condition 
she was in when she came. He saw nothing more of her nntil 
the time just alluded to, seven weeks ago, when he found tlie 
uterus still bound down b}^ adhesions in the posterior position, 
and about two months pregnant. She was placed in the 
knee-chcst position, and an attempt was made to gently force 
the uterus up, but failed. He told her it would be necessary 
later to administer ether, when a more forcible effort would 
be made to replace the uterus, unless meanwhileut had risen 
out of the pelvis. A week ago she was placed under ether 
and Sehultze’s method was employed for raising the utejTis. 
It proved surprisingly easy work. The adhesions, which had 
formerly offered such effectual resistance, seemed to have 
softened with the advancement of pregnancy, and the womb 
was readilj' restored to position. A pessary was inserted, 
and the patient was getting along without difficulty. The 
other ease in which he had employed Schultze’s metnod was 
in a patient who had come to his office about two weeks ago. 
She had already passed the third month, and there had already 
been some loss of blood attended with bearing-do^vn .pain. 
The uterus about filled the pelvic cavity, and probably would 
not have risen without the assistance of Schnltze’s method. 
Ether was given, the patient placed on the back. The 
thighs were bent over the abdomen, two fingers introduced 
into the rectum, the thumb into the vagina, tlie right baud over 
the abdomen ; then by bi-mauipulation the uterus was raised 
out of the pelvic cavity. He had also used the method in 
the nuimpregnated retroverted uterus with adhesions, with 
partial success, but did not use much force, fearing there was 
tubal disease. 

Dr. Krug said that some time ago Dr. Waldo had read a 
paper before a section of the Acadevny of Medicine xu which 
he made the point that peri-uterine adhesions, particularly if 
posterior and strong enough to fix the uterus under the 
promontory of the sacrum, would almost invariably cause 
abortion. At the sa\ne time Dr. Krug expressed the opinion 
that the adhesions themselves were not the cause of the 
abortion, but attributed this accident to the endometritis 
wbicli xvas present in such cases. He still held that view, 
and thought it was supported by the two cases narrated by 
Dr. Cleveland. 

Dr. GrRANDiN Said he was very glad to hear the report of 
these cases, for Dr. Cleveland’s evidence gave him courage 
to test a method of which he had always been afraid. He 
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referred to Schnltxe’s method of forcibly stretching the 
adhesions. According to the prevailing view these chronic 
adhesions were due, at least as a rule, to pyo-salpinx or 
rupture of an ovarian abscess. Thus, we could never feel 
sure that in tearing up the adhesions we would not rupture a 
pus sac and set up a general or local peritonitis. He had a 
numher of cases in wliich the uterus was adherent, and in 
\^hieh he would like to break up the adhesions — cases in 
which he did not feel himself justified in doing laparatomy, 
for the simple reason that, althougli there might be a little 
pus in the tube or ovary, yet from his point of view it was 
not sufficient to endanger life, therefore he did not care to 
subject the women to the possible risk of dying under the 
knife. From what Dr. Cleveland liad said, he thought he 
would now have sufficient courage to break up the ad- 
hesions. 

Regarding the adherent gravid uterus, his experience had 
been the reverse of Dr. Krug’s. It was his experience that 
these women miscarried about the third or fourth month 
because the uterus was unable to rise above the pelvic brim, 
the fundus being fixed below tlie promontory of the sacrum. 
There was no question but what the. adhesions did soften, as 
all Hie pelvic viscera softened, during pregnancy, but in his 
experience the uterus had ordinarily cast off the product of 
conception. In the next case, if he could not restore the 
uterus with the patient in the knee-chest position, he would 
try Schultze’s method. 

Dr. Cleveland said it was understood, of course, that 
the uterus was firmly bound down by adhesions, and that it 
would have discharged its contents, 'because there was not 
room for it to go on growing in the pelvic cavity, uterine 
contractions being excited by pressure of the organ against 
the pelvic walls. He said Dr. H. D. Hicoll had recently 
told him of a case in which Dr. Thomas and himself had 
failed to replace a pregnant uterus, and decided to wait and 
see wliat Hature would do. About the fourteenth week the 
patient sent for Dr. Hieoll because of sudden and severe 
pain, which, however, had ceased when he" arrived. He 
found the uterus had risen above the promontory, showing 
that some cases would be relieved without the aid of artifi- 
cial means. 

Dr. Boldt, referring to a remark by Dr. Grandin, said 
that it was not his experience that the. majority of cases of 
retroversion of the uterus with adhesions had their oriofn in 
oozing of pus from the tubes or rupture of an ovarian abscess. 
Hundreds of cases of retroversion of the uterus with adhe- 
sions which had been treated by Schultze’s method showed 
that this could not be true. While fonnerly he was liimself 
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afraid of causing injury by the manipulations, yet, having 
become tired of the slower method of treating posterior ad- 
hesions by massage, he had later tried Schultze’s method in a 
number of cases and. had had no untoward result. Of course it 
was necessary to e.vclude disease of the adnexa, which could 
be done under an anesthetic. In properly selected eases he 
had found Schultze’s method one of the best with which he 
was acquainted. 

Dk. H. T. Hanks recalled four eases in which pregnancy 
had gone to the thii'd and fourth month with the utei-us in 
the retroverted position. In one of them miscarriage took 
place very soon after treatment had been begun. He 
thought that in much the larger majority of the cases the 
uterus could be restored after placing the patient in the knee- 
chest jiosition and giving chloroform. He thought the 
pi’obable cause of miscarriage was usually crowding of the 
uterus in a cavity too small "for its growth. It was true there 
was likely to be some endometritis accompanying the peri- 
metritis and adhesion. He tliought much more reliance could 
be placed upon Nature and the Knee-chest position in these 
cases than was commonly supposed. 

Dr. Cleveland thought it had not been understood that 
he was speaking of eases of retroversion in which there was 
no doubt of the tirmness of the adhesions and the fact that 
the uterus could not be restored except as he had described. 
He had a, number of cases of retroversion without adhesion 
in the pregnant xiterus, which were restored without diffi- 
culty. He did not believe, however, that the cases which 
he iiad just narrated could have been treated successfully 
except by Sehultze’s method. 

AIODIFIED SCISSORS. 

Dr. Cleveland presented two pairs of scissors for use in 
repairing the lacerated perineum and cervix uteri, being a 
modification of those already in use, in that the handles were 
made shorter, which allowed of greater accuracy and ease in 
their use. 

The President then read the pajier of the evening, 

A plea for exploratory abdominal section in the early 

STAGES OF TUBAL PREGNANCY.’ 

Dr. Hanks said it was true that tubal pregnancy, its 
pathology and treatment, had received a great deal of atten- 
tion during the past eight years, and he thought all would 
agree with the author that the ideal method of dealing with 
it was by laparatomy. But not everyone would agree that it 

’ See original article, page 789. 
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was criminal to defer laparatomy and use electricity. It did 
not necessitate crippling a woman to destroy the ovum in the 
tube at the second month. He could point out four women, 
within eleven blocks of the meeting, in whom the ovum had 
been destroyed by electricity, but who were then as healthy as 
any person present. One of them was pregnant at this time. 
He knew not of a single ease in which electricity used at 
this early stage, before rupture had occurred, had destroyed 
the life of the woman ; on the contrary, it had saved its sub- 
jects. He would say, with the author, that the abdominal 
surgeon would be foolish to resort to electricity if the patient 
would consent to laparatomy. But what was one to do when, 
as in two of his cases, the patients would not consent to an 
operation ? He would have been willing to operate in two 
cases, certainly in the second one, had the patients con- 
sented ; but, without the operation, they were to-day as 
healthy as any women in the city. 

There was one diagnostic sign mentioned b}’’ the author to 
which sufficient attention had not been given, and which he 
had not recognized when he prepared his papers which he 
read before the American Gynecological Society at "Washing- 
ton. He referred to the sliape of the uterus. In normal 
pregnancy tlie uterus increased in size intheantero-posterior 
diameter, while in tubal pregnancy the enlargement was 
more uniform. 

He wished to strongly protest against talking down electri- 
city, especially in the practice of the general practitioner, 
who might not be able to call in an abdominal surgeon. It 
did not kill the women ; it did save them before the tenth 
week. He did not mean cases in which the tubal pregnancy 
had gone on to the fifth or sixth month, to which reference 
had sometimes been made. Of course at that date the ovum 
would have to come away. The only case of his five in which 
there had been any after-symptoms due apparently to the 
remains of the pregnancy destroyed by electricity, was in a 
case in which he tapped a tubal cyst last fall,’ the patient 
then refusing laparatomy. In conclusion, he said that he 
agreed with the author that the ideal method of dealing wdth 
the cases w^as by laparatomy ; but people in Kamtchatka 
need not wait for the arrival of a laparatomist from Hew 
York, but might wisely resort to electricity. 

Hr. Grandin said it was very much like bringing coals to 
Hewcastle for him to say anything on this subject He had 
talked aliout it considerably, and had found that he and his 
friend, the author, never had been able to agree upon it. If 
an,y paper could carry conviction, the one just read ousht to 
do it. But he was still steadfast to the faith within him ; not 
because he had had considerable experience with electricity. 
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and knew liow to nse it, and did not fear it, but because of a 
well-grounded belief that the nse of electricity, in tlie absence 
of symptoms of rupture, was safer for the woman immedi- 
ately than was laparatonry; and, further, because he knew 
that if at any future time these insignificant remnants should 
give rise to trouble, laparatoni}’’ could at any time be done as 
well as if it had been done primarily. In other words, he be- 
lieved that ])rimary laparatomy, in the absence of symptoms 
of ruptuj’e, was subjecting the woman to needless risk. 
Again, primaiy laparatomy might be quite an ideal operation 
for the hospital, for tlie surgeon who knew how to enter the 
abdominal cavity, and who, when he got there, was able to 
meet the emergencies which in any ease, however simple, he 
might have to face ; but it was very different with a man 
who had never entered the abdominal cavity and had never 
seen the abdominal cavity opened. His position was very 
like that of the student who came to his first .obstetrical case 
or who made his first vaginal examination ; if he did not en- 
ter the rectum, his experience would be different from that of 
many students when they first examined a woman under the 
bedclothes without the aid of sight. The chances were that 
the physician, on opening the abdomen for the first time, 
would not know just what to do with the tube. He asked, 
Was there a gynecologist in New York philanthropic enough 
to leave his work and go a long way into the countiy to do 
lajjaratomy when there might be no money back of it? — do 
it for nothing ? ■ Could the average man leave his practice to 
act as an unpaid expert ? In short, the country practitioner 
was bound to use the best means at his disposal, and that was 
electricity. He could nse electricity with perfect safety to 
the woman ; it would kill the fetus, and this would, if not 
absorbed, remain quiescent, or, at most, cause a small pyo- 
salpinx. So far as that was concerned, it could be reasonably 
said that many Avomen Avere going around Avitb a little pus in 
their tubes and Avere none the worse off, except for slight at- 
tacks of pain. ^ . • 

To look at the subject from the statistical standpoint, all 
must be familiar Avitli the forty -three carefully-recorded cases 
of ectopic gestation treated by electricity, collated a few 
years ago by I)r. Brothers. Of these forty-three cases only 
one proved fatal, and in that one piuActure Avas resorted to 
after electricity bad been used. The Avoman died of septice- 
mia because of the puncture, and not because electricity had 
been used. In one other case electricity Avas used at the fifth 
month, whereas those who advocated this agent drcAV the 
limit at the third month, for after that date we Avere dealing 
Avith more than a fetus and its membranes — Ave were dealing 
Avith a maturing placenta. In such cases it Avas folly to use 
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electricity. That patient liad ulceration into tlie vagina, al- 
tliougli she did not die. It was needless to say that in another 
case— one of gestation at the eighth month— electricity 
sliould not liave heen employed. In that instance also the 
fetus ulcerated through the vagina, although' the woman did 
not die. Of the forty -three cases, twenty -five were heard of 
from one to eight years after the ectopic gestation had heen 
treated hy electricity, and all were well. This disposed of 
the argument, prettj’ thoroughly he thought, that the rem- 
nants would do harm. They might do harm, hut in these 
twenty-five cases which were afterward heard from they did 
not cause any trouble. With these facts before him, the 
speaker was still of the opinion that up to the third month, 
with absence of symptoms of rapture, the pro]3er treatment 
was hy electricity. But if there were any evidence of rup- 
ture, he would advise opening the belly at once, to avoid 
danger of death from internal hemorrhage. The form of 
electricity to he used was galvanism. There was a hypo- 
thetical risk of rupturing the cyst hy exciting contraction of 
the muscular fibres in the tube, if faradism were used. 

De. Boldt said, with regard to country practitioners, that 
he doubted whether they were able, as a rule, to make a diag- 
nosis of ectopic pregnancy to begin with, or to use electricity 
if they did make the diagnosis. The majority of them knew 
as little about the correct application of the galvanic current 
as they did about abdominal section. For his own part, he 
had never been so fortunate as to see cases of tuhal preg- 
nancy before there were symptoms of rupture and hemor- 
rhage. He believed, with Dr. Hanks and Dr. Grandin, that 
before the tenth week of gestation patients might be treated 
safely by the galvanic current, althougli lie would personally 
prefer to do laparatomy. He would prefer to remove the 
tube, for the added reason to those which had heen given 
that it would be rendered useless if allowed to remain, would 
become the seat of a ])yo-salpinx ; and even a small collection 
of pus was not innocuous, although not as dangerous as a 
larger collection. While, therefore, he would prefer to open 
tlie abdomen, if the ])atient would consent, lie still believed 
that we were perfectly justified in using galvanic electricity 
up to a certain period of gestation. 

De. Kiiuo did not think we should attempt at this Society 
to lay down_ rules for the country practitioner. We ought 
rather to strive for the safest and ideal method, and establish 
rules for that, instead of opposing it on the plea that it might 
not he safe in everybody’s hands. Even admitting that the 
country practitioner was to be debarred from doing abdomi- 
nal surgery, he thought that electricity in his liands was about 
as unsafe as the former. He believed tliat ectopic o-estation 
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sliould be looked upon as one of tbe most malignant of dis- 
eases within the female pelvis, and ought to be treated ac- 
cording]3^ A great many more women died from ectopic 
gestation than appeared 'in the death records. The point 
wdiich should be emphasized was the necessity for an early 
diagnosis. In doubtful cases the doctor might watch tbe jia- 
tient awhile, hot be prepared to do a laparatoiny at any time 
or call in a surgeon ; and when the diagnosis had become’ fairly 
well established, or if symptoms of rupture arose, the abdo- 
men should be opened at once. If then the diagnosis could 
not be verified and a different condition were found, no Inirm 
would have been done, jn’ovided the operation were asepti- 
cally performed. On the other hand, the woman would be 
saved from the imminent danger of rupture. He would ad- 
mit that electricity' might kill the fetus, but there were well- 
authenticated cases in which fatal hemorrhage had occurred 
after the death of the fetus. Therefore the woman was not 
in safety even after electricity had done its mission. 

He had recently operated on two cases of ectopic gestation 
on the same day, 'both of which illustrated the principles laid 
down in the paper. One patient had been sent to one of the 
hospitals in this city, but had evidently not received as care- 
ful attention as she should have, as her real condition was en- 
tirely overlooked, and she was returned to her home, after 
two weeks, with lier cervix sewed up. The following day, 
when she came under the speaker’s cave, there was general 
peritonitis. When she liad sufficiently recovered to enable 
liim to make an examination, he detected an intraperitoneal 
abscess in the left epigastric region, and a doughy tumor be- 
hind the uterus almost filling the true pelvis. He opened 
the intraperitoneal abscess through the abdominal walls, and 
a week later he opened what he supposed was a retro-uterine 
hematocele through the vagina. It, however, pi-oved to be 
an ectopic gestation, so he removed the fetus and placenta, 
washed out the cavity, and drained through the vagina. The 
patient was doing well. 

That same day he had to operate on a ■woman who was tlien 
in a dying condition, general peritonitis having set in after 
the rupture had taken place some ten days. She had been 
menstruating at the tiitie of her first intercourse ; thereafter 
she' had been a little over time — she had what her physician 
called a miscarriage. Shortly afterwards she .suddenly went 
into collapse, was put to bed ; but her attending physician did 
not make a diagnosis, and consequently an operation was not 
performed until ten days later, when she was in a hopeless 
condition. The speaker concluded his remarks by saying 
that if a member of bis own family were tbe patient, and 
tbe diagnosis, tbongh not positive, pointed strongly toward 
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extra-uterine gestation, he would advise an exploratory inci- 
sion. . X- 

Dr. E. L’H, McGinnis asked Dr. Krug what the statistics 

were of death from hemorrhage after the fetus had been 
killed by electricity, and where they could be found. 

Dk. EIkug replied that he was not prepared to answer the 
question immediately, but that he was. sure cases had been 
reported in which there had been fatal hemorrhage after the 
death of the fetus. He would not say, however, that elec- 
tricity had been used. 

De. McGinnis remarked that laparatomy might be an ideal 
operation, but it was a question in his mind whether it was 
the ideal treatment in the class of cases under discussion. In- 
deed, he did not think there could be an ideal treatment be- 
fore the third month, for the reason that no two cases were 
alike. Statistics certainly showed that prior to that date, 
when there were no signs of rupture, electricity was followed 
by better results and was much safer in every way than any 
other form of treatment. It was much easier to apply galvan- 
ism than it was to operate, and by its use the unnecessary 
dangers of laparatomy were avoided. Even in the best hands 
laparatomy was attended by such dangers as shock, hemor- 
rhage, of encountering adhesions, sepsis, etc. What the 
patient desired was to get well, and he did not doubt but 
what nine hundred and ninety-nine out of one thousand would 
choose electricit}’^ in preference to laparatomy, if the com- 
parative dangers of the two methods of treatment were fairly 
explained to them. He thought the author would have to 
modify the statement which he had understood him to make, 
that it was criminal to wait and dally with electricity. 

De. a. H. Goelet said he held very decided views on this 
subject. Given a case of tubal pregnancy prior to the . third 
month, and prior to signs of rupture, he would use electricity 
in preference to doing laparatomy. There certainly could 
be no objection to its use when there was no immediate and 
urgent necessity for laparatomy. He believed that if the 
conditions were stated plainly, clearly to the patient, she 
would decide in favor of electricity every time. It might be 
assumed that if a secondary laparatomy should prove neces- 
sary it would involve greater risk than primary laparatomy, 
but he thought such increased risk would be more than ofiset 
by the greater danger of primary laparatomy. as compared 
Avith electricity. Wliile holding these views personally, yet 
he always tried to state the case fairly to the patient, and al- 
low her to decide between laparatomy and electricity, and 
thus far the choice had always been in favor of the latter. 

He thought it was folly to use the faradic current. Some ex- 
periments made recently by Martin on hens’ eggs showed that 
the faradic current had no influence whatever, while the o'al- 
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vanic current was followed promptly by death of the chick. 
The speaker stated further that the galvanic current slionld be 
interrupted, if one would kill the fetus. Tl)e constant current 
had been advocated, but he felt confident that it was not effi- 
cient. He also said a word in defence of country practitioners.. 
According to his experience with them, they were remarkably 
intelligent men, particularly in matters of diagnosis. He had 
never known one to bring a ease to him having made a gross 
error in diagnosis. The general practitioners in tlie city were 
more likely to make mistakes, for the reason that they knew 
the}^ could at any moment obtain the opinion of a specialist, 
and therefore the}’^ did not keep so welt informed in a general 
way.^ Regarding the danger of fatal hemorrhage, he was- 
convinced that it was no more likely to occur if electricity 
were used than if it v'ere not used. 

Dr. Boldt asked, apropos of the danger of laparatomy 
compared witli that of eleetricitj^, how many fatal cases had 
been credited to laparatomy. He knew of none. 

Dr. JakvriiV replied to some of the qxiestions which had 
been raised. First, the tube, of course, was practically de- 
stroyed by the destruction of the fetus by electricity. It 
being useless, he thought it would be better to have removed 
it and got it out of the way as one would any other foreign 
substance. It was liable to cause future trouble. As to the- 
two cases reported by Maun, in which there was subsequent 
trouble, he felt pretty sure that the fetus had been killed be- 
tween the second and fourth mouths, and probably between 
the second and third months. In this paper he had referred 
to cases in which there was impending hemorrhage, expressing 
the opinion that in such cases a good abdominal surgeon 
should operate. He still thought such advice was perfectly 
sound. He. would not advise any man to open the abdomen 
for removal of the tube on account of impending rupture, if 
he bad never before performed laparatomy nor bad had some- 
experience in that line. His advice to such a ])erson would be 
to get some one of experience to perform the operation for 
him. But any good general surgeon was justified in perform- 
ing the operation, if he felt sure of bis diagnosis. For if he 
should find something else than an ectopic gestation — a pyo- 
salpinx or an hematoma, for example — its presence would jus- 
tify the operation. 

He thoroughly agreed ■with the statement credited to Fritsch 
by Dr. Krug, that tubal pregnancy should be looked upon as 
a most malignant condition. At least twelve or thirteen j^ears- 
ago Dr. White, of BufEalo, laid down before the American 
Gynecological Society this proposition, namely, that all patho- 
logical abdominal growths, no matter what they were, ought, 
to be removed, if practicable, and it was the duty of any good 
surgeon to attempt it. The speaker said he certainly believed 
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in that proposition. His object in presenting the paper to- 
night was to point out a train of symptoms which would help 
e'very physician, Avhether in the city or out of the city, to re- 
cognize as early as possible the existence of tubal pregnancy. 
One who tooh account of the symptoms therein given would 
not, he thought, be often mistaken. In calling this the 
“ideal” operation he had meant also that it was the “ideal” 
treatment. The operation was the treatment of the condition. 
In reply to Dr. Goelet, he would say that in all these cases 
the danger of hemorrhage was immediate. We had no time 
to lose. Having made the diagnosis, we know also the danger 
of hemorrhage. The increasing tension of the tube was 
liable at any time to cause it to tear. 

Dk. Goelet interjected that he had not contended that an 
operation should not be performed where there was evidence 
of hemorrhage, and death of the fetus by electricity would 
put a stop to the development and remove Dr. JanAunn’s as- 
serted danger of impending hemorrhage. 

De. Jan-vein added that in all cases, although there had 
been no hemorrhage, the symptoms, however, indicating that 
it Avas impending, he Avould advise laparatomy. The simple 
question was whether to perform abdominal section or to use 
electricity. He did not know how the statement that fara- 
dism had no effect on chicks in the shell was to be harmonized 
with reported cases of death of the human fetus brought 
about by this form of electricity. Had there been an error 
of diagnosis in all of these reported cases of death of the fe- 
tus in the tube by the use of faradism? If so, then all of the 
statistics based upon such statements were Avorsethan useless; 
they Avere harmful and misleading. Where subsequent hem- 
orrhage had occurred in cases in Avhich electricity had been 
used, he did not think the treatment had anything to do with 
the hemorrhage. In other Avords, the electricity probably 
did not cause the hemorrhage. 


Stated Meeting, May Wh, 1S9L. 

J. E. Jan VEIN, hl.D., President, m the Chair. 

EIBEOin TUAIOES IN THE PUEONANT UTEEUS. 

De. G. M. Tuttle presented a specimen which he thought 
interesting, as illustrating the wonderful struegle of the re- 
productive function in spite of such obstacles." 

The^ patient from Avhom the specimen Avas remoA’’ed last 
Aveek is a young, fairly nourished colored woman, age 25, 
unmarried, and a domestic. 

She began to menstruate at 12, the flow being free, painful, 
and lasting usually some seven days. The menstrual periods 
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have been i-egular every four weeks, and during the past two 
or three years more profuse andaccompanied with greater suf- 
fering, No severe flooding has occurred, but the 2)eriods are 
frequently prolonged to ten days or more. She was last un- 
well flve weeks ago. 

For a month past slie has had severe abdominal jjains of a 
hard, aching character, with difficult and burning micturition, 
obstinate constipation, and profuse leucorrhea. About two 
weeks ago the patient flrst noticed a tumor in the abdomen. 
There has been no vomiting, the breast signs are negative, 
and the patient denies sexual intercourse. The examination 
showed an irregularly j^rotuberant belly, distended by large 
multijfle flbroid tumors filling the entire abdominal cavity 
and extending up under the ribs. B}’’ the vagina the cervix 
was found small, rather soft, but with a narrow closed os ex- 
ternum, and drawn high up behind the symphysis. Behind 
the cervix, and filling the small pelvis, a large, hard, rounded, 
fixed tumor occluded the rectum and assisted in the upward 
displacement of the cervix. 

The operation for the removal of these tumors was easy 
and uncomplicated. The mass was lifted out through a six- 
or seven-inch abdominal incision, its fairly small pedicle con- 
stricted by a rubber ligature, transfixed by pins, and the tu- 
mors, with the uterus,' removed at about the junction of the 
body of the latter with the cervix. The cervical cavity was cau- 
terized, the parietal peritoneum stretched with a continuous 
catgut suture to the peritoneum of the stump below the liga- 
ture, and the abdominal wound closed as usual, leaving tlie 
stump at the lower angle. The pulse and temperature have 
remained quite normal since the operation ; there has been no 
pain or tympanites, and the patient is progressing favorably. 
On cutting open the mass removed, there was found, as is 
beautifully shown in the specimen, a small, tortuous, irregular 
uterine cavity, containing a fetus of about the third month 
enveloped in its intact membranes, and my intended hyste- 
rectomy thus tm’ned out to be a “ Povro operation.” 

Dr. H. J. Boldt said that he was particularly interested in 
the treatment of the pedicle. If circumstances were favor- 
able, he thought that the cervix should also be removed, so 
as to leave no possible chance for infection to take place, and 
that the patient might recover as after ovariotomy. He 
thought, with Dr. Tuttle, that no fixed rule could be laid 
down. In this case the pedicle was treated by the extra- 
peritoneal method. Another class of cases could be best 
treated after Schroeder’s method, which is very much like 
that of Dr. Dudley. He would like to hear the views of 
some of the members as to the treatment of the pedicle. 
The co-existence of these tumors with pregnancy was ex- 
tremely interesting. • 
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Db. H. 0. Coe said that tbe case brought up the question 
of the Apostoli treatment by electricity for uterine fibroids. 
He recalled a similar case, where pregnancy bad advanced to 
nearly four months ; the patient had been under the electri- 
cal treatment, but intra-uterine galvanization was not em- 
ployed, so that impregnation Avas possible. In this ease he 
thought that pregnancy Avould not have advanced much fur- 
ther, as tbe tumors bad encroached so much on tbe uterine 
cavity. He thought there was less danger to the patient if 
the extirpation of tbe tumors were done by the extraperito- 
neal method. "Where tbe mass is large the removal of the 
cervix caused too great a loss of support to the pelvic floor. 

De. Tuttle closed the discussion by saying that he did not 
hnoAV that pregnancy existed, as the patient, who Avas a single 
woman, denied tbe possibility of such being the case ; but he 
would have operated just tbe same bad be been aware of it. 

A MUEAL FIBEOID OF THE UTEEUS. 

De. a. P. Dudley showed a specimen which bad been re- 
moved by su]Drapubic liysterectomy on tbe day previous. 

The specimen Avas taken from a patient 43 years of age, 
aaIio gave tbe following history ; Married tAventy three years ; 
matured at 13 ; ahvays regular ; bad pain AA'ith tbe flow. 
Had one child twenty-one years ago. Had two miscarriages 
before tbe birth of the child. At tbe age of 35 she had two 
violent uterine hemorrhages ; these were not repeated again 
till last Hovember, when she bad another severe hemorrhage. 
Slie bad been troubled with vesical irritation for tbe past two 
years, having a desire to void urine very frequently. Had 
been under the care of several physicians. Underwent an ope- 
ration for lacerated cervix several years ago. Tbe pain with 
her menses had been so violent for several years that nothing 
but opiates Avould relieve it. Phj’sical examination revealed 
tbe groAvtb located in the right anterior portion of tbe pelvis, 
resting close under the pubic arch. My diagnosis was mural 
flbroid of the uterus, occupying the right anterior half of it. 
This patient had undergone a thorough course of electrical 
treatment in a well-appointed hospital in Brooklyn, Avitbout 
relief, but rather injury, as she weakened under tbe treat- 
ment. I advised exploratmy incision, Avith tbe understand- 
ing that I should remove tbe groAvtb if it seemed favorable. 

I made suprapubic hysterectomy yesterday, and removed 
the growth according to the method I haA^e previously de- 
scribed in this Society — that of dissecting tbe growth out of 
tbe capsule, and, after ligating tbe stump, covering it over by 
the flaps removed from tbe groAvtb. Tbe operation was 
easily and quickly made. During tbe entire operation tbe 
patient’s heart acted badly, and, although she reacted well 
after the operation, her heart still remained rapid, would not 
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respond to treatment, and she died from lieart failure atl f.ji. 
to-day, having a violent convulsion previous to death. 

De. Ooe thought that this seemed to he another case for 
the Apostoli treatment. There was a great deal in the syste- 
matic treatment by electricity, and some cases were not bene- 
fited by this agent because it was not fairly tried. If prop- 
erly given, and as much as the patient could bear, it certainly 
caused a disappearance of these tumors. The exact nature 
of the tumors in this specimen had not yet been determined. 

De Dudley said that his patient had been treated in a 
well-known hospital in Brooklyn by Apostoli’s method of 
electro puncture, but her condition was worse after the treat- 
ment. The cause of death was probably heart disease, for he 
had opened the belly after death, and had found nothing ab- 
normal, not even any serum. He simply showed the speci- 
men to illustrate his method of treating the stump. A little 
cap is made by stripping the peritoneum off the anterior a7id 
posterior surfaces of the tumor, and in that lies the stump, 
the flaps being brought together by a continuous catgut su- 
ture, so that nothing lies in the peritoneal cavity but the cat- 
gut ligature of the flap over the pedicle. jS’o silk was used. 
As the rubber ligature was employed, the i)atieut did not lose 
an ounce of blood. The operation was done under chloro- 
form, using only an ounce and a half, and the heart’s action 
was poor from the outset. The tumor lay low in the pelvis, 
and caused so much suffering that the patient begged for an 
operation. He believed, with Drs. Tuttle and Coe, that it 
was best to save the cervix, if possible. Sehroeder’s method 
of treating the stump differed from his own in leaving silk 
ligatures in the peritoneal cavity, while he left nothing but 
the catgut suture covering the pedicle. 

De. Tuttle said that he thought Dr. Dudley was mistaken 
as to the Sciiroeder operation. Schroeder does not use a liga- 
ture for the pedicle, except the temporary rubber ligature. 
In all other respects the two operations were the same. 

De. Dudley' asked what Schroeder did with the ovarian 
arteries. 

De. Tuttle replied that, of course, Schroeder ligated these. 

De. Dudley maintained that Schroeder did leave silk liga- 
tures'" in the abdominal cavity. 

De. Boldt then said that he had gone over the operation, 
and that cjitgTit Yvas used altogether, and that no silk was left 
in the pelvic cavity. 

De. P. F. Munde presented 

A SWITCH OF HAIE FIVE FEET LONG FEOM A DEEMOID CYST 

which he had removed from a single woman, 41 years of 
age, a month ago. There was a dermoid tumor of each 
ovary, the right one being as large as a pregnant uterus of 



NEW YORK OBSTETRICAL SOCIETY. 


85S 




six months and containing this switch of hair, theother 
a small ball of hair and several teeth. This large switch 
sprang from a small, nipple -shaped protuberance at the upper 
portion of the sac, which was .unilocular. At its root the 
switch was not more than 
an inch in diameter, gra- 
dually enlarging to a rope 
of matted hair as thich as 
the forearm. Dr. Munde 
thought that probably 
very few cases of such 
enormous crinial develop- 
ment in a ' dermoid cyst 
are on record, although 
dermoids of the ovary are 
quite common, lie himself 
having operated on fifteen 
cases, three of which were 
double. 

An unusual feature in 
the present case was that 
one of the cysts (the left) 
had developed downward 
into the pelvic cavity, and 
pushed up the bladder so 
that it protruded into the 
womb when the perito- 
neum was reached, and 
narrowly escaped injury. 

As soon as the cyst was 
removed the bladder drop- 
ped back out of sight, showing that it had not been drawn 
up by adhesions. Eecovery was uninterrupted. 

Dr. Jaxvrin, the President, presented 
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THE UTERUS, TUBES, AND OVARIES REMOVED BY VAGINAL HYS* 
TEREOTOMY FOR EPITnELIOilA OE THE CERVIX UTERI. 

Mrs. Frances M., housewife, age 38 years, residence Yon- 
kers, Y. Y., has had three children ; was married at 20 years 
of age. Patient noticed a bloodj" discharge, beginningabout 
February 1st, 1891; also some pain in region of uterus. Other 
than this the history gave no evidence of uterine disease. 

On examination (on April ITth) I found the entire left side 
of cervix covered by an epitheliomatous growth. Ffo in- 
vasion of vagina or of the uterine appendages. IJterus quite 
movable. 

Patient prepared for operation, which was done on April 
20th. In securing the broad ligaments with ligatures 1 used 
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my new needle, devised for tliis purpose, and found that it 
acted beautifully, enabling me to pass the ligatures much 
more readily than with my old-style needle. I presented it 
to this Society about two months' since, and show it again 
to-niarht. 

The ligature passer is constructed upon the principle of 
the Sims uterine repositor combined with the Peasloe needle. 

The full eut(Fig. 1) shows the ‘‘passer’’ as it is introduced 
(it should have been threaded with the carrying silk), and the 
dotted lines show how the needle is capable of being moved 
to any angle required. 

'The small cut (Fig. 2) shows, dctachech the movable slide 
which holds the needle in position when in use. The instru- 
ment is perfectly aseptic. 



The usual iodoform tampon was applied after the removal 
of uterus together witli iioth ovaries and tubes. 

Highest temperature since operation was on tlie evening 
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of April 21st, when it stood at 100°. Bowels were moved on > 
second day after operation. Ho unfavorable symptoms during 
convalescence, which has been steady and satisfactoiy.. 

I present the specimen more especially to call attention to 
the ease with which the ligature can be applied with this new 
needle — almost, if not quite, as easily as one can apply the 
clamp forceps. 

FEMORAL HERNIA. 

Dr. a. H. Goelet narrated a case of femoral hernia in 
which he had recently operated. He remarked that he 
thought much less difficulty would be experienced in re- 
ducing femoral hernia, in operating, if the sac were dis- 
sected from its attachments above the ring first, so taxis can 
be made directly upward toward.Poupart’s ligament, instead 
of attempting to do so before freeing it. 

The patient from whom this specimen was removed, 
Miss K., age 18 years, summoned me for symptoms- of 
strangulation April 25th, and the operation was done the 
same day. Her statement was to the effect that she was 
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only cognizaBt of the rupture for the past six weeks, and 
that it had given her no trouble previous to strangulation, 
because she was always able to rub it away, and she had^ not . 
even mentioned it to her- mother. The thickened condition 
of the walls of the sac proved it to be of longer standing, 
which was admitted by the patient afterwards. This thick- 
ness of the sac, with the misstatement of the patient, caused 
the operation to be prolonged unnecessarily through fear of 
perforating the gut. I have been obliged to do this operation 
several times, and in every instance the thickened condition 
of the sac and the glistening appearance of some of its 
layers have misled me into the belief that I had reached 
tlie gut before the sac had been penetrated. I have never 
regretted the delay, however, which extreme caution has 
compelled, for I believe it is always better to err on the safe 
side. Sometimes the gut, when slightly^^ adherent, will slip 
out of the sac and back into tbe abdominal cavity during 
taxis, so gr'aduallj’’ and slowly that, when there are much in- 
flammation, discoloration, and thickening, it will not be 
noticed, and the operator is frequently deceived in thinking 
that there has been only pai-tial reduction. 

There is one point that I have learned about the ope- 
ration which is valuable to know, viz., that it is easier to 
efltect reduction if the sac is dissected from its attachments 
above Poupart’s ligament, where it has worked “"its way, 
before the constriction of the ring is divided, for then the 
taxis can be exerted directly in the axis of the crural ring ; 
unless this is done, taxis is exerted downward and at right 
angles to the ring. I believe it is better surgery to reduce 
the hernia before opening the sac ; and unless one can be 
sui'e it contains no omentum, it should always be ojiened 
before it is tied and excised. 

The patient has made an uninterrupted recovery, the wound 
uniting by flrst intention, except at lower angle where a 
drainage tube was inserted, and this healed immediately on 
its removal. 

There is one point which I have observed in connection 
with moving the bowels both after this operation and 
after laparatomy, viz,, that frequently seidlitz poAvders will 
he rejected and will add to the accumulation of gas and the 
suffering of the patient, but castor oil will be retained by the 
stomach and its action -will be satisfactory and afford relief. 
In this case, in the absence of any nausea following the 
anesthetic, a seidlitz powder was administered six hours after 
the operation, but was immediately rejected, as were several 
others given later ; then oil was given with good and prompt 
effect. 
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Dr. Charles J ewett read a paper on 

TUBO-UTERINE PREGK’ANCV.' 

Dr. H. T. Hanks said tliat one S3'm))toin which Dr. Jewett 
Ijad jnentioned he had alread}’- noticed in connection with 
tubal' pregnancies, viz., a peculiar flattened ratlier than a 
globular enlargement of the uterus. 

Dr. Coe remarked that the point raised by Dr. Hanks was 
a veiy important one, for so much stress is laid on the en- 
largement of the uterus in these cases that one is likely to 
run into error if too much dependence is placed upon this 
sign. He recalled the case of a private patient of his own, 
now in tlie Woman’s Hospital, in wliich the patient had 
missed one period and had morning sickness; the uterus' was 
large and antefiexed, and at one liorn could be detected a 
well-marked mass the size of an English walnut, so that the 
. diagnosis of ectopic gestation seemed to be quite probable. 
She was thoroughly examined under ether, a sound was 
passed, and the uterus was found as large as if two and a half 
months pregnant. That night the patient began to flow, and 
the next morning she passed a product of conception. 
Another patient, who had missed two periods, had all the 
symptoms of pregnancy, and, in addition, sliarp, colicky 
pains ; the uterus was large, antefiexed, with the peculiar 
projection of the organ anteriorly characteristic of preg- 
nancy, while at one horn there was a round, fluctuating mass 
which seemed to increase in size while the patient was under 
observation. The diagnosis of extra- uterine gestation was 
made, but, without an}'- treatment whatever, the uterus re- 
gained its normal size. This case showed that this enlarge- 
ment of the uterus is not always absolutely characteristic, and 
that such an enlargement may be caused by the presence of 
a cyst, or even from subinvolution. It must be exceptionally 
difficult in most cases to detect the dift'erence between antero- 
posterior and lateral thickening. 

Dr. E. H. Gtranuin said that he would like to hear a dis- 
cussion on the necessity of emptying the abdominal cavity of 
all tire blood where primary laparatomy was performed for 
“ruptured tubal pregnancy. He recalled an operation in this 
city, for ruptured ectopic gestation, where a great deal of 
time was consumed in the attempt at thoroughly cleansing 
the cavity. Tlie clots were evei’ywhere, even under the liver. 
Enlly one half-honr was spent in these efforts at cleansing. 
He qiiestioned if, in such instances, it were not preferable to 
trust to drainage through gauze packed in tlie lesser pelvis. 
The patients were usually in shock after this accident, and . 
prolonged attempts at thoroughly cleansing the cavity would 


’ See original article, page 806. 



NEW TOKK OBSTETRICAL SOCIETY. 


.859 


only add totlie shock. He would not be understood as un- 
derrating the necessity of cleansing the cavity, but in in- 
stances like those under consideration he believed it prefer- 
able to trust somewhat to drainage. • 

With reference to the shape of the uterus in cases of preg- 
nancy, he said that some years ago, whilst engaged in clinical 
teaching, he had satisfied himself of the great value in early 
diagnosis of the peculiar shape of the uterus in the early 
months. The body of the uterus resembled a flattened 
sphere, bulging over the cervix. The bulging was due to the 
fact that early in pregnancy the uterus enlarged 'chiefly in 
the transverse diameters. So far as his experience went, a 
spherically enlarged uterus with its lower segment projecting 
uniformly over the cervix was characteristic of pregnancy. 
The patient might falsify the rational history, but she could 
not alter the shape of the uterus. Hence the great value of 
this shape in diagnosis. 

Dr. Hanks said that he was particularly pleased with this 
point, which he had never heard mentioned before. He re- 
called ’ three cases which had come under his observation, 
where he had performed laparatomy and found the uterus 
large and peculiarly shaped, like a subinvoluted uterus. 

Dr. a. H. Buckmaster said that it was to-day doubted 
whether it was possible to drain the peritoneal cavity, as the 
■drainage tube would probably become encysted within forty- 
eight hours, if there were not much motion ; the fluid that 
appears coming from the artificial cavity. This has been 
found to be true in the lower animals, and he believed it could 
be also true in the human subject. As to clearing out blood 
clots, he thought it contrary to our present light to leave 
them in the pelvic cavity, as they might cause sepsis. 

Dr. Grandin said that when he spoke of drainage he did 
not refer to drainage tubes, but to gauze packed in the 
cul-de-sac, and this would not become encysted for some days. 

Dr. Coe said that some of the European operators were not 
so particular, as tliey left in drainage tubes for five or six 
■days. 

Dr. W. C. Pryor said that, as the patient died under the 
anesthetic, he would like to ask what was given and what 
apparatus was used. 

Dr. Tuttle said that he was much interested by the points 
which had been raised, but he did not think he could be con- 
vinced that the peritoneal cavity could not be drained in 
twenty-four or forty-eight hours.’ He was impressed by one 
point, the large size of the fetus, for Tait says that the rup- 
ture invariably takes place before the fourth week. 

Dr. Janvrin, the President, said that, in the paper read ' 
by him several weeks ago, mention was made of the peculiar 
enlargement of the uterus in cases of extra-uterine pregnancy. 
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viz., only in the upper part and toward the liorns; wliile an- 
teriorly and posteriorly it was not enlarged and globnlaj-, hut 
was flattened. He had noticed it in a case post mortem and 
in two other cases since. The point mentioned by Dr. Tuttle,, 
referring to the size of the fetus, he considered exceptional 
in the class of cases under discussion, and he believed that 
rupture usuallj’^ takes place before the end of the third month. 
As to drainage with gauze, he had never used it in cases of 
this kind, though he had employed it in laparatomies where 
he had been unable to control all the hemorrhage, and always 
with satisfaction. 

Dr. Pryor remarked that if an}- one had been so un- 
fortunate as to emploj*^ drainage in cases of tubercular pen- 
tonitis, he must have found that it would drain for weeks, 
and sometimes until the patient died. 

The discussion was closed bj- Dr. Jewett, who said, with 
reference to tlie question raised by Dr. Hanks as to the 
transverse enlargement of the uterus in cases of tubal preg- 
nancy, that he had two or three specimens of the kind, and 
that his impression was that they bore out the theory of Div 
Janvrin. 

In normal pregnancy, in the early months the body of the 
uterus gradually conforms to the sl'iape of the globular ovum, 
so that a transverse section of the corpus uteri at that time is 
almost a perfect circle. 

"With regard to the question of fully emptying the abdo- 
minal cavity of clots, he said there were usually in these 
cases a large number of clots everywhere in the peritoneal 
cavity and extremely difticult of removal. Much valuable 
time might be saved if all ora portion of them could be safely 
left. His patient would have gone to bed in fair condition, 
if he had not lost time in cleansing the peritoneum of clots. 
Yet he would hardly feel safe in leaving much of this material 
after it had been exposed to the air. He thought a small 
number of clots, if aseptic, or nearly so, might be absorbed. 
Surely no drainage would clear them out. It was certainly 
imperative to control all active hemorrhage before closing the 
abdomen. He recalled a case, recently reported by Ahlfeld, 
in which hemorrhage from a torn adhesion was overlooked 
and the patient died in consequence. In another case, in 
which the speaker had assisted the operator, hemorrhage 
from a torn adhesion was controlled, but, two or three days 
after the operation, the patient, who had been doing well till 
that time, got out of bed, when a secondary heniorrhage oc- 
curred, resulting fatally before assistance could reach her. 

In answer to Dr. Pryor’s question. Dr. Jewett said that 
ether was the anesthetic used in his case, as he was far from 
home and had come unprepared. The anesthetic was- given 
with an improvised inhaler made of a folded towel and a 
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newspaper. He tliouglit tliat Dr. Tuttle must have mis- 
quoted Tait in regard to the time of rupture in tuho-uterine 
pregnancy. This variety may go nearly to the fifth month be- 
fore rupturing. Cases had been reported in which interstitial 
pregnancy was supposed to have gone to the sixth month, and 
■even longer, without rupture, but they were probably errors. 

PUERPERAL HEMATOMA OE THE VA&INA. 

Dr. Grandin narrated a case of hematoma of the vagina 
which he was called to see twelve days after delivery. The 
patient was a multipara, and the labor had been natural. 
The physician had made liis last visit, but was summoned be- 
cause of the appearance of the hematoma, which was very large, 
filling the whole vagina, and so tense that he judged the hem- 
orrhage was probably still going on. The woman’s condition 
was good, and the pulse not rapid. He advised expectancy. 
About two weeks later he was asked to see her again, and found 
her with hectic and a high pulse, and the tumor extending 
to the vulva. The tumor was retroperitoneal, the blood having 
dissected its way up to the broad ligament, and it pressed 
so upon the rectum that the patient was unable to have a 
passage from the bowels. He freely incised the mass, open- 
ing into a cavity into which he could readily insert his fist, 
washed it out thoroughly with hot water, next with peroxide 
of hydrogen (to destroy the pyogenic membrane), and then 
packed it with gauze. The case convalesced well. These 
cases were rare. Although connected with two large Materni- 
ties, it was the first instance he had seen. The treatment of 
such cases was not to interfere whilst the hemorrhage was 
still active. Absorption often occurred spontaneously. If 
not, especially on symptom of suppuration, free incision was 
called for. 

PERFORATION OF A SEPTIC UTERUS WITH A CURETTE AFTER 

LABOR. 

Dr. Tuttle narrated a case which he thought was very 
rare. He was asked to see a patient who had been delivered 
a month previous. The labor had been complicated with 
adherent placenta. The patient had been up and about the 
house, but called at the attending doctor’s office because she 
did not feel well. He decided to curette her then and there, 
as he had often done before ; so he put her on his table, and, 
after sterilizing his instruments, passed a curette into the 
uterus. He immediately felt something give way, and, think- 
ing that the instrument had penetrated the walls of the uterus, 
he had her taken home in a carriage. That night she began to 
vomit, and the pulse ran high. i)r. Tuttle was called in, and 
at midnight she was removed to the Eoosevelt Hospital, 
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where she was operated upon at once. The pelvic cavity 
was full of pus, there was a hole in the uterine wall, and a 
small jiyo-salpinx. The uterine tissue was so soft that a 
sound could be pushed through any part of it. The woman 
was vomiting blood when she was put on the table, and grad- 
ually sank and died. The speaker was struck with terror at 
the thought of how much damage could be done with a 
sound used carelessly in cases where the uterine walls were 
so soft. 

Dk. Hanks asked if the pus Avas supposed to be in the 
uterus at the time of the accident. 

Dk. Tuttle replied that the curetting had been done at 
noon, and he had performed laparatomy at midnight on the 
following day. 

Dk. Jea\t5tt asked if the cervix did not shoAv some eAu- 
dence of the diseased condition of the uterine tissues, and 
AAdiether it would not have been revealed by bimanual touch 

Dk. Tuttle replied that he did not think it could have 
been appreciated b}' touch. The uteims Avas not flabby, the 
only peculiarity being the Avay in AA’hieh the sound pene- 
trated it. 

Dk. Hanks asked Avhat Avas the size of the utenis. 

Dr. Tuttle answered that it Avas not above normal. The 
curetting Avas done for the continued bleeding. 

Dr. G. M. Edebohls related the history of a someAvhat 
similar case Avhich came under his care about a year ago. 
The patient had a laceration of the cervix, Avas thin and 
flabby, and so weak that he proposed to close the laceration 
without ether. Examination shoAAmd that the uterus was so 
soft and putty-like that it could be doubled on itself for- 
ward or backAvard. as desired, Avithout returning from either 
position Avhen released. He passed Bozeman’s double cathe-, 
ter, and on turning on a stream of bichloride, to Avash out 
the uterus, he found that the catheter played rather too freely 
and entered too deeply, and it suddenly daAvued upon him 
that he had penetrated the peritoneal cavity, into which he 
had injected about eight ounces of the solution. . He put the 
patient under ether, did laparatomy. sponged out the eight 
ounces of bichloride, and closed up the rent, which Avas situ- 
ated just above the os internum, Avas transverse in diameter 
and nearly two centimetres long. She recovered perfectly, 
and six weeks later he closed up the laceration of the cervix. 

Dk. Hanks also recalled a similar ease Avhich was reported 
by Dr. Dudley a year ago. An abortion had been produced, 
the patient was not doing as well as her physician wished, and. 
he called in Dr. Dudley, who found tAvo or three inches of 
intestine protruding from the cervix. He replaced the in- 
testine and sent for the speaker. Jt seemed to him marvel- 
lous that these uteri should be so friable. 
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Dr. Boldt said, with reference to the case reported by Dr. 
Tuttle, that he could not but believe that there must have 
been soinetbing in the uterine cavity wliicb was carried into 
the peritoneal cavity when the uterine wall was punctured. 
We all know that occasionally tbe uterine wall is pierced by a- 
sound or curette. He understood Dr. Tuttle to say that the 
uterus had not been washed out before curetting. 

Dr. Coe thought that the change in the walls of the uterus 
must be explained by the presence of some subacute septic 
process. He recalled a case of abortion in which a dull wire 
curette was introduced into the uterus in order to remove 
retained placental tissue, and when withdrawn brought away 
a loop of intestine. Laparatomy was promptly performed, 
and an opening in the posterior wall of the uterus was su- 
tured. 

Dr. Goelet said that these eases reminded him of the man 
who insisted that the uterine cavity was six inches in length 
and offered to prove it by passing the sound. He did succeed 
in several cases in passing the sound six inches, and this 
rather showed what violence can be done with impunity — 
though these remarks are not intended as an intent to en- 
courage such manipulations. 


TRANSACTIONS OP THE GYNBOOLOGICAE 
SOCIETY OP CHICAGO. 


Regular Meeting, Febi'imry 20^4, 1891. 

The President, W. W. Jaggard, in the Chair. 

EXHIBITION OF FIBROID TUMORS OF THE UTERUS. 

Dr. Henry T. Byford. — I brought these specimens to- 
night because they illustrate, in a complimentary way, a 
method of operating for such cases which has received some 
adverse criticism, and because they tend to refute that criti- 
cism. They are fibroid tumors of the uterus, removed last 
Wednesday and Thursday. 

The first case is that of Mrs. Florence S., a married lady 37 
years of age, who had not been well for nine years, and had 
noticed a growth for seven years. She flowed profusely at her 
menstrual periods, which were followed by a week of intense 
pain. She had, in fact, only two days of comfort in themonth, 
and had become very anemic. The tumor, as observed by Dr. 
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Galloway, was growing. Electricity had been tried for three 
months last summer, tlien after an interval of rest was tried 
for another month, but without any benefit whatever. The 
tumor came from the right cornu of the uterus, and its re- 
moval was rather difficult on account of the shortness of the 
broad ligament. The iiedicle was quite long, as the lower 
part of tlie uterus was not at all affected. 

The next specimen is a tumor removed from a married 
lady, 38 years old, who had been treated by Dr. Cary. At 
first he noticed no tmnor Avhatever ; later he began to notice 
it, and when I saw her it filled the pelvis completely. You 
see it is in the shape of a fetal head. It lay across the pelvis 
and pushed up the cervix uteri to a level M'ith the juibic 
bone ; the uterus was entirely above the pelvic cavity. It 
grew from the posterior wall of the cervix and extended 
down in the connective tissue, so that the cervix projected 
but half an inch below its junction. Introducing a finger 
into the rectum, I found that it had burrowed down beside 
the rectum, and seemed to have carried the rectum up as it 
grew down and filled the jielvis. The point I wanted to 
bring out was the method of operating. One tumor came aj)- 
parently from the fundus and the other from the lower part 
of the cervix. In the first case I had a stump two inches 
long. After I had gotten down pretty well, as far I could 
conveniently, I first secured it with an elastic ligature ; then 
I made a stump by ligating in three parts with heavy silk, 
drawing the edges together, after cutting out a melon-shaped 
piece ; I then separated the bladder, opened into the vagina 
at its junction with the anterior wall of the cervix, turned 
the stump down into the vagina and fixed it with a clamp in- 
troduced from the vulva. 

In the other case I tore the tumor out of its subperitoneal 
pelvic bed, put an elastic ligature under it, enucleated it from 
the mutilated cervix, constructed a stump, opened into the 
vagina in front, and fixed it there a's in the other ease. Thus 
both the long, ready-made stump and the short, artificially 
constructed stumj) were treated in the same way, with equal 
facility and with equally good results. 

In the second case, in which the operation was so difficult 
and in which the whole pelvis Avas a bleeding mass, the pa- 
tient commenced to pass gas naturally in tAvelve hours. In 
the second case the patient was quite hungry by evening of 
the next day, and has got along since without a bad symptom. 
There are three objects in using the clamp : one is to prevent 
hemorrhage, another to cause an early separation of the 
slough, and a third to cover the sloughing tissue so as to pre- 
vent septic absorption. 

De. T. J. Watkins. — I would like to ask Dr. Byford 
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Avliefclier he considers tliat liis second specimen was developed 
from the cervix or from the body of the uterus. 

Dk. Byeoed. — From the cervix. 

Dr. Watkins. — The literature of this subject states that 
the development of fibroids from the cervical tissue is very 
infreq,nent. I had the pleasure of assisting Dr, Byford in 
this operation, and it rather seemed to me that the fibroid 
had developed from the body and had forced itself down into 
the cervix, and that by continuous traction it may have so 
obliterated the cervix as to give the impression of its having 
developed from that portion of the uterus. 

I was very much pleased with Dr. Byford’s treatment of 
the stump. I do not see any reason for treating the stump by 
abdominal fixation when we have this method, which is so 
much better. Vaginal fixation causes little if any tension, 
diminishes the risk of infection, and also leaves much less 
raw tissue to heal. 

Dr. F. H. Martin. — Some time ago Dr. Byford exhibited 
a specimen operated upon by this method, and my remarks 
at the time might have been construed as a criticism, and I 
wish to modify those remarks, if they have been construed by 
any one in that way. I have seen this operation performed 
by Dr. Byford seven or eight times, and the cases I have 
seen, without exception I think, have recovered. One could 
almost say from the beginning that in each instance the result 
would be successful when the operation was finished. There 
is not a particle of raw tissue left in the peritoneal cavity, 
unless it be from a separated adhesion. All raw surfaces of 
the stump are separated entirely from the peritoneal cavity, 
so there is no possibility of anything like bloody oozing into 
the peritoneal cavity. 

Dr. Byford, in closing the discussion, said : With regard 
to the origin of the tumor, I will state that the right sacro- 
uterine ligament was over the tumor on a level with the brim 
of the pelvis. 

Before the operation there was almost none of the cervix 
below the tumor posteriorly with which to form a stump. 

In regard to the safety of the operation, 1 would state that 
I have done it fourteen times with one death, and that was 
due to septic peritonitis above the incision, while the peri- 
toneum below, in the bottom of the peBfis, was normal. 

report of case of extra-uterine pregnancy; operation; 

RECOVERY. 

Dr. E. 0. Dudley. — On the 13th of iSTovember last I was 
called to Bockfoi'd, 111., to meet Dr. Kimball, who is present 
this evening, in a case in which he had made the diagnosis of 
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exti-a-nterine pi-e^nancy about five weeks past term, witli a 
dead child. Dr. Kimball a few days before had etherized the 
patient and had succeeded in passing liis hand to the fundus of 
the uterus, as he supposes, and had unmistakably mapped out 
the outlines of the child in an adventitious uterus. Six days 
later an incision was made in the median line from a jioint a 
little above the pubes to a point very near the umbilicus, and 
the adventitious uterus was exposed. Spreading out upon this 
was the actual uterus, quite thin and extending about four 
inches higher than we had been able to pass the probe or ex- 
plore witli the finger, even under ether. The uterine canal 
had been collapsed by pres.sure against the pubes, so as to 
prevent the passage of the finger or sound to the fundus. The 
uterus was about seven indies deep — a fact we discovered 
before opening the abdomen. The adhesions were such that 
the abdominal cavity was not opened ; and they also obscured 
the two horns of the uterus, so that it was impossible to dem- 
onstrate on which side the pregnancy had occurred. After 
cutting down in the median line upon the sac which contained 
the child, the great vascularity of that part and its softness 
led to the conviction that the placenta was just underneath; 
moreover, the bulging on the leftside of the abdomen showed 
that probably the greater part of the placenta was on that 
side. A hard sensation to the touch showed that probably the 
child could easily be reached on the right side. Consequently 
I made a transverse incision towards a point about two inches 
above the right anterior superior spinous process through the 
abdominal wall and that part of the sac underneath which 
could easily be distinguished the bones of the skull. The child 
was easily extracted. A large rubber drainage tube was in- 
serted, together with a large Miculicz gauze drain. The wound 
was closed with manj’- silkworm-gut sutures, and the patient 
has made an uneventful recovery. The placenta, being adhe- 
rent, was left ; its removal I am quite sure would have caused 
death from hemorrhage; it is uoav reduced to about one- 
eighth of its original size, and is coming away in small pieces. 
The rubber drain is still in, and the cavity is washed out daily 
with a solution of bichloride 1 : 4,000. Dr. Kimball will give 
the further history of the case. 

Dk. F. H. Kimball. — 1 was called to this case early in 
October, about three weeks before Dr. Dudley’s visit. The 
woman gave a history of having been confined four or five 
^mars before that time, and, as there was some difficulty about 
the case, the physician in charge had applied forceps. The 
forceps was used earl}’’, and the ^ild was delivered, but a very 
serious laceration of the cervix was the result, although not 
accompanied with much laceration of the perineum. She 
never knew a well day after that time, but she conceived 
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once, giving birtli to a living cliilcl, and liad two miscarriages 
in the interval before she became pregnant with this child. 
She said that during this last pregnancy she felt different from 
what she ever had before ; that the motion of the child was 
different — she described it as a rolling motion rather than the 
ordinaiy fetal movement. She suffered a great deal with 
nervous disturbances, and had temporary losses of conscious- 
ness. She was very irritable, so much so that it was a subject 
of remark. She had nausea without intermission, and she 
suffered pain continually during the nine months of her preg- 
nancy. When seen she was having rather irregular pains, 
and she said that she thought it was about a month too early 
for confinement. With a small quantity of anodyne the pain 
ceased, and she was left with instructions to send for help in 
ease of any need. I heard nothing further from her for two 
weeks. On my second visit she reported that fetal motion 
stopped the day after I had first seen her, and I presume the 
death of the child occurred at that time ; she was in about the 
same condition as she was when first seen. I anesthetized her 
and made' an examination, and satisfied myself that it was a 
case of extra-uterine pregnancy. . I removed the patient to 
town, secured the advice of Dr. Dudley, and later submitted 
the case to him for operation. The operation was delayed in 
hopes that the placental circulation would diminish. The pro- 
gress of the case since the operation has been good, the tem- 
perature has not gone above 100°, the patient lias suffered no 
pain, her appetite is good, and she says she feels well. 

The sac holds hardly half a pint of fiuid, and has dropped 
into the left iliac fossa. The placenta is coming away in 
small pieces, each about as large as a pea, a number of these 
coming away at each washing. The patient is up and attend- 
ing to Jier household affairs. The query in my mind is 
whether the laceration of the cervix and its resulting phe- 
nomena might not have been the occasion of this condition. 

De. Kael Sandbebg. — The only thing I would call your 
attention to is the recommendation of Mr. Lawson Tait — and 
probably he is the best authority on this subject — in regard to 
dealing with the sac and the placenta after an operation of this 
kind, namely, leaving the placenta untouched, to wash out the 
sac thorouglily with great quantities of water and introduce 
thesutui-es ; then to wash it again and close it up partly around 
the trocar, leaving one or two stitches untied ; then to empty 
it by siphon action of the trocar with attached tube, carefully 
avoiding the entrance of air into the cavity; and then close 
it up entirely. This method is described in his last work, but 
he states that he has not tried it — ^it is only a suggestion which 
has come from his experience with similar cases ; I think with 
cases of congenital cysts. I was very favorably impressed 
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with tlie idea, and do not see any objection to it. If I iiad a 
case of tlie kind I should certainly be inclined to try it, under 
aseptic precautions. I should think the patient would be 
just as safe with that cavity closed np as with it drained, or 
packed with gauze, or washed out dail}’, and that final re- 
covery would be more speedy with Tait's method than with 
any other that has been tried so far. 

JDr. E. C. Dddlev, in closing the discussion, said : In this 
particular case the plan alluded to bj’’ Dr. .laggard could not 
have been carried out entirely, v'.c., we could not have saved 
the child, because it had died before we saw the case. I 
woiild not attempt the removal of the entire sac in a case like 
this, whicJi permitted ns to extract the child without invading 
the peritoneal cavity ; besides, the removal of the sac is often 
impossible, and an nnsneeessfnl attempt would necessarily ex- 
pose the patient to great danger. Mr. Tait’s ])lan of leaving 
the placenta without drainage may prove to be a safe one. 
All depends upon whether the placenta will remain aseptic 
in a tightly closed sac after the removal of the child. The 
idea intended to be conveyed in saying that this patient had 
made a good recovery was that lier recovery Jiad been good 
for two months, and that there was, in our judgment, every 
practical reason for supposing that it would continue to be so. 
Dr. Kimball has taken pains to see that she was not exposed 
to danger from sepsis. The secretions from the wound have 
been surgically clean. The Avoman thought that the child 
had developed on the right side, where the head was. Tait 
advises that the incision be made on the side from which the 
child had developed. He says that the sac may often be di- 
rectly opened there withoxit entering the peritoneal cavity at 
all. In this case, at least, the lateral incision Avould have been 
practicable. 

Dk. F. H. Kijiball. — I n regard to the question of labor, 
she gave a history of having been in labor eight or ten hours 
before I reached the house — long before I Avas sent for. in 
fact. When I Avas there she was not in real labor ; she had 
a few fleeting pains about the abdomen, but none that could 
be called labor pains. Some ladies of experience Avho were 
there said she had been in labor for some hours, but that there 
was nothing abnormal about it to attract their attention. I 
could not find any fetal heart at tliat time. She said she had 
not fek any fetal movement since ^fo' day folloAving my first 
.visit. 

i'tnxkiLQontAfid.qyps of ovara'. 

Db. J..H. Etheeidge.— I^'iik^je a couple of cases to re- 
port. The first Avas a case'of inultilocular cyst of the ovary 
from the left side, filling the abdomen and pehds very 
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full. There was notlhug strange iu that, hut the strange 
])art of it was the effect it produced upon the other ovary. 
It squeezed evei’ytliing in the pelvis and abdomen so much 
that it shut off the circulation from the other ovary entirely. 
It was easily removable by the linger, and no ligature was 
used at all. Upon being laid open it presented the appear- 
ance of a complete apoplectic effusion into the ovary outside 
of the stroma and within the cortex. 

The other case was similar to it, almost a repetition, a mul- 
tilocular cyst. There were fifteen or sixteen cysts in this 
tumor, filling the abdomen to its utmost limit. The right 
ovary was impinged upon in such a wa}" that I could. peel it 
out with my finger, no ligature being used. The character- 
istic structure of the ovaiy was present, but throughout the 
whole of the stroma under it there was an apoplectic hema- 
toma. It is interesting to recall the steps that undoubtedly 
took j)lace in producing this strangulation and death of the 
ovary. The encroachment on the blood vessels pf the sound 
ovary grew greater and greater, and after a time the return- 
ing blood through the veins was shut off entii’ely, the artery 
in the meantime pumping blood into it until extravasation 
took place, the blood being held there by the cortex, and in 
that way the ovary was strangled to death. It may be that 
this is a very common thing, but to me it was entirely new, 
and to have in two months two cases exactly alike made it 
extremely interesting to me. 

Dr. Henry T. Byford. — I have known cases of papilloma 
iu which I could peel out the ovary entire without any pedi- 
cle whatever. Is it not possible that this was due to papil- 
loma of the ovary ? 

Dr. Etheridge. — There was no papillomatous degenera- 
tion. 

Dr. John S. Clark read the paper of the evening, on 
fifty years’ experience in obstetrics. 

Dr. WiLpiAM E. Clarke. — I was very much gratified 
at hearing Dr. Clark’s paper, and I agree cordially with 
his remarks about wise conservatism in obstetrical prac- 
tice; but how long he would have the practitioner wait before 
iising the force])s he did not state. I suppose we must decide 
for ourselves. My experience in midwifery commenced about 
the same time the doctor’s did. The doctor has been ex- 
ceedingly fortunate in not having had more cases of cranio- 
tomy. I have not been so fortunate. After practising awhile 
in Rochester. H. T ., I took Horace Greeley’s advice and 
came West. I went into Michigan and travelled alonsrin stao-e 

' See ori.i;inal paper, page 778. 
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coach, trj'iiig to find out -where Chicago was. When about 
half-way tlirougli Micliigan I stopped overnight, and, the next 
morning being Sunday, 1, as a descendant of tlie Puritans, 
could not travel, so I went to church, and there a man, who 
had known my father as a physician, said he had moved out 
there in an early day, that his folks were sick, and he wanted 
me fro go and see them. From that I was called to other 
families, and I stayed there several years. My exjierience 
there in midwifery was probably worth more to me than the 
experience I have had anywhere else during the same length 
of time. I remember a call requiring a -journey of eighteen 
miles through the woods. I was chosen because I had the 
only forceps in the entire county. "When I got to the place 
I found a woman who had been in labor three or four days 
and was then almost unconscious. Three physicians had 
been in attendance, but one of them left because a youngster 
was called in. I applied the forceps, and they pulled and 
I pulled, and we all pulled together; and, as the doctor said, 
we put our heads together, and it was three heads against one, 
but the one head was too much for the three, so we decided to 
attack the head, and I performed craniotomy ; and I must say 
that was the most horrible operation that 1 ever performed, 
although I believe it saved the life of the woman. After ab- 
stracting the brain and meninges and some of the bones, I 
applied the forcejis and brougfit the child out, and before I 
could tie the cord and place the child in a tub of water that 
had been got ready for its batb, it commenced to cry. I 
shall never forget the horror of the cry of the child so muti- 
lated, and the curses I got from the household. I don’t re- 
member getting anything else for my eighteen-mile ride ! 
The child weighed fifteen pounds. That was my second case 
of craniotomy. In another case I was called to, the poor 
woman was almost dead ; forceps had been applied several 
times, and I know great efforts must have been made in ap- 
plying them, for, introducing my hand into the vagina, I in- 
troduced it right into a pocket alongside of the womb. The 
efforts must have been very great to produce such a wound 
in the vagina. However, I slipped the forceps past the 
wound into the cavity of the womb, and put on both blades ; 
but I could not move the fetus, and so resorted to cranio- 
tom3\ The woman recovered, notwithstanding her mutila- 
tion. Where forceps have been properly applied I have 
never seen any reason to regret their use. Di’. Foster will 
recall a case where it took our united strength to deliver^ a 
fifteen-pound child that to-day is one of the brightest chil- 
dren in this city, and the mother, I believe, is in perfect 
health. 

I would like to hear about Dr. Clark’s experience with 
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laceration of the uterus and of the perineum : how_ often he 
has had them and how he has treated them. The first severe 
case I had, I inserted sutures before I left the bedside ; and 
that has been my invariable custom, 'when I have been per- 
mitted to do it, and I think I have never seen a case but 
what was perfectly successful. I have had three cases of 
complete laceration of the perineum, and all made good 
recoveries. 

Dr. C. W. EAJtLE. — I am sorry that it was impossible for 
me to hear the first of the paper read by Dr. Clark, and also 
his paper read at a previous meeting, because it appears 
to me that anything said by a gentleman of such ripe ex- 
perience is of great value to those of us who are inte-. 
rested in this subject. What he said in regard to the 
abortion habit, and to the procedure whicli is practised by a 
very large number of women — that is, teaching others to do 
it, and handing it down from one generation to another — and 
what he said in regard to mothers going with their daughters 
to abortionists, seems to me ought to be impressed upon the 
minds of women. There ought to be some way of bringing 
this to the attention of the sex. I cannot conceive the 
reasons which induce mothers to do such things. It has 
come to pass in some cases that, even before the marriage of 
a daughter, the mother will go to the family doctor and try 
to make some arrangement to keep the young woman who is 
about to be married from becoming pregnant for the first 
two or three years. It seems to me there ought to be some 
way of educating the moral sense of the female sex up to a 
declaration against such a procedure. 

I was very much interested in what the doctor had to say 
in regard to treating a retained fetus after its death, but I 
must say that my practice would be somewhat different from 
his, although, being a much ymunger man, I am willing to bow 
to such an extended e.Kperience as his. It would be culpable 
for me, believing as I do, when a fetus had been dead for a 
considerable length of time, if there was a bad odor, even if 
the os was closed, to allow it to remain. And while perhaps 
invasion of the uterus is forbidden to some, I certainly should 
feel it my duty to dilate the os in some way, and get that 
decomposed, infecting mass from the uterine cavity. In his 
closing remarks I hope the doctor will tell us whether cases 
of profound sepsis have not sometimes occurred where 
things were left exactly to Katiu-e. ‘Within the last two 
weeks 1 have had a case of this kind where. cocTything was 
left to Nature, and it appears to me that if i had not arrived 
upon the field about the time I did the woman would have 
died either from hemorrhage or sepsis. 1 was called to see 
the woman, and when E arrived the medical gentleman who 
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had been attending her was not there, and was not expected. 
He liad done nothing, because he evidently believed in let- 
ting Xatnre take its course. The woman Avas suffering from 
profound hemorrhage, was pale, with some elevation of tem- 
])erature and a rapid pulse. I made an examination and 
found a protruding mass of decomposed stuff, Avhicli I at 
once proceeded to remove. After removing this debris, I 
washed out tlie uterus thoroughly and filled ft boric 
acid. That woman has never developed a half-degree of 
temperature nor had a bad symptom since. She progressed to 
a rapid and perfect recovery. I cannot believe "that it is 
safe to trust such cases entirely to jSTuture. 

Hi?. T. J. Watkins. — 1 would like to ask Dr. Clark if 
he has had auj* experience in the administration of mor- 
phia hypodermically for the relief of pain. In the- he- 
ginning of my obstetric practice I used chloroform freely 
as soon as the head reached the floor of the pehds, but 
frequently observed that the pains became weaker, which 
necessitated the use of the forceps. It has always seemed to 
me that the hemorrhage following labor is greater after 
using chloroform ; but after using morphia hypodermically 
I have not noticed any of these ill efl’ecfs. 

Dr. John S, Clark, in closing the discussion, said; I 
Avas relating my e.xqierienee, and my experience has been, 
where the os Avas closed, to leave the ovum, trusting to the 
efforts of Nature to discharge it by disintegration or by ab- 
sorption, I have had the most remarkable success all through 
life in treating these cases. In the few cases of death I 
have seen in abortion, I have been in doubt as to AAdiether 
death did not occur more often from the A-iolenee done 
in the efforts to empty the caAoty of the Avo'mb than avouM 
have occurred b.y the passiAm changes taking place in the 
ovum. Still, as I say in my paper, if hemorrhage opcurs and 
continues, by all means get out the mass, if j'ou can do it 
Avithout too much violence. If the os is dilated and easily 
reached, go in and get it out. We all feel better AAdien Ave 
knoAv the uterus has been emjJtied. In one of the cases of 
death Avhich occurred in my experience, I forced my way 
into the womb and turned out its contents. The woman 
lived a Aveek or so and then died ; that Avas a long time ago, 
but I have ahvays been troubled lest perhaps my violence 
had something to do with her death. As I said before, I see 
so many cases AAdiere the offensive discharge is going on and 
on day after day ; and where I see other discharges of the 
womb that are as offensive, and perhaps more offensive (as, 
for instance, cancer), without harm, I haA'e come to be very 
cautious about Adulating Nature, and I like to be directed 
first by Avhat Nature seems to point out ; if she closes the 
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cavity, I Avould be ratlier loatb to go into it. Of com se, if 
I see bad symptoms, cliills ivitli fever, and sinking of my 
patient, and' there is still a discharge of offensive matter, I 
think I should follow the plan Dr. Lusk recommends : dilate 
the os and get the mass out. 

I have never used morphine in the way Dr. W atkins 
speaks of. 


TRAISrSAGTIONS OF THE NEW YORK 
ACADEMY OF MEDICINE. 

SECTION ON OBSTETRICS AND GYNECOLOGY. 

Meeting of May 2Sth, 1891. 

Dk. E. H. Gkandin in the Chair. 

Dk. II. C. CoE read a paper on 

THE CARE OF THE BLADDER BEFORE AND AFTER LABOR.' 

Dr. Boldt thought Dr. Coe deserved great credit for 
bringing before the Society such an able, thorougli, and ex- 
haustive paper. Every word he had said could only be in- 
dorsed by each member who was familiar with the subject. 
He wished to call attention to a remedy for the condition 
known as irritation of the vesical neck. The remedy, the 
tincture of bryonia in five-drop doses four or live times a 
day, was simple and effective, but not generally known. 

lie was glad to hear Dr. Coe call attention to the use of 
the bandage during the period of pregnancy, as it was a 
measure that he had satisfactorilj^ adopted for a number of 
years. Much .subsequent trouble can be prevented by its 
use. He had been surprised that displacement should not 
he more often recognized. Many years ago Martin called 
attention to the very frequent posterior displacement of the 
uterus in the early months of pregnancy, as of such a practi- 
cal bearing as to often make a diagnosis of pregnancy prob- 
able from tlie mere existence of this condition. 

Dr. Hanks said that since he had given especial attention to 
the diseases of women he had been led to see that very many 
of his former practices did not prevent subsequent disease. 
■While one of the triumphs of modern gynecology is the suc- 
cessful treatment of cystocele, the underslandin'g of the .sub- 
ject so ably brought before them by Dr, Coe vdll help mark- 

' See original article, page 7G9. 
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edij to prevent the occurrence of tin’s serious and trouble- 
some condition ; and if obstetricians -would be a little more 
careful it would l)e prevented. It was important that pa- 
tients should not strain in the recumbent posture in their 
efforts to evacuate the bladder. He firmly believed that 
most cases of cystocele might have been prevented if this 
precaution had been observed. Many cases of cystitis are due 
to tlie carelessness of the nurses, who should be taught to 
cleanse the parts thorouglily, with cotton dipped in an anti- 
septic solution, before eacli passage of the catheter; the blad- 
der not being allowed to become overdistended, but being 
emptied every six or eight hours. He had no fear whatever 
of allowing his patient to sit up while micturating, for nine 
out of ten women can do it without any risk, and it is very 
much better than to allow them to strain and make tremen- 
dous efforts in their attempt to empty the bladder while re- 
cumbent. Dr. Goodeil had said fifteen years ,ago that it could 
and would be done, and it is always a safe procedure to adopt. 

Dr. Cleveland had always been in tbe habit of allowing 
patients to pass tlieir water ; and if it was a simple case of 
labor, with no tear of the perineum or application of forceps, 
he allowed them to get out of bed at once, pass their water, 
and have an injection, instructing the nurses to guard them 
against catching cold. He cannot remember a single instance 
in which he ever regretted having done so. That is the only 
point he wished to emphasize. 

Dr. Murrav believed that all the trouble experienced 
from the bladder after labor came from three causes : from 
overdistention during the first or second stages from neglect 
to use the catheter to make sure that the bladder was empty ; 
from direct pressure on the ■full bladder; and from sej^tic in- 
fection from the vaginal lochia by the catheter, "inth regard 
to the first cause, he did not think it occurred often in difficult 
labors, but it occurred in labors that had been so easy as to be 
attended by raidwives. In the difficult labors the physician 
is usually very careful to empty the bladder himself. If this 
is left to the nurse, and the operator applies forceps or does 
version, he may find to his disgust that the bladder has 
been full, or he has a tear that might have been avoided, or 
there is retention for thirty-six or forty -eight hours. All- 
this can be avoided bj^ passing the catheter before doing 
any operative procedure. 

As regards the last point, one reason a nurse so frequently 
introduces septic material into the bladder is because there 
are few nurses who know how to accomplish the difficult 
task of passing a catheter properly and aseptieally. The 
parts should be cleansed and the instrument jJassed by touch. 

In the after-treatment there was one point he was certain 



NEW YOEK ACADEMY OE iMEDIGINE. 'b'75 

about. Dr. Goodell bad said tbeve was no danger in allow- 
ing a patient to sit np after labor, and Dr. Cleveland states 
that be allows bis patient to get np out of bed. He thought 
that a very dangerous procedure to adopt. Only tins week 
be learned from the husband of a very intimate friend of bis 
that she was permitted to get up on the twelfth day, and 
died in five minutes after getting np ; she had no heart dis- 
ease. He thought if one were to tap a woman and take 
away from her an amount of fluid corresponding to that 
she lost at the time of pregnancy, and so relax pressure 
on the abdominal veins, he would be very careful about let- 
ting that patient sit up. Rather than have her sit up straight, 
it would be better to run the risk of catheterizing through- 
out the whole of the puerperium. 

De. Bache McE. Emmet did not think it essential to 
empty the bladder entirely, but considered it preferable to 
leave a small amount of fluid in that organ, as it served as a 
cushion to repress the head of the child. It is just as de- 
sirable to instruct nurses in regard to the removal of the 
catheter as to its insertion ; in hysterical cases of retention 
of urine they may give rise to trouble by withdrawing the 
catheter too quickly. 

De. Abbott coincided with Dr. Coe’s suggestions as to 
the ordinary application of hot water being of no use, for he 
had found such to be the ease in his experience. By sepa- 
rating the labia and applying very hot water to the meatus, 
contraction of the bladder could often be brought about. 

De. Cleveland, in replying to Dr. Murrayls statements, 
said he did not think his argument obtained against jjassing 
water. He never heard of a patient dying from getting up 
on the eighth day, unless there was some good reason for it. 
He thought the majority of women in tenement houses rose 
to pass their water the day of delivery or the next day ; 
that because one in a, thousand suffered from getting up in 
this waj' was no good argument against it. Dr. Murray’s 
patient might have died three weeks or a month later by 
getting up. That argument did not influence him in the 
least against allowing patients to get up and urinate after 
confinement. He would still continue the practice. 

De. Murray would like to add, in reply to Dr. Cleve- 
land, that at one time he did a very large obstetrical practice 
in tenement houses, and, as a matter of absolute certainty, he 
would say that ninety-nine out of a hundred of these patients 
never got up to pass their water the first or second day. 
They do get up early afterward, and the result -vvas that in this 
class of patients there was frequent uterine displacement. 
He had seen numbers of eases of hemorrhage from wo- 
men getting up to urinate. He had seen three cases where 
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it came near causing deatli. He spoke of the case of the lady 
who died after getting up on the twelfth day, to prove that 
emptying tlie abdomen and relieving pressure on tlie veins 
allowed them to be suddenly filled to repletion and so could 
iiiduee sudden cerebral anemia that iniglit be fatal. If that 
is the case, it would be well not to let wie patient get into a 
position where she ran so great a risk. 

Du. Clevelaxo considered that Dr. Murray was entirely 
theorizing, as practically the point was not at all important. 
He had a number of friends who allow their patients to get 
up, and entertain the same views tliat he does in that respect. 
One reason for allowing his patients to get up is that it drains 
and carries away from the vagina clots which are liable to 
decompose if allowed to remain there. 

Dr. Collyer thought it very necessary for some one to 
speak Avho had experience in the evil resulting from allow- 
ing women to sit uj). He thought the phj’sician attended 
too little to the condition of the uterus after delivery. His 
practice was to examine the uteinis and bladder immediately 
after labor, and six hours later to make an examination of 
the abdomen and see whether the uterus is relaxed or the 
bladder full. He has had patients get o\it of bed to pass 
water, with a resulting pi’ofuse post-partum hemorrhage. He 
recalled two instances where the patients nearly lost their 
lives. This was simply due to getting up so soon after labor 
and standing upon their feet. He considered it produc- 
tive of subiuvolution, retro-displacement, and relaxation of 
the ligaments in general, and should be ]j]-actically discour- 
aged at the ju'esent day. The passage of the catheter ought 
to be avoided, if possible. Every exertion tends to relax the 
uterus, fill it up with blood, and then follows expulsion of the 
clots. If tlie abdomen is examined, one can determine when 
the uterus is relaxed, and clots may be forced out. Dr. Mur- 
ray was perfectl)' right in not allowing a patient to exert 
herself after labor. 

Du. Emwet said he had been in the habit, in a simple case 
of labor, of allowing his patients to get up a few hours 
afterwards. The question was. one upon- which opinion 
seetned to be evenly divided, and he could add nothing to its 
solution, exeejit to say that he had been somewhat afraid to 
permit too much motion immediately after delivery. 

The OiiAruJiAN said it had been his practice for years to 
allow his patients to sit up, if there were no contra-indications 
present, and to allow them to empty the bladder without as- 
sistance ; but when it comes to allowing the patients to get 
out of bed the first few days after delivery, then he should 
hesitate to allow it. He respected a thrombus at the placen- 
tal site very much, and, furthermore, he resp)ected the iilti- 
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mate safety of the patient too much. If a woman is allowed 
to get out of bed with a heavy uterus, the probabilities are 
that that woman is subsequently going to undergo some ope- 
ration for lifting the uterus up and taking the strain off of 
the ligaments. If she he allowed to get up sooner than the 
tenth day, he believed she is likely to have a phlegmasia dolens, 
though not necessarily a septic one. He had seen a slight 
puerperal hemorrhage develop on the seventh or eighth day. 
They are rare, but they do occur. He thought allowing the 
patient to get up might lead to undue relaxation of the uterus, 
and perhaps she might have a hemorrhage of a profuse type. 

He. Coe, in closing the discussion, said his paper was pre- 
sented, in such a condensed form that he was afraid that he had 
not sufficiently emphasized the fact that he would allow pa- 
tients to sit up in bed to urinate only in cases in which the 
labor had been entirely normal, and in the absence of any 
pre-existing complication. If the patient had a tender ovary 
or some form of displacement, then he would not allow her 
to do this. In exceptional eases he might even allow the pa- 
tient to get out of bed, though not immediately after deliv- 
ery. He was not quite prepared to go so far as Hr. Cleveland, 
but actual experience was better than theory. He regarded 
any danger of sudden death as extremely remote. He had 
seen but one ease of sudden death the day folloiving labor, 
from cardiac failure. In regard to the point raised by Dr. 
Murray, of passing the catheter by touch, he could not quite 
agree with him, as this might do a good deal of damage. He 
certainly would not pass a catheter himself by the sense of 
touch in such cases, and he would not expect a nurse to do it. 
In trying to pass a catheter by the touch one might introduce 
infection into the bladder through the medium of the lochial 
discharge, and thus cause cystitis. 

He. Floeian Keuo read the second paper of the even- 
ing, on 

MY PEESONAL EXPEEIENOE WITH VAGINAL HYSTEEECTOMY.' 

He. Polk had been very much gratified at the tone taken 
■by Dr. Kru_g_ m the paper, the good taste he had shown in 
avoidiuff criticism of other operators, and his modesty in pre- 
senting his admirable results. Coming down to the main fea- 
tures of the paper, he would first of all desire to speak of the 
last clause, in which the doctor urges the importance of an 
early recognition of the disease, as being the only gateway, 
so to speak, to the small mortality which he has been able to 
obtain in his procedure. He couldnot understand,intheli(^ht 
of the more recent results that have been obtained by His 
operation, how such opposition should exist to its performance 
' See original article, page 796. 
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to-day in tlie minds of a great man}' concerned. It certainly 
seemed to him that ihe limits should be undei'scored, for witliin 
the linjits the operation was the only one to do. It is not 
worth while to consider any other procedure. As regards 
the results that have been obtained, he should like to ask Dr. 
Krug how soon he considers the patient to be free from tlie 
dangers of the 02)eration. Tlie results the doctorhas obtained 
are open to any one who chooses to limit his operations to the 
class of cases in question. The moment he advances beyond 
that point, and operates Avhere the disease has gone into the 
surrounding tissues, he brings the operation into discredit. 
He had operated for this disease twenty-two times, with a 
mortality of five; three were cases that should not have been 
operated upon, and in two he assigned the cause of death to his 
very imiierfect technique at his tirst operations. 

Dr. Hanks had done the operation so infrequently that 
he did not consider himself competent to discuss the paper. 
"Within three weeks he had had three cases come to him, where 
t!ie disease had extended too far to allow a successful hys- 
terectomy within the bounds set by Dr. Krng. The patients 
had been treated for from live to eight months for ulceration 
of the uterus by their family physicians, and should serve to 
impress upon the genei'al practitioner the necessity of an 
early recognition of the disease. 

Dr. Coe said that a year ago he took a decided stand 
against vaginal hysterectomy, except in cases in Avhich the dis- 
ease was contined to the corpus uteri ; but liis views had under- 
gone a cliauge since that time. He must confess that, after 
seeing the results that had been obtained by others, and after 
studying the technique of the operation, he had done a good 
deal of thinking. In regard to the ten cases of Dr. Krug’s 
that he had seen last Saturday, he must say that the-results 
were absolutely satisfactory. There was not the slightest sign 
■of recurrence, the patients were in perfect health, and, above 
all, there was not that prolapse of die vaginal walls or diffi- 
culty with the bladder that he had seen in a good many 
cases. Kothing could be more gratifying than the results 
that had been obtained in these cases. His own statistics 
had been particularly bad, and he thought that these were 
due to the selection of improper cases and, in the next place, 
to faulty technique. He had had ten operations within the 
last two years, and three deaths; two of these were from in- 
testinal obstruction, and one was due to infection, proper 
precautions not having been taken to prevent the escape of 
the sarcomatous material into the peritoneal cavity during the 
operation. In regard to the selection of proper cases, he ac- 
knowledged that he had not at the outset rigidly excluded 
those in which the parametric tissues were involved, and the 
recurrence in a few instances was so prompt that it clearly 
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showed the disease was not entirely eliminated. In order to 
he consistent he had not done vaginal hysterectomy since 
reading his paper, except where the disease was situated in 
the body of the uterus. He had done five high amputa- 
tions, and, to be absolutely frank, in four the disease had 
since recurred. While he did not believe that the so-called 
sarcomatous degeneration of the endometrium in cases of car- 
cinoma of the cervix had been clearly demonstrated, still he 
did think that the disease might creep along the mucous 
membrane much further than was apparent. 

Now, the question arose why there had been so much op- 
position to this operation on the part of good men, So far as 
he could learn, it had been mainly due to this : In the first 
place, there had been in this country many hysterectomies in 
improper cases. Then men had done one or two operations 
and had reported them, the collected statistics being thus 
very bad. But certainly, with such improvement in the tech- 
nique and the proper selection of cases as Dr. Krug had 
shown, the former arguments against vaginal hysterectomy 
lost much of their force. If some of these gentlemen had 
had the subject presented to them in the same light in which 
it had been presented to the speaker, he thought that they 
would change their position. He believed that there was 
danger from slouching of the tissues in using the forceps, and, 
if he could possibly "lielp it, he Avould not use them again. 
Once in a while one would encounter cases in which it was 
impossible to ligate the broad ligament at its upper portion, 
oil account of the narrowness of the vagina, as in the case of 
an old virgin. 

Dll. Janvrin said that it had been his custom, since his 
first two operations of this character, to never operate unless, 
after the most careful examination, he was convinced that 
the disease was confined to the cervix or body of the uterus. 
If he had any idea that the disease had progressed beyond 
the body or cervix, he would certainly not subject his pa- 
tient to the risk of a vaginal hysterectomy. He had car- 
ried his preliminary method of preparing his patient very 
much after the manner suggested by Dr. Krug. He had in- 
variably curetted and then treated the case carefully for a 
week or ten days, usually with the use of simple iodoform 
powder. He did not allow any douches whatever, but kept 
everythin,^ aseptic, and a week or ten days later he would do 
the capital operation. Where the endometrium was involved 
he would vary that technique. He must confess that he 
found vaginal hysterectomy much the easier operation to 
perform, and shorter than Baker’s operation. He thought it 
a much more satisfactory operation, now that their statistics 
are looming iqi as they have been within the past two years. 
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and gaining such ground as they have wifcln7) tiiat time. He 
had never yet seen any intestinal obstruction follov' any of the 
eleven operations he had done for vaginal hysterectomy. In 
these cases the summary was as follows : In the first two 
cases he used ligature, in seven clamps, and in the last two 
ligatures. Eight of these were operated upon in the hospital 
and three in private practice. One death occurred among 
the first two : another died within the past year from septic 
peritonitis. That case was operated upon under the most 
unfavorable circumstances. He used clamps, and the patient 
died at the end of two and a half days from septic peritonitis. 
Of the nine which recovered he had lost sight of only three. 
The first operation dates back about a year and the last about 
four weeks ago. 

Hr. Boedt said that as yet he had no reason to change 
the opinion he bad always held that vaginal hysterectomy 
was the only suitable operation, of coui'se within strict limits. 
In regard to the question of sarcomatous degeneration of the 
endometi'ium, lie had had the jdeasnre of insjiecting a number 
of specimens of sarcomatous degeneration, and hewassure they 
not infrequentl}’ had circumscribed nodules of malignant dis- 
ease of the fundus and also of the cei’vix. Yery frequently 
the disease travels up along the mucous membrane of the 
cervical canal and into the body. He thought it an admirable 
plan to examine eacli and every case under an' anesthetic 
before operating, unless everything is so favorable as to en- 
able us to make a satisfactory examination without an anes- 
thetic. In regard to the technique of operation, he did not 
think tiiey could lay down any absolute rule. He had ope- 
rated on more cases with the clamp than ligature, and his 
statistics are as favorable as those of Dr. Krug. 

Dll. CEEVELAFTn said that, since he commenced doing hys- 
terectomy, he had been an advocate of the use of the clamp, 
and most of his operations had been done with this instru- 
ment. He had been much influenced by Dr. Krug’s results. 
They are magnificent. His operations in future will be done 
by means of the ligature. The trouble in the past in hyste- 
rectomies had been due to the improper selection of eases, 
and a great many unnecessary operations bad been done 
when there had been moi'e or less fixation of the uterus, with 
infiltration into the broad ligament. The statistics had im- 
proved, because men were taking greater care in the selection 
of their cases. A year ago, when he listened to the papers 
of Drs. Baker and Ooe, he was very much influenced by 
what they had to say. He had always been an advocate of 
the entire extirpation of the uterus. In regard to his method 
in using the forcej)s in bis last few cases, he had clamped the 
uterine ai'teries, and then extending tlm incision almost to 
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the fiindDS, cut out a Y-shaped portion. Then the fundus 
can be readily drawn down, because, tbe Y-shaped portion 
being removed, the two sides collapse readily. After bring- 
ing down the fundus, another forceps was put on the ovarian 
•arteries. That afternoon he had a favorable case for opera- 
tion, and decided to use the ligature: He first ligated the 
uterine arteries, then made the Y-shaped excision, then drew 
down the fundus and ligated the ovarian arteries, and re- 
moved the uterus very satisfactorily. The point Dr. Ivrug 
makes about disposing of the stumps is a very important one. 
He found he could draw them down and place tliem where 
he wanted to, and then, placing gauze around the stumps, re- 
move the entire danger of adhesion of the intestines. An- 
other point to be gamed by removing the cervix by the Y- 
shaped excision referred to, is that tliis can be really done 
before opening into the peritoneal cavity, by separating the 
peritoneum from the back of the uterus as high as possible 
and cutting out the Y-shaped portion, being careful to hold 
down at the same time, with the long hook, the remaining 
portion of the uterus. 

Dr. Baohe MgEvers Emmet had not had a very large 
•experience in vaginal hysterectomies. He had only operated 
upon four cases, with one death from shock twenty-four hours 
afterwards. He used the clamp in all his cases, and ^vith 
great satisfaction, and felt that as good a disposition can be 
made of the stumps by means of the clamp as by ligatures. 
He had never liad any trouble from the sloughing mass com- 
ing through, and never was there the slightest rise of tem- 
perature m any one of the cases. Large masses of slough 
had, however, come away. He thought the dangers of the 
clamps that had been cited came from the fault of their being 
dull. 

Dr. Edebohls said that his experience with vaginal hys- 
terectomy had been very limited. About a year ago he ope- 
rated on four cases within a period of six months. They were 
all cases of epithelioraata of the cervix, and seemed favorable 
ones for operation. The vagina was not involved. In all of 
them it turned out, at the time of operation, that the broad 
ligaments were infected with the disease. All survived the 
operation, but had recurrences ndthin a year, Tliis had been 
his experience with the operation, and he had practically 
abandoned it since, because he failed to see cases where the 
disease was limited to the cervix and could be removed. At 
that time he saw Dr. Krug’s operation, and began to get new 
courage. Having then a case that he considered a suitable 
one, he asked Dr. Krug to see the patient with him, which he 
did. He kindly assisted him at the operation the next dav^, 
and they found, during the operation, the cervix and tissues of 
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the uterus were so friable tliat it was impossible to bold them 
together, and the patient died of sepsis after tbirt 3 *-six: hours. 
A-ltbongb bis experience bad been somewhat bad in this 
respect, still be was read}’ to operate on the next case of epi- 
thelioma or carcinoma of the nterns where be was satisfied 
the disease was limited entirely to the nterns. Vaginal hys- 
terectomy is tlie only operation that bolds out the hope of 
permanent cure in cancer of the nterns. He was convinced 
that ligature was better than the forceps, and would employ 
it in future cases. 

Dr. KA:snMERER thought that, if the proper eases Avere 
selected, the operation resolved itself into one of the most 
simple of surgical procedures. Tlie immediate results were 
ver}’ good. He bad seen tAventy-five perforjned by Profes- 
sor Schroder, and bad done five himself, and' not one died 
from the operation. As compared Avith supravaginal ampu- 
tation of the cervix, be thought total extirpation was the 
proper operation. He bad occasion to examine, in conjunc- 
tion with Professor Holtzmeyer, some eigbt 3 ’-six of the cases 
operated upon by the late Professor Schroder, and there 
were also five or six other cases that bad been operated upon, 
and no recnri-ence AA'itbin from tAvo to six years. In bis five 
eases there Avas only one that bad been operated on three 
years ago, a young woman of 28, and Avitbout a recurrence as 
yet. He fii*mly ixelieved that some of the statistics of a year 
or two will still have to be modified. That does not, boAv- 
ever, militate against the operation. He would go further 
than some of the gentlemen who bad spoken, and Avonld not 
consider slight infiltration of the ligaments a contra-indication 
to this operation. By combining vaginal bystei’eetomy Avitb 
laparatomy, patients can be saved and their lives prolonged 
for some years. 

The Ohairsian wished to add bis testimony as to the uni- 
form well-being of the ten eases of Dr. Krug’s that be bad 
seen, in none of whom Avas there the slightest evidence of a 
recurrence. Purtbermore, it aa’Us astonishing Avbat a remark- 
able cicatrix the doctor bad obtained in all bis cases. It 
Avas so smooth in several instances that the finger could 
scarcely detect it. Certainly, to-night eA’erything Avas in 
favor of vaginal hysterectomy as opposed to high ampu- 
tation. Yet he thought there was something still to be 
said in favor of high amputation. Dr. Krug’s experience was 
unique. His immediate mortality had been equalled abroad, 
but not his final results. If all operators could equal Dr. 
Krug’s results as regards immediate mortality, there Avould 
be no excuse for the high amputation whatever. As he was 
leaAnng his house this evening he received a report from one 
of the largest institutions in this country, Avhere during the 
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past year there were performed six vaginal hysterectomies, 
with two deaths; immediate mortality was thirty -three and 
one-third per cent. Four high amputations, with no deaths ; 
mortality none. The immediate mortality of selected Euro- 
pean operations has been five per cent. Their statistics as re- 
gards recurrence are forty-two plus per cent recurrence in 
one yea>’, thirty-two or nearly thirty-three per cent recur- 
rence after a year and a half. The high amputation, fol- 
lowed after f)r. Baker’s method, by Paquelin or galvanic 
cautery, as used by Dr. Byrne, has had as low an immediate 
mortaiity rate as five per cent, and can show in the neighbor- 
hood of fifty per cent of cures after three years. While Dr. 
Krug’s statistics are unquestionably excellent, at least four or 
five of these eases have not gone beyond the year and a half 
which is a fair test of the operation. All of his eases do not 
speak against high amputation and in favor of vaginal hyste- 
rectomy. These views were advanced as being the utterances 
of those who favor high amputation, as his experience with 
vaginal hysterectomy was ?i«7,and until other operators should 
show him the statistics of Dr. Krug in suitable cases he should 
prefer the high operation, when done properly, to vaginal 
hysterectomy. One of the objections that have been brought 
against the high operation is the necessity of watching the 
patient carefully, so in the event of a recurrence she can be 
curetted and cauterij^ed. Kow, Avith vaginal hysterectomy 
the patient ought to be watched just as carefully. It had 
been proved that, thongli a recuri’ence does occur, careful 
cauterization prolongs life and brings about a cure. In the 
ease of vaginal hysterectomy what had they to cauterize ? 

Dk. Kkug, in closing the discussion, said he would like to 
answer first the question of Dr, Cleveland in regard to the 
management of the bowels. He would keep the bowels open, 
and give the patient some saline laxative half an hour before 
she is given the anesthetic. He had often found the bowels 
move tlie following day of their own accord ; and if not, he 
would give a rectal injection as soon as possible. If the va- 
gina was properly packed with iodoform gauze, no protrusion 
of the intestines could take place. Speaking of high amputa- 
tion and vaginal hysterectomy, and the apparent difference in 
the results, it seemed strange that there should be better re- 
sults obtained by partial amputation than by removal of the 
entire organ. He could not understand why the patient’s 
chances should be better when something was left behind 
to be scraped and burned away afterwards. It seemed 
better to do away with it at once. The difficulties met 
with in high amputation were certainly greater than those 
met with in vaginal hysterectomy in suitable cases ; and he 
knew cases where operators who attempted the high operation 
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liad to remove the entire uterus, because tliej encountered so 
much hemorrhage that it could not be controlled in any other 
vray than b}' taking out the entire uterus. As to the question 
of using clamps and ligatures, there was one more point he 
wished to emphasize as against the use of clamps — that in 
most cases the ovaries and tubes were left behind. The ex- 
tirpation of tubes and ovaries was not an easy matter, if 
clamps were used, while l)y appl^dng ligatures it was his in- 
variable custom to remove the ovaries and tubes at the same 
time without difficulty. 

Speaking about intestinal obstruction, he said that in his 
thirteenth case he was not as careful in putting in the 
iodoform-gauze packing as in the others, and, as a result, the 
stump was not well covered with the gauze. The operation 
was done on Friday, and on Saturday morning he went and 
saw the patient. Tliere was something about Iier he did not 
like. He was so accustomed to see his patients, after a vagi- 
nal hysterectomy, in a normal manner that he was worried 
when lie found she had been vomiting all that night. He 
called Saturday night again, and still found her vomiting. 
Tiiere was no tympanites ; pulse was 112, and temperature 
normal. Different remedies had been tried to arrest this 
vomiting, but without avail. On Sunday evening, as the wo- 
man was still vomiting, he did not open the abdomen, but re- 
moved the packing of gauze, and found a loop of intestine 
firmly adherent to the left stump, which was not covered 
with the iodoform gauze. He put his finger in, and while 
the patient gave vent to a great scream the bowel was loos- 
ened. He again packed the wound with iodoform gauze, the 
bowels moved the same night, and she made a good recovery. 
This gave him a point in the after-treatment of these cases 
that was of practical value. 


TBANSAOTIONS OF THE OBSTETRICAL 
SOOIETy OF orworN'RATi. 

Regular Meeting^ Jammry 15^/i, 1891. 

The President, Dk. W. H. Wenning, in the Chair. 

Dr. Thad. a. Eeamt reported a case of 

GENERAL PERITONITIS FOLLOWING RIJPTITEE OF A PUS TUBE 
INTO THE PERITONEAL CAVITY, 

that he had seen in consultation with Drs. Yandyke and Hall. 
The patient was a married woman, 39 years old, mother of 
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one cliild now 20 years old. Wlien lie was called, tlie 1*®^ 
peratuve ^vas 104° and pulse 136. Botli temperature and 
pulse had been higher. There had also, for a week previous 
to his visit, been extensive peritonitis, which was still well 
marked. The pain had been severe, and large doses of mor- 
phine had been frequently repeated. There was marked 
jaundice. Considerable pus had been discharged per rectum. 

A blister of large size had been secured over lower portion 
of abdomen. The vesication had been quite severe, so much 
so that in many places the skin was destroyed. 

As the symptoms were subsiding, and the conditions not 
favorable to immediate operation, especially as pus per rectum 
was still discharging, operation was defei'red. Tree purgation 
was secured by sulphate of magnesia. Opiates were discon- 
tinued. Improvement was rapid and continuous. At the 
end of five weeks she was brought to his private hospital. 

On opening the abdomen he found the pelvis filled with 
.adhesions involving the tubes, ovaries, intestines, and uterus. 
The left ovary had been more than half destroyed by suppu- 
ration. An abscess containing a large quantity of ptis was 
found on left side. Its walls were made up of tube, part of 
ovary, uterus, sigmoid flexure of colon, and pelvic peritoneum. 
The fairly well-closed former opening into the bowel, at the 
juncture of colon and rectum, could be well made out. On 
the right side was a small cyst of the broad ligament, wdiich 
was removed. On this side was also a hydro-salpinx. !No 

S is. Appendages on both sides were removed. Drainage, 
ecovery. 

Dr. Rearay had presented this case in order to sustain his 
oft-expressed view that immediate operation is not in all cases 
best. 

He was satisfied that, had be operated when this case first 
came into his hands, death would have been the result. 

Dr. Ciias. A. L, Reed reported a case of 

ABDOinNAL SECTION FOR SUPPURATIVE APPENDICITIS, 

and presented the specimen-. The young lady, mt. 19, had 
previously had several attacks of pain in the right iliac region. 
On the 2Gth of J anuary she was again taken ill, and on the 
2Sth she summoned her physician, Dr. Edward L. Hill, of 
Oxford, O. He found her with excessive pain throughout 
the pelvis^ and lower abdomen — a fact which, taken in con- 
nection with the sudden suppression of her menstruation on 
the 25tb, raised a snsiiicion as to complicating conditions 
within the pelvis. She had tympanites, a higli temperature, 
and rapid, feeble pulse. On the 30th he wired me to come 
to operate for suppurative appendicitis. The patient went 
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upon the table in extremis; temperature 103.5° ; pulse 1.45 
aud feeble ; sighing respiration and semi-coniatose. Incision 
liberated a very considerable quantity of feculent pus. The 
ims cavity was flushed and the appendix was brought up. 
Kear its base Avas an opening large enough to admit a small- 
lead-pencil. A ligature was applied, sero-serous sutures were 
used, the caput and stump dropped back, a drainage tube 
was inserted, and the patient taken off the table in better con- 
dition than when she went upon it. 

During the next twenty-four hours the tube was frequently 
pumped, and salines ivere given, with the result that the 
bowels were evacuated, the tympanites subsided, the tempe- 
rature dropped to 99.5° and tlie pulse to 120. Stimulants 
and nutrients were puslied, but in spite of all the patient died 
on the eighth day. I cannot do better tlian "ive the flnal 
summary of the case in the language of Dr. Hill in a letter 
to me received yesterday: “ So far as this case is concerned, 
it is not to be reckoned against the operation. There was no 
inflammatory action that was not controlled, no peritonitis or 
tenderness in the right iliac region after the operation, no dif- 
flculty as to inducing free and full alvine dejections. The 
intense nausea, rapid and weak pulse, hematuria, purpura 
hemorrhagica — in a word, sepsis pre-existent to the opera- 
tion — killed, and that in spite of whiskey in ounce doses every 
hour, quinia, rectal alimentation by milk, Yalentine’s beef 
juice, etc.” 

The specimen presented herewith shows an appendix con- 
taining a foreign body, about the size of a filbert, and weigh- 
ing thirty-six grains. The body is evidently a concretion 
which has formed around some nucleus. 

Dr. G. E. Jones said that the result in Dr. Eeainy’s case 
proved that he did right in deferring the operation, for there 
was always a possibility of infection on account of the large 
area of denuded tissue Avhich had been produced by the blister. 
It is exceedingly hard to gauge one ease by another, biit 
thought it was good surgeiy to wait for developments in this 
caSe, both on account of the lesion to the skin of the abdomen 
and the low general condition of the patient. 

Dr. Rufus B. Hall said he was particularly interested in 
the case reported by Dr. Reamy, as it showed the wisdom of 
sometimes deferring an operation ; but at the same time it 
certainly did not proA'e that the result would have been un- 
favorable had she been operated Avhen first seen. 

He could not agree with the last speaker that the extent of 
the raw abdominal surface was a contra-indication to opera- 
tion, but thought other reasons Avere of more importance, 
viz., the general bad condition of the patient, and that the 



OBSTETEIOAL SOOIETT OF CINCINNATI. 


887 


doctor was so near as to be easily reached and ready to ope- 
rate on short notice if any untoward s^ymptoms occurred. 
He indorsed this case in particular, but did not believe that 
any blistered surface should prevent operating, as, in his 
opinion, it can always be made surgically clean by the use of 
corrosive-sublimate solutions. 

In closing the discussion Dk. Heasht stated that the condi- 
tion of the skin over the blister field was not the only ground 
of delay in operating. It was, however, a consideration, as 
the incision must have been made through this field, and in- 
fection could no't have been well avoided. Again, the daily 
subsidence of symptoms proved that new infection was not 
going on; there was, therefore, no urgency. He also regarded 
the removal of tympanites under saline cathartics as an im- 
portant element of safety. Then, the cessation of pns dis- 
charge per rectum, indicating closure of that gate of infection, 
was important. 

He had, on the other hand, held himself ready during the 
whole period of delay to operate on call, should an aggravation 
of symptoms urge it. 

He believed that these cases should be reported, especially 
as there is a disposition in certain quarters to operate at once 
on all patients of tliis class. Indeed, he bad beard a gentle- 
man in debate denounce delay as cowardly. He thougnt that 
some men lose all judgment so soon as they find tliat they 
can open the abdomen. There is such a thing as surgical 
sense, and at no time in the past had its exercise been more 
needed than now. Ignorance sometimes begets recklessness 
that passes for courage. 


The following officers were elected for the ensuing year ; 

President, Dr. E. W. Mitchell. 

Viee-Presidcnt, Dr. H. B. Hall. 

Recording Secretary, Dr. T. P. "White. 

Corresponding Secretary, Dr. E. S. McKee. 

Treasurer, Dr. J. L. Cleveland. 


Regular Meeting, Felruary VRh, 1891. 

The President, Dr, E. W. Mitchell, in the Chair. 
Du. W. H. Wenning read a short paper on 

ALBUMINURIA IN PREGNANCY.* 

' See original article, page 825. 
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Dr. Ciiauncey D. Palmer reported a case of 

PUERI’EKAL ECLAMPSIA.' 

Dr. T. a. Reamy reported the following case of 

DOUBLE UTERUS. 

On Saturday, February 7th, I was requested by Dr. School- 
field, of Dayton, Ky., to see, in consultation with him, Mrs. 
E. S., age 2.5, the mother of three children, the youngest 
child being 13 months old. The following. facts were eli- 
Cited : 

The patient had menstruated with regularity except during 
pregnancy and lactation. She had now not menstruated since 
FToYemher 29tli. Almost immediately after men.struation 
was missed slie sutfered from nausea, which .continued to 
grow worse despite all remedies, and from the effects of which 
she was now much emaciated, and had foi' the last two weeks 
been fed per rectum. 

January 21st Dr, Schoolfield had been called in haste. The 
patient was suffering intense pain in the right inguinal region, 
reflected through the vagina and down tlic direction of the 
crural nerve. There was evidence of marked shock, but no 
blood had escaped per vaginam. A careful examination dis- 
closed a mass to the right side of the uterus, apparently at- 
tached to it, extending well up to the fundus. The doctor 
had no doubt of the existence of ])regnancy, and he strongly 
suspected it to be extra-uterine; indeed, he would have insisted 
upon this diagnosis but for the absence of two symptoms 
which he regarded as important, viz., hemorrhage and deci- 
dual membrane. 

At the time of my visit the patient’s pulse was 130 and 
feeble. There had been no discharge per vaginam. On ex- 
amination the bulging to the right side of the uterus was very 
pronounced; the os externum was patulous, but the examining 
finger could not be passed through the os internum, which 
was very firm. The mass referred to was likewise, in my 
judgment, too firm to justify the belief that it was ectojiie 
gestation ; moreover, its location, so near to the uterus, indi- 
cated that if it was ectopic it was probably interstitial, at least 
close ujJ in the uterine end of the tube. 

It was Dr. Schooltield’s opinion that it was interstitial 
pregnancy. As 1 had seen the case with a view to laparatomy, 
I advised waiting, since, for reasons above stated, I doubted 
the diagnosis. Upon consultation it was decided to give full 
doses of atropia with a view of arresting the nausea. Three 
days later, February 10th, as there was no relief from vomit- 


’ See original article, page 822. 
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inp;, and tlie suspicious enlargement was more prominent 
and the pulse 135, I was again summoned, but, not heing^ at 
home, my partner, Dr. Johnstone, saw the case in consultation 
with Dr. Schooliield. 

They deemed it important that the uterus he explored^ to 
settle the question of ectopic gestation. The patient being 
anesthetized, the uterus was explored by a Simpson’s sound 
both by Dr. Johnstone and Dr. Schoolfield. The sound could 
be carried only to a depth of three and one-half inches, the 
uterine cavity being empty. Their belief of the existence of 
ectopic gestation was now strengthened. Two days subse- 
quently, February' 12tb, I saw the ease again. By bimanual 
examination I was convinced that the enlargement was of the 
uterus, and by Dr. Schoolfield’s consent I explored the uterus 
by sound — of course without the use of the speculum. 

At first I penetrated the same cavity which had been ex- 
plored by my friends, and found the depth three and one-half 
inches. Withdrawing the sound I turned its concavity toward 
the right side, and without difficulty introduced it to a depth 
of more than five inches, and while it was so introduced found 
no difficulty, by aid of the sound and the hand externally, in 
carrying the uterus to the median line. The abdominal wall 
being very thin, its outlines could be differentiated. It was 
not difficult, either, to detect in this cavity a foreign body. 
Manipulating by the sound with the deliberate purpose of in- 
ducing an abortion, I then withdrew it and advised that the 
patient be kept quiet and await results. 

The next day Dr. Schoolfield found the fetus, of nearly 
three months’ growth, expelled into the vagina. The placenta, 
still remaining in the uterine cavity, was without difficulty 
removed, and the cavity washed out with a bichloride solu- 
tion. 

Dr. Schoolfield, now taking advantage of the dilated os in- 
ternum, explored the uterus with his finger, and detected a firm 
antero-posterior septum extending from the fundus to a point 
corresponding to the ring of Bandl, thus clearing up some 
obscure points in the diagnosis. 

The case is of extreme interest, and I record it, by permis- 
sion of Dr. Schoolfield, for its bearing on this subject. Ac- 
cording to modern teaching, in certain quarters, the fact that 
pregnancy undoubtedly existed, that a mass could easily be 
detected to the right side of the uterus, that the woman' had 
suddenly been attacked with excruciating pain in the ingui- 
nal and vaginal regions, followed by profound shock, would 
have justified an immediate laparatomy. The subsequent 
facts showed that such a procedure would have been wholly 
unjustifiable. 

The patient is now quite recovered. 
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Dr. J. L. Cleveland was not of tbe opinion tliat leaving 
a patient for nine hours without medicine or attendance was 
ideal practice. For his part he believed in lunrjing 7natters, 
and the quicker delivery is accomplished the nearer it is to 
ideal practice and the better for the patient. 

Dr. JByrox Stanton said he had had a number of these cases. 
Be remembered latelj a ease in whieli the urine was laden 
with albumin, and tlie patient became temporarily blind, 
w'as put under treatment, and the symptoms gradually dis- 
appeared and the case went to term. Spetmer believed 
piiysicians depend too much simply on test for albumin ; this 
may be veiy marked and still no symptoms of eclampsia 
occur. In fact, the majority of pregnant Avoinen have more or 
less albumin at some stage of the j^regnancy ; its appearance 
does not indicate any gross disease of tlie kidneys, and he was 
of the opinion that the urine should be examined microscopi- 
cally for tube casts. 

Dr. Jacob Trush said he had alreadj’^ reported his ex- 
perience on the subject of eclampsia, but wanted to call 
attention to one point that is prominently mentioned by 
Eichhorst : that by the process of sweating the patientis only 
deprived of fluid, and as a consequence tlie solids remain in 
the blood in a more condensed form — that is, the blood contains 
relatively a larger per cent of the noxious solids — and that 
convulsions are more apt to occur. The same can likewise be 
said of tapping. 

In such cases as that reported by Dr. Reamy, shock does 
not always mean rupture. There are cases on record in 
which there has been decided shock and still the case went 
on to full term ; possibly tbere was tbe tearing, of adhesions 
so as to produce this effect. Tbe speaker reported at the 
time of occurrence a case in which there had been profound 
shock, which he and the consultants thought to be interstitial 
pregnancy, and electricity, both faradic and galvanic cm’rents. 
was used. The patient became better, and the uterus, which 
had heretofore been decidedly lopsided, became straight and 
symmetrical. Three months later she passed a little blood, 
and finally expelled a three months’ fetus, all shrivelled up, 
showing it bad been dead for a long time. 

Dr. Johnstone said that be bad never used veratrura 
viride; that it certainly was not suited to all eases, for be bad 
seen some in which its use would be dangerous. In his 
opinion, and according to his experience, the ideal method 
of treatment was to deliver as soon as possible. 

Dr. Johnstone said, with regard to the case reported by 
Dr. Reamy, that as he had seen the case and examined it 
carefully, he could substantiate all Dr. Reamy bad said. 

He had tried to pass the sound some distance in the 
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median line, but could not get it to pass into the right side. 
It was his opinion that his attempts had brought the uterus it- 
self more in the median line, and brought on contractions, and 
for that reason the sound on second trial entered more easily. 

This case brought to mind a case he had in Kentucliy which 
in some respects resembled this, the principal difference being 
the amount of pain and regular uterine contractions which 
were associated with this one-sided condition of the uterus, 
hio shock, however, Avas present. On this account he kept 
his grip packed, expecting to be called to a rupture, but 
suddenly the pains stopped and the case went to full term. 
There was evidentlj’’ some uterine contraction, by which at 
least the fetus was forced down to a comfortable place, and 
then the case assumed a natural course. 

Dr. Thao. A. Eeamt said he had been much surprised to 
note that in Earvin’s last edition (a work Avhich be con- 
sidered a imry able one) but little was said as to the value 
of veratriim viride in tlie treatment of puerperal eclampsia. 
It was evident, he thought, that this distinguished author has 
but little confidence in the agent. As for himself, he regarded 
it as more potent for good^ in many cases of this disease, 
than all other agents combined. The speaker had during 
the last fourteen years, both in his clinical and didactic 
lectures, not hesitated to recommend this agent in the high- 
est terms. 

Whatever view may be taken of the etiology of the disease 
(and of course different views are entertained by equally able 
authorities), the patient in fatal cases usually dies in a comatose 
state. The immediate cause of this coma is cerebral con- 
gestion — which is the product of tlie convulsions — the arrest 
of respiration, and the partial arrest of blood flowing from 
tbe brain througb the jugulars. In many eases, when con- 
vulsions continue, serous cerebral efl[usion occurs. Tbe 
speaker would therefore insist upon tbe proposition that no 
matter what the predisposing cause or causes in a given case, 
tlie most imminent danger lies in the convulsions themselves. 
It follows, therefore, that any remedy which will promptly, 
and with tolerable certainty, control the convulsions is of 

t reat value. No remedy can control all cases, hut under 
OSes of twenty to forty drops of Norwood’s tincture, given 
per os, and re])eated if necessary, he had seen the most 
violent attacks cease as if by magic. He bad not hesitated 
to follow a thirty-drop dose by twenty to twenty-five drop.s 
every thirty to sixty minutes until the pulse rate was reduced 
to forty or fifty per minute. 

When this profound influence upon the heart’s action is 
secured, con\Tilsions will ordinarily cease. Of course, all un- 
derstand the action of the drug, most powerfully lessening 
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the reflex irritabilitj of tlie spinal cord and medulla. It 
acts not only upon the cardiac ganglia, but directly upon the 
heart itself. The blood pressure is markedly decreased. 

Should the depressing effect of the drug become alarming, 
the patient can be speedily rescued from these effects by a 
dose of brandy, or a small dose of morphia hypodermati- 
cally . He stated that the veratrum would act promptly within 
twenty minutes when given by the mouth, hence its hypo- 
dermatic administration is not necessary. The speaker had 
also obtained excellent results from hj’podermatic injections 
of morphia, controlling the convulsions in certain cases. He 
had found this agent to act best in patients of a marked ner- 
vous temperament with dilated pupils. In such subjects he 
preferred morphia to veratrum. 

He liad employed the lancet in certain eases until he en- 
tered upon the use of veratrum; never since, however. 

The speaker must express his surprise that in most of the 
modern text books, as well as b}' some of the speakers this 
evening, chloroform is still lauded as a valuable agent for con- 
trolling the convulsions. For many years past he had neither 
used nor recommended this agent. Formerly he employed 
it because it was almost universally recommended, but it had 
uniformly disappointed him. He believed its action to be in- 
jurious. It is not a spinal depressant; moreover, its secondary 
action is sometimes irritating to the kidneys. 

Hot so, however, with chloral, which he considered a valu- 
able remedy, especially when given per rectum. 

He would not discuss the etiology of the disease further 
than to say that it cannot be uniform. In his opinion the 
causal relation between renal disease and eclampsia, although 
not now regarded with so much importance as a few years 
since, is still overestimated ; and yet such relation cannot be 
wholly denied. His own clinical observations convinced him 
that, barring cases of chronic Bright’s disease in pregnant and 
parturient women, the albumin found in the urine of an 
eclamptic woman is more often the result of the convulsions 
than the cause. 

He had no doubt of the importance of pressure as an indi- 
rect cause of albumin. Any degree of pressure that w'ill re- 
sult in venous congestion may cause albumin in the urine, and, 
if continued, may cause uremia. 

The speaker regards the views of Lantois {ATcliivf. Oyn.^ 
vol. xiii.) as quite plausible, viz., that the disease is acute 
peripheral epilepsy. The albuminuria and eclampsia having 
a common origin, irritation of the uterine nerves is reflected 
to the kidney and acts upon their vaso-contractors, and thence 
albuminuria ; or upon the medulla, and convulsions result 
(Parvin). 
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REVIEW. 


The Daughter : Her Health, Education, and W edlook. 

By Wm. M. Copp, M.D. 140 pages. Pliiladelpliia ; E. A. 

Davis, 1891. 

This little woi'k is intended to aid the mother in the phy- 
sical, moral, and mental training of her daughter, and dis- 
cusses in an easy, satisfactory, practical, and entirely unob- 
jectionable manner points of general interest in the cycle of 
infancy, girlhood, wifehood, and maternity. The subject of 
reproduction is touched upon “ neither lialtingly nor too ex- 
plicitly.” ‘‘ A certain amount of information in regard to it 
is needed to keep from errors and blighting mistakes, often 
committed purely through ignorance which should have been 
dispelled.” . . . “ The subject is obviously not one for pro- 
miscuous discussion, but nothing is gained in private by veil- 
ing it with mystifying reserves and ingenious evasions which 
serve often to keep smouldering an unsatisfied curiosity that 
had better be laid at rest by a little necessary plain and whole- 
some truth.” The author would make the mother, as she 
should be, the daughter’s safest and most trusted guide. 


ABSTRACTS. 


1. Fehling, H. : The Causes and Treatment op Pu- 
erperal Osteomalacia {Archvo fiXr GynaTcolegie, Band 
xxxix., Hft. 2). — The results in cases of puerperal osteo- 
malacia have hereto fore been exceedingly poor. According to 
Litzmann’s and Hennig’s statistics, eighty per cent of the cases 
died. Cesarean section (Porro’s method) gave better results 
than any other plan of treatment. According to Baumann, 
of forty-four cases of osteomalacia who were delivered bv 
this method, twenty-six recovered. Of these twenty-six, five 
died from other causes, such as heart disease, nephritis, and 
tuberculosis, leaving twenty-one cases who made excellent re- 
coveries. These results led F. to believe that the removal of 
impregnation and nursing effected a cure, and, arguing from 
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this, he decided to observe what effect would result in these 
cases by removing tlie ovaries. He operated upon fourteen 
cases in all, one oi which died, the others made an excellent 
recovery. From the large number of cases occurring in this 
district we would consider the disease as epidemic in Basel. 
In examining the histories of these cases that were operated 
upon, we find that their ages varied between 28 and 51 ; that 
tliey had all borne children, from 4 to 10, average being 5.4. 
The social condition does not seem to have any effect upon 
the acquiring of the disease, nor does long nursing. 

According to these results, there can be no doubt that by 
performing oophorectomy, and thus putting an end to ovula- 
tion and menstruation, a cure for osteomalacia can be accom- 
plished. Other observers have obtained similar results, so 
that the total number of eases has now reached twenty. 

As to the causation of the disease we are still very much in 
the dark. Some believed the disease to be due to a bacterium, 
and its epidemic character would make this seem plausible. 
But if such were the case, how could we explain the method 
of cure by means of removing the ovaries or by Porro’s opera- 
tion? Diminished alkalinity of the blood has also been given 
as a cause. Experiments wei’e made upon the patients to test 
this. The results would not lead one to believe that this , 
could be the cause. The diminished alkalinity merely shows 
the severity of the disease. 

Certain positive factors in the disease are : Firstly, that 
nearly all the cases were markedly worse when menstruating. 
This would lead us to suppose that the menstrual congestion 
stood in a certain relation to the disease. This is also con- 
firmed by the fact that the disease occurs more frequently 
during pregnancy and in the puerperal state. Secondly, the 
marked diminution of the pains shortly after the operation. 
Two or three days after the operation the pains in the ster- 
num and ribs cease, then later on those in the pelvis and 
lower limbs also disappear. 

The result of these observations leads us to believe that 
the disease is due to a diseased increased activity of the ova- 
ries. The changes in the bones are to be looked upon as 
reflex. According to this, we must look upon osteomalacia as 
a trophoneurosis of the bones, especially of the pelvic bones, 
this trophoneurosis depending upon the generative process, 
especially in the ovaries. l. s. e. 

2. Joseph Bheinstein (Berlin) : The Diagnosis of JSTon- 
PUEEPEKAL Ovarian Abscesses {Archiv fur Gynahologie, 
Band xxxix., Hft. 2). — Acute non-puerperal inflammations of 
the ovaries are extremely rare. Pathologico-anatomically 
considered, there are two forms of inflammation of the 
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ovaries — the parenchymatous and the interstitial. The first 
form occurs in acute exanthemata, typhoid fever, recurrent 
fever, cholera, septic processes, phosphorous and arsenical 
poisoning, and has merely an anatomical interest ; for clini- 
cally it produces no characteristic symptoms, and is only dis- 
covered at the post-mortem table. The second fown occurs 
very rarely ; except after the puerperal state and in the begin-' 
ning of the disease, the diagnosis is extremely difiicult, for the 
symptoms could be considered as due to a perioophoritis or a 
localized peritonitis. According to Olshausen, a positive 
diagnosis of acute oophoritis can only be made when we can 
feel the enlarged ovary, and can be sure that the pain arises 
from it and that none of the surrounding organs are affected. 
Even then we cannot be sure, but, in order to be so, have 
•to perform a laparatomy, or we make our diagnosis at the 
autopsy. The total number of cases that have been published 
being very few, the following case is cited in order to show 
the difficulties in making a diagnosis ; 

A blonde, single, 23 y^ears old, gave the following his- 
tory : Menstruated regularly from her sixteenth year on. 
In June, 1 888, had an abortion in_the tenth week ; does not 
know the cause. After that she had a discharge wliich lasted 
six weeks. Following this menstruation began again and 
continued to be regular. From September to November, 
1889, she had a severe attack of acute articular rheumatism. 
Had a leucorrheal discharge during this entire attack. In 
the beginning of February, 1890, she was suddenly taken 
with a chill and fever ; began to menstruate and had slight 
drawing pains in the left side of her abdomen. A physician 
who saw the patient diagnosed peritonitis. The pains became 
more severe and finally became cramp-like in character, ex- 
tending from the left side toward the right and into the 
back. Complained of slight burning wlien urinating. Last 
menstruation March 22d, '"lasting four days. Six days later 
a severe hemorrhage, lasting three days. Complains con- 
tinually of pressure upon the bladder, and is compelled to 
urinate very frequently. Has very little appetite. Tempera- 
ture below normal, rising in the evening to 38.7°. Abdomen 
tense and retracted. Pressure upon the abdomen is not pain- 
ful. By external palpation nothing can be made out. Hterus 
not enlarged ; sharp anteflexion ; freely movable. The right 
ovary, the size of an almond, can be easily felt. On the. left 
side a tumor is felt, as large as an apple, and is attached to the 
fundus uteri, but can be separated from it. The consistence 
of the tumor is firm, but in several places soft spots can be 
felt. The tumor cannot be moved. The left ovary cannot 
be felt. A diagnosis of purulent tumor of the uterine 
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adnexa was made. ‘Whether it was of the tube or ovary re- 
mained a doubtful question. As the tumor had weakened 
the patient, and made her unfit for work, and caused con- 
siderable pain, it was decided to perform laparatomy. This 
was done on April lith. Abdominal incision began at umbili- 
cus and extended to three centimetres above the symphysis. 
Intestines came into view andAvere pushed to one side. Then 
on the leftside the tumor became visible. It was surrounded 
by peritoneum, and was adherent to a loop of small intestine. 
It was loosened Avith considerable difficulty. In endeavoring 
to draw it out of the pelvis it burst, and the contents, AA’hich 
Avere greenish- Avhite pus, about three tables))oonfuls in all, 
Avere evacuated into the abdominal cavity. It was carefully 
wiped aAvay with sponges. That portion Avhich Avas adherent 
to the intestine could not be separated Avithout tearing the 
latter; it Avas therefore left behind and the rest removed. 
The tube Avas ligated at the uterine end, and Avas also re- 
moved. Abdomen carefully cleansed and the wound closed. 
!No reaction occurred until the tenth day, Avhen a small super- 
ficial abscess of the abdominal Avails Avas developed. This 
lasted eight days. On the 10th of May the patient aams dis- 
charged cured. Microscopically, portions of OA'ariau stroma 
were found in the abscess membrane. From the history the 
probability is that the abscess Avas due to a gonorrheal in- 
fection. It would have been impossible in this case to tell 
Avheiher it was a pyo-salpinx or an ovarian abscess. It could 
also have been mistaken for a hydro-salpinx, hemato-salpinx, 
tubo-ovarian cyst, and tuberculosis of the tubes. A hydro-sal- 
pinx has rather a characteidstic form. Beginning at the uterine 
end, it swells as it goes out toAvard the side. The affection is 
usually bilateral. The amount of pain is very slight and 
there are very fcAv symptoms. It is utterly impossible to 
diagnose a tubo-ovarian cyst if it undergoes suppuration from 
the disease in question. The same is true in cases of tuber- 
culosis, when cheesy masses form. It may also be difficult to 
diagnosticate the disease from a parametritis or an intraperi- 
toiieal pelvic exudation. The cause of the interstitial form 
of the disease is usxially suppressio mensium or else ^n- 
orrheal infection. The former cause is a rare one. The 
symptoms in the case just described pointed to gonorrliea as 
the cause. The yelloAvish discharge, the burning and fre- 
quent desire to urinate, all point to this as the source. 

LEONARD S. BAU. 
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t 

March 27th, 1891, 1 was called to see Miss F. L., aged 19 
years, on account of severe abdominal pain. She was one of 
eight children, born in tliis country of English parents. Had 
been generally healthy. Family history good, but I was in- 
formed that a sister of her father “ went into quick consump- 
tion as the result of not having her monthlies come on.” The 
mother of my patient began to menstruate at 13 years of age ; 
has lived a very active life, and always has been well and 
strong, though I found a mitral regurgitant bruit with occa- 
sional inegular cardiac action. Two sisters of my patient 
are now living, aged respectively 13 and 15 years. The 
older of these entered the life of woman at the age of U 
years and 9 months. The younger sister shows evidences of 
soon beginning to menstruate. 

57 
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At the age of IG mj patient began to have trouble with 
her eye?. Her mother thought that it was due to delay in 
menstruation, but tlie family physician fhouglit otherwise. 
In January, 1890, slie had the grippe. Since she did not seem 
to improve satisfactorily after it, at the request of her mother 
the family doctor gave her a prescription for emmenagogue 
l^ills. These had a decided effect upon the bou'els, produc- 
ing very free discharges, but otherwise the}' seemed to have 
no intluence. The family and the doctor therefore concluded 
that Xature was not ready for her to menstruate, and she was 
let alone. From this time her bowels began to be more and 
more sluggish. 

During the summer she felt, in the main, quite well. She 
played tennis without special inconvenience, further than oc- 
casional pain in the region of the heart. This pain she had 
noticed upon special e.xertion ever since she could remetnber. 

In December, 1890, her mother laughed about her “grow- 
ing so stout.” Shortly after that remark the patient noticed 
that there was a tumor in the lower portion of her abdomen. 
So slowly had it developed that it was already large before 
sbe realized that there was anything abnormal about her. In 
January, 1891, she began to have difficulty in passing urine. 
She had frequent desire to urinate, but could pass only a 
small quantity at a time. 

February 26th, on account of a “ heavy feeling in her ab- 
^ domen,” pain in the small of the back and on the inner side 
of her thighs to her knees, the family doctor was sent for. 
After an examination of her abdomen he pronounced her 
pregnant. So strongly did the jiatient deny the possibility 
of such a condition that the doctor attempted a vaginal ex- 
amination under cover. He passed the distal phalanx of his 
forefinger, as he supposed, into the vagina. He there found 
so much resistance that he desisted. He informed me that his 
finger was grasped by spasm of the muscles. He could get 
no evidences of intra-nteriue life, and so advised the delay of 
a month for developments. He advised that if by that time 
the diagnosis did not become clear they should consult a 
gynecologist. 

Her bowels became quite constipated. The peculiar pain 
went away, bat returned four weeks later. March 26th she 
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was no longer able to pass her urine. That night they again 
went to their family physician. He urged them to consult a 
specialist in the morning. Being unable to go to the house 
at the time, he gave them a catheter and instructed them 
how to use it. They used it successfully, and in the morning 
sent for me. 

I found by questioning that for some time she had noticed 
periodical pain, slight and located in small of back and in 
region of bladder. How long since it began she could not 
say. Of late this pain had grown more and more severe, 
but was entirely absent between periods. She seldom had a 
headache, and what headache she had she did not attribute 
to suppressed menstruation. She had had no disturbance of 
vision for the past two and a half years. For the past month 
he)' mother noticed tfiat she lacked vivacity and “ seemed tO’ 
be going into a decline.” She did not sit squarely upon a 
chair, but gradually had acquired the habit of sitting upon 
one buttock, as though she had hemorrhoids. This position 
had been more marked for the last month. She had frequent 
desire to go to stool, but eotdd accomplish little. She most 
emphatically denied the possibility of her being pregnant, 
but said that the sense of fulness in the vulva had led her 
sometimes to roll up a sheet and rub herself. This rubbing 
seemed to give her relief and was followed by a discharge of 
mucus. 

The patient was evidently in much pain. There was nc 
fever. The j^ulse was slightly accelerated but regular. There 
was a pear-shaped tumor, with the large end extending to or 
slightly above the umbilicus, and the small end in the pelvis.. 
The tumor was symmetrical and in the median line. In the 
upper left quadrant I discovered a slight projection which 
gave the impression of a child’s foot. The tumor felt as 
though it contained fluid, but its walls were tense. It cer- 
tainly seemed as though the girl was at least four and a half 
• months enceinte. I could, however, hear no fetal heart, nor 
find other signs of intra-uterine life. 

The floor of the pelvis was next examined ocularly. It 
strongly resembled a case of confinement with a large bag of 
waters unruptured and presenting at the vulva (see figure, p. 
900). The perineum was very strongly depressed and the anus- 
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about two ounces of thick dark fluid, 'without special odor. 
The fluid was so thick that it flowed but very slowly through 
my largest needle. I used no anesthesia, general or local. 
The great pressure upon the hymen had rendered other anes- 
thesia unnecessary. The character of the fluid, together 
with the general condition of the patient, indicated that 
there was no occasion for special haste. 

"With a small knife I made a linear vertical incision, three- 
sixteenths of an inch long, near the fourehette. This per- 
mitted quite a stream to flow. I directed that no dressings 
be put over tiie vulva, for they would interfere with and pre- 
vent the discharge. So long as there was a continued out- 
ward flow there would be little danger of the entrance of 
bacteria through a small opening. I ordered that the patient 
be kept upon her back, and that as fast as the cloths under 
her became covered (for they could absorb but little) they 
should be removed and fresh ones substituted. "With each 
change of cloths .the vulva was sponged with a weak carbo- 
lized solution. To guard against a possible malarial compli- 
cation I prescribed quinise suiphatis, gr. ij., to be given before 
each meal. 

At 4:15 the tumor was decidedly smaller. Had urinated, 
and had had a free action of the bowels. She complained of 
pain in the small of the back. The discharge had nearly 
ceased, because, the pressure having decreased, the hymen 
had contracted and nearly closed the opening. With the 
knife I enlarged the opening to its former size. 

March 28th, 10 a.m. Slejjt well; no pain; bowels and blad- 
der free ; no fever ; pulse TO, full and soft ; tumor nearly 
gone. Dilated the opening with dressing forceps. At 4 p.m> 
the discharge had nearly ceased. I dilated the opening and 
washed the cavity with a carbolized solution. All water used 
in injections or for external washing was first boiled. 

March 29th, 9 a.m. The vulva was externally normal in 
appearance. Rectal examination showed tumor gone. Peri- 
neal body thick and unusually firm. I stretched the opening 
until I was able to -pass my index finger. I had mentally 
compared the condition to a confinement. I was therefore- 
surprised to find the uterine cavity continuous with that of 
the vagina, the only means of distinguishing the cervical from 
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tlie vaginal wall being that the cervix was firmer. Since the 
discharge liad ceased, I directed t])at an antiseptic pad he ap- 
plied over the vulva. The inti’avaginal injections were used 
twice a day from March 29th to April 2d, inclusive. From 
April 3d to 29th one daily injection was used. There was 
no color to the wash March 31st, Patient was allowed to sit 
upon chamber after first day. Sat up on the ninth day. 

Menses appeared A])ril 30th, natural in quality, but slightly 
abundant, according to the mother’s testimony. Discharge 
contained some shreds of membrane, such as the mother had 
often noticed in her own flow. Patient had some pain in the 
back, but otherwise felt well. Flow ceased May 7th. I re- 
ceived reports, but did not e.xainine patient from April 11th 
to May 12th, 

May 12th. Distinct mitral regurgitant bruit. Heart re- 
gular, but pulse slightly dicrotic, 70 per minute. Says she 
feels well. Since last visit has used the injection herself. 
Thinks the opening has grown gradually larger. At my last 
attempt the inde.x finger was jnassed with difiiculty and caused 
considerable pain. How it was passed with comparative ease, 
and practically without pain. The hymen had atrophied in 
thickness. When distended, before puncture, it was about 
one-eighth of an inch thick. Two days later, tension having 
been removed, it was three-eighths of an inch thick. How it 
was less than one-eighth of an inch. 

The walls of the vagina were still abnormally relaxed and 
thickened. The uterus was normal in position and size. 
Tlie cervix was not as hard as we usually find in a virgin. 
Otherwise normal. 

From the day of the operation there was no chill, fever, 
■odor to the discharge, or other unfavorable symptom. 

I have been led to report this case fully for several reasons. 
Text books upon gynecology say very little of the operation or . 
its dangers. Some do not even mention it, and yet I find a 
mortality of nearly ten per cent following it, Hewitt recom- 
mends evacuation guUatvru. Thomas favors the slow method. 
Emmet, on the other hand,' advises a free incision, and a 
large majority of eases reported are those of rapid evacuation. 
Skene, in his excellent work on “ Diseases of Women ” (1890, 
p. 53), says of the rapid as compared with the gradual method: 
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“ This metliod lias proved to be safer since the days of anti- 
septic surgery, and may be adopted.” I liave seen no satis- 
factory and thorough discussion of the operation. Many of 
the articles in text books and journals are misleading. It 
seems to me, however, that both theory and experience 
strongly favor the gradual method. 

Asa basis of study, I present, on pages 904r-907, two tables 
of eighty-one cases. A few of these I have taken fi'om re- 
views, and not from the original publications. From these 
tables I have excluded, for example, two fatal eases of rapid 
evacuation mentioned by Thomas/ because he does not give 
the full number of eases operated upon. Both of his cases 
died of septicemia. I have included a few cases in which the 
occluding membrane was not the hymen, but was situated close 
to the hymen. Several reports found do not state whether 
the patient died or recovered. The list is very incomplete, but 
is probably extensive enough for present purposes. Of this 
number, twenty-five were operated upon by the gradual meth- 
od, with one death, four per cent. Out of fifty-six cases rap- 
idly evacuated, seven died, or 12.5 per cent. Since, perhaps, 
in Shapard’s ease death was not due to the operation, we might 
say six died, 10.7 per cent. The method, whether rapid or 
slow, in Shapard’s case’* was not clearly stated. It was done 
through a canula, and yet the wording leads us to suspect 
that it was rapid. Lamargue’s case’ is here classed as rapid, 
though I may be in error in so placing it. It must be remem- 
bered that Simpson’s case occurred before the days of anti- 
septics, and that it died of septicemia. Unless it be Shapard’s 
case, the writer has not found the record of a single case of 
death following gradual evacuation since the days of anti- 
septic surgery. Shapard’s case was in a critical condition 
before the operation was performed. She was 36 years of 
age. 

The majority of reports do not give all the data that might 
be desired. Few, for example, mention the thickness of the 
hymen. One of the diagnostic points sometimes mentioned 
is a dark violet or purple hymen. Since this color is due to 

' “ Diseases of ‘Women,” 1878, p. 64. 

’Nashville Jour. Med. and Surg., New Series, vol. xxvi., 1880, p. 153. 

’Jour, de Medecine de Bordeaux, August 17th, 1890. 
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the fact tliat tlie retained fluid is seen tlirougli the hymen, -we- 
must conclude that the liymen is thin. One operator spoke 
of puncturing the jnembrane with liis Anger.’ On the other 
hand, I And records of cases wljere tlie hymen was one-fourth 
or three-eightlis of an inch thick. Another says that the 
hymen was five-eigliths of an inch thick.' In my case the- 
membrane appeared wliite and glossy, and was one-eighth of 
an inch thick when distended. When a portion of the contents 
had been evacuated, the surface of the membrane had a reti- 
culated appearance, as tliough it were strengthened by a net 
with one-Afth inch meshes. This reticulated appearance dis- 
appeared in a few days. 

Cases have been known to exist for ten years, and in one at 
least sixteen ycai-s ; but they often prove fatal in two years, 
according to the older writers. 

As nearly as I could estimate, there were about one hundred 
fluidounces of retained fluid discharged before an injection 
was used. J. Matthews Duncan ’ reports a case in which fifty 
ounces were discharged. His case was not strictly imperfo- 
rate hymen, but the menses were retained by a membrane just 
back of the hymen. Benevoli, quoted by Burns, and men- 
tioned by DcAvees in his “Diseases of .Females,” speaks of a 
case in wliich thirty-two pints Avere evacuated. Ghent re- 
ports a case'* in which seventy-six ounces were evacuated. 
Wiggin’s case ' discharged three joints, and Avas Arpand at work 
the next day. In. another ease ° two quarts Avere evacuated.. 
A girl of 13 years ’ discharged a quart. The most remarkable 
case of which I have seen a record is that of Shapard.' His 
patient, a Avoman of 36 years, was relieved of seven gallonSy 
according to his report. She died a fcAV days later, “ of ex- 
haustion or a loAv form of jjeritonitis,” he could not tell 
which. 

I have not found mentioned the jjeculiar position Avhichmj 

’ Hurd, in Peoria Medical Monthly, vol. ii., 1881, p. 131. 

’ Bigelo-w, Medical Record, vol. xxxiv., 18S8, p. 70i. 

* Transactions of the Obstetrical Society of London, 1882, p. 218. 

Tex. Cour. Rec. Med., vol. iv., 1887, p. 310. 

‘ Med. Record, vol. xxxvi., 1891, p. 136. 

® Maryland Med. Jour., vol. xxiv., 1891, p. 248. 

’ Daniel’s Tex. Med. Jour., vol. iii., 1887, p. 1. 

® Nashville Jour. Med. and Surg., N. S., vol. xxvi.,- 1880, p. 153. 
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patient assumed when sitting. Such a position ought to he 
:snggestive to the practitioner. Ketention of nrine, dysnria, 
and constipation are frequently observed, especially in cases 
•of long standing. 

The dangers in an operation are; First, j)oisoning ; sec- 
ondly, rupture of Fallopian tubes ; thirdly, peritonitis, the 
result of sepsis, regurgitation, or rupture. 

So long as the hymen is unruptured there is little danger 
■of sepsis. The fluid is not, as a rule, septic, though I find a 
few records of such cases.* So soon as it is exposed to the air 
it rapidly decomposes. Formerly the greatest danger seemed 
to be from sepsis. This danger is greater if the opening is 
large. It is impossible for the uterus to contract rapidly in 
these cases. If, therefore, the contents are rapidly evacuated, 
air must take the place of the fluid, especially since for a rap- 
id evacuation the opening must be large. To guard against 
sepsis, injections have been used, but these are not without 
danger. M. Berger reported, in December, 1885, to the So- 
•ciete deChirurgie ° the case of a young lady of 20 years upon 
whom he had operated for a tumor about the size of the one 
here reported. After evacuation he used every three hours 
a one to one thousand sublimate solution. On the fifth day 
symptoms of mercurial poisoning necessitated a change. Per- 
sonally I am opposed to the frequent washing of the uterus in 
such cases. The tendency seems to -be to macerate the tissues, 
thus favoring sepsis. In general surgery it is found that clean- 
liness does not necessitate free use of water, nor does free use 
of water generally favor a rapid healing of the injured parts. 
A limited amount of washing is necessary to thoroughly cleanse 
the parts. Externally, the use of antiseptic washes I believe 
to be necessary. 

In order to hasten evacuation through a small opening, the 
cautious injection' of water might be used. In Mossman’s 
case ° a large opening was made because the fluid would not 

' See Howard’s case, reported by O’Donovan, Med. News, vol. 1. 1887, 
p. 457. It is not improbable in suck cases that there might be a minute 
opening into the rectum or through the hymen sufficient to allow access of 
germs. 

> See Revue de Therapeulique Medico-Chirurgicale, January 1st, 1880 
p. 13. ’ 

= Amehican Joukxal op Obstetrics, vol. xiv,, 1881, page 505, 
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floY' tlwougli a half-inch opening. If tliat half-inch oj^en- 
ing had been carefully held open by a drainage tube, after 
scooping out a little of the jelly-like substance with a spoon, 
if necessaiy, it seems highly probable that the injection of a 
little carbolized water from time to tinie would have secured 
complete evacuation without the dangers of a large opening. 
His case died on the eighth day of septicemia. The same 
treatment is indicated when the fluid is already septic, as in 
O’Dono van’s case.' For this use I would recommend a sub- 
limate solution of one to one thousand until the uterus is 
nearly empty. Great care must be used in sueh cases not to 
cause regnrgitatioji through the Fallopian tubes. As a safe- 
guard against this, I should advise tliat the drainage tube be 
made of glass, with two unequal canals. The smaller passage 
should be used for the injection, while the other — at least 
twice as large — should be utilized for the dischai’ge. 

Pressure u))on the abdomen should not be used to hasten 
the flow. It increases the risk of an accident, like rupture of, 
or regurgitation through, the tubes. In one case such pres- 
sure was made by a couple of meddlesome assistants. For 
this reason, as well as others, it is better not to have moi*e 
than one professional assistant. I prefer to have none, unless 
an anesthetic is to be given. Careful pressure may be used 
to aid in removinsf the wash water after the uterus has been 
once thoroughly emptied. 

It has been said that the entire parturient canal is especially 
fitted for absorption after this operation. I do not think this 
is a fact. I think this conclusion has been reached by con- 
sidering the condition identical with that of a puerperal pa- 
tient. In parturition almost the entire lining of the uterus 
is thrown off, leaving the mouths of the blood vessels more 
or less oj)en. In this case there is little, if any, exfoliation 
of the mucous membrane. In my case there were several 
unorganized plates of hardened blood thrown out, evidently 
incrustations upon the uterine walls, Huss" speaks of wash- 
ing out ‘‘ large flakes of dead vaginal epithelium.” Mohamed 
Asadulla reports that the discharge contained “ shreds of 

* Medical Mews, vol. 1., 1887, p. 457, aud in Maryland Medical Journal, 
vol. xvL, 1887, page 457. 

* Journal of the American Medical Association, July 4th, 1891, page 1. 
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white organized membrane.”' Such j)lates or crusts would 
tend to prevent even the usual amount of absorption. In 
parturition there is usually some laceration of the canal. In 
the operation for imperforate hymen the only raw surface 
would he on the hymen, ‘unless the tubes should be ruptured. 

In parturition the entire uterus usually acts together, 
though, especially with an unusual stimulus, hour-glass con- 
tractions sometimes occur. In rapid evacuations of the re- 
tained Menstrual fluid a species of hour-glass contraction is to 
be expected. The fluid is so thick as to move slowly. ° In 
rapid evacuation the vagina and lower portion of the uterus 
would he almost empty before much of the contents of the 
fundus had flowed out. The lower segment could, therefore, 
contract before the fundus, so that when the fundus got to 
work it must partially overcome the action of the cervix. 
The attempt to do this sometimes causes a regurgitation 
through the tubes, or a rupture of the tubes. The same con- 
dition may occur as the result of closing the mouths of the 
tubes by uterine contraction. Since rapid evacuation would 
cause the uterus to descend rapidly in cases of much disten- 
tion, if the tubes should be distended, and adhesions exist, 
there would be great danger of rupture. 

The form of incision recommended varies greatly.^ Some 
use the crucial or circular for rapid evacuation. For gradual 
evacuation I And recommended, the simple puncture, linear 
incision, Y-shaped and crescentic openings. Sisman ^ used 
a small incision with drainage tube for gradual evacuation in 
three cases. All recovered. The vertical linear incision, 
forming a valve, seems to me the simplest and best, though 
for twenty-four or forty-eight hours I think the drainage tube 
might be an advantage. It should be removed as soon as the 
onward flow is checked. 

The studies of Prof. Flores ‘ upon Mexican women, and 
those of other investigators, show that the primitive hj^men is 
imperforate, but that absorption normally occurs, thus making- 

’ Indian Medical Gazette, vol.,xxvi., 1891, page 9. 

®In Mossman’s case (American Journal op Obstetrics, vol. xiv,, 
1881, page 565) it would not flow tbrougli a half-incli opening. 

* I regard puncture per rectum as offering too many risks to be considered. 

* TViener kliniscbe 'Wocbenschrift, June 5th, 1890. 

' Fiores ; “ El Himen en Mexico," 1887. 
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at perforate. My case ilhistrates tlie fact tliat it is not neces- 
sary to mutilate a patient by malcing a large opening. After 
the opening is made the tendency is for it to grow larger, and 
a little assistance by dilatation is as much as is needed. 

After the flow has stopped an antiseptic pad, which acts 
as a sentinel guarding against the entrance of foes, should be 
used over the vulva for at least two weeks. I cannot see any 
advantage in packing the vagina with iodoform gauze. . It 
tends to retard the return of the vamna to its normal con- 
dition. Its introduction sometimes necessitates the use of an 
anestlietic. 

Nor can I see any great advantage in stitching the mucous 
membrane of the anterior and posterior portion of the hymen 
together. It has the great disadvantage of making the patient 
ihink the operation a very dreadful tiling. 

I can hardly conceive the need of an anesthetic, in ordi- 
nary cases (unless much cutting, washing, sewing, and pack- 
ing are to be done). As a rule the hymen is not highly 
^sensitive when so much distended. Occasionally it may be 
necessary to anesthetize a neurotic patient in order to make 
a satisfactory e.xamination. In most cases a local anesthetic 
would be as much as required. 

I do not remember to have noticed in any text book the 
peculiar condition of the cervix uteri after evacuation. One 
operator passed a sound into the cavity, and was unable for 
several days to distinguish where the line of demarkation was 
between cervix and vagina. In my own case, as the result of 
not being prepared to find such a condition, I for a moment 
drew back in alarm, lest I had entered the abdominal cavity. 
Perhaps this condition explains Hurd’s report’ of imperfectly 
developed uterus, inasmuch as he made no examination after 
allowing time for the uterus to recover its natural size. It 
must be remembered that in confinement the cervix is dilated 
but a few hours. In cases of retention of the menstrual 
•fluid by imperforate hymen, the distention may exist for 
years. It is therefore not to be expected that the womb, and 
especially the cervix, will rapidly assume a normal condition. 

In this operation too much attention cannot be given to 
nseptieism. This does not, however, necessitate great ado. 

' Loc. cit. 
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Clean instruments, clean hands, boiled water, and clean cloth- 
ing, including later an antiseptic pad, are sufticient. Do not 
terrify the patient with a large display o£ instruments. Gen- 
erally speaking, if the uterus has been distended to any per- 
ceptible degree the patient should be kept in bed for from 
ten days to two weeks, and she should not be permitted to dO’ 
lifting Or make violent e.vertions for from four to six weeks 
after the operation. In one case' the patient was up and at 
work the next day, contrary to the doctor’s orders, and with- 
out any apparent injury. Mohamed Asadulla discharged his 
patient from hospital on the fourth day." On the other hand, 
cases are reported of serious complications, arid even death, as 
the result of getting up a week after the operation.® There- 
are other reasons, aside from the life of the patient, why the 
patient should be kept quiet. For months, and perhaps for 
years, the uterine supports have been abnormally relaxed- 
The uterus is heavy. When the pelvis is emptied', there will 
be a very strong tendency to develop procidentia and other 
displacements of the womb. As a rule, tlie patient feels un- 
usually strong after the operation, and is therefore anxious to 
get up. The dangers must, therefore, be plainly described to 
the patient and the family. 

The family should be told what symptoms to be on the 
lookout foi’, in order that the operator may be notified as 
soon as possible when complications develop. The tempera- 
ture should be taken tudce a day with a thermometer. I 
have been informed in more than one case of puerperal 
fever, by the attending physician, that there was no® fever,, 
when a test by the thermometer showed a temperature of 
102° Fahr. or over. In one such case the temperature was up 
to 104°. 

The discharge must be examined twice a day for a week^ 
to make sure that there is no danger of septicemia. The 
bowels should be washed out on the next day after the ope- 
ration, unless they clear themselves of their o-wn accord. Do 
not use cathartics, if it is possible to avoid them, for at least 
four or five days after the operation. If it should appear that 

’ Wiggin, Med. Record, vol. xx.xvi., 1891, 'p. 136. 

’Indian Med. Gazette, vol. xxvi., 1891, p. 9. 

’Russ, Jour. Amer. Med. Assn., vol. xvji., 1891, Jp. 1. 

58 
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tliere Las been regurgitation throngh. or rupture of, tlie Fal- 
lopian tubes, the operator sbonltl lose no time in opening into 
tlie abdomen and thorongbly cleansing it. 

The question has been asked if this operation should be 
performed at the menstrual period. As a rule, patients feel 
very Avell between periods. lienee the doctor first sees the 
case at a period. The patient is in espeeial pain at that time, 
and there is but one way to give relief to that pain without 
injuring the patient. At the period the patient is in constant 
and special risk of peritonitis or some other equally serious 
complication. I cannot imagine any valid reason for making 
an hour’s delay in giving relief. 

I have noticed but one case of spontaneous rupture of the 
hymen. The retention was of eighteen months’ duration,' 

Ordinarily the diagnosis would seem simple enough. Tlie 
physician in this ease is a good general jjractitioner. I^o one 
was more surprised than he when informed of the true con- 
dition. McCauley “ mistook the hymen for the membranes 
in labor. It was mistaken for a prolapsed bladder in one case. 

Sometimes the attention of the physician is concentrated 
upon a result or complication of the principal trouble. Thus 
Somers^ relates a case of epilepsy which resisted all treatment 
until an imperforate hymen was punctured. Thompson ' re- 
cords a case in which the condition of the hymen was not sus- 
pected iintil after death from tubercular meningitis.'' 

The''presence of menstrual show is not conclusive evidence 
that the hymen is not imperforate. Simon “ and Packard ' 
mentioti cases of double uterus, one of which was closed 
by imperforate membrane. Lowe " records a case of double 

’ Puesch, Obstet. Gazette, Paris, vol. vii., p. 331. 

° See Dewees, “ Diseases of Females,” 1828, p. 40. 

’ Lancet, May lOtb, 1890, vol. i., p. 1010. 

Lancet, 1876. 

^ The writer has in mind a patient who had within three years two at- 
tacks of cerehro-spinal fever, both attributable to a very minute cervical 
canal. The first attack came with the first menstrual period. The true 
condition was not discovered until the second attack. The writer was sub- 
sequently consulted on account of a highly sensitive spine. The cervix had 
not been dilated. 

® Monatschrift fiir Geburtskunde, 1864. 

’ New England Med. Gazette, vol. xxvi., 1891, p. 345. 

® British Med. Jour., 1887. 
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iitems and double vagina, one being closed by imperforate 
hymen. In both these cases the menstrual discharge came 
from the other side, A. similar result is reported ‘ in which 
the hymen was practically imperforate, haAdng two capillary 
openings." 

Impei'f orate hymen is general^ a congenital condition. 
Eaton“ mentions two cases in which the condition was acqnii'ed. 

The youngest patient operated upon, so far as I have 
noticed, was 13 years old, and the oldest 36. Most of the 
patients were from 16 to 20 years of age. 

Imperforate hymen is sometimes found at confinement. In 
such cases the condition may have been acquired. In several 
intercourse was through the ui-ethra or rectum, there being a 
passage from the vagina to the bladder or rectum. 

In conclusion, we are led to suspect that cases of imperfo- 
rate hymen are not so rare as some imagine, and that many 
prove fatal without the condition having been discovered. 


IklILK FEVER. 


nv 

■WILLIAM S. GARDNER, M.D., 

Lecturer on Obstetrics, College of Plij’sicians and Surgeons ; Attending Obstetrician, 
Maternitti Hospital, Baltimore. 


CW’ith two charts.) 


For about twenty-four houi’s after delivery the breasts of 
the puerperal woman remain apparently in about the same 
condition that they were before labor. At the end of this 
period the blood flow to them is increased, the secretion, 
which had been present for a large jiortion of the period of 
gestation, flows more freely, and at the end of forty-eight 
hours the milk flow is established. It is commonly stated 
that the milk flow commences on the third day, but this 

" Med, and Surg. Reporter, 1887. 

5 Little (Peoria Med. Monthly, vol. ii., 1881, p. 48) attended a confine- 
ment case in which the hymen seemed imperforate, but he finally found a 
minute opening. 

* “ Diseases of Women,” p. 197. 
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apparent error is due to tlie custom of counting tlie day of de- 
livery as the first d.ay of tlie puerperal period. I have inves- 
tigated this point, and find that it is rare in normal cases 
for the flow to be dela^yed more tlian a very few hours be- 
yond the normal average of forty-eight. 

The older authors attributed almost every disorder of the 
puer]>cral period to some disorder of the milk flow. If a 
woman had phlegmasia alba dolens. it was due to a metastasis 
of the milk to the leg ; if she had a peritonitis, the coagu- 
lated casein was found on the intestines ; if she had any dis- 
ease, it was always due to the milk, which by metastasis was 
charged witli affecting first one organ and then another, until 
everything from tlie vertex to the great toe was included. 
Happily scientific investigation has revealed, at least partially, 
the true causes of a considerable number of the diseases for- 
merly attributed to a determination of the milk to parts be- 
yond the region of the mammary gland, and in this way 
relieved the much-maligned milk of many unjust charges. 
But even at the present time it is asserted tliat the milk 
secretion, especially at the beginning, causes an increase of 
the pulse rate and a rise of temperature of one or two de- 
grees. It is a common thing to hear it spoken of, and our 
text books still cling to the statement. For example, Lusk 
says : “ A temperature of 100.5° belongs within physiologi- 
cal limits. Schroder attributes the increased heat jwoduc- 
tion to the combustion of organic substances which attends 
the involution of the uterus. To this are to be added, as 
provoking causes, the reaction of small wounds in the course 
of the genital canal, md duiurl>ances attendant 'upon lactam- 
tionP Playfair says: “For a few days there is often a slight 
increase of temperature, especially toward evening, which is 
probably caused by the rapid oxidation of tissue in connec- 
tion with the involution of the uterus. In about fort/y-eight 
hours there is a rise of temperature connected with the estab- 
lishment of lactation, amoxcnting to one or two degrees over 
the normal level / but this again subsides as soon as the milk 
is freely secreted.” 

Lately, througli the medical journals, these statements 
have been denied, but little evidence has been produced to 
substantiate the denials. Since we attach so much impor- 
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tance to the condition of the pulse and temperature during 
the puerperal period, it is highly important that we should 
he familiar with the normal pulse and temperature for that 
time. To learn this it is necessary to study the temperature 
and pulse of the whole lying-in period, and especially that 
portion of the period in which is the beginning of lactation. 
I have attempted to learn this normal pulse and temperature 
of the puerperal period by actual observation. Some three 
years ago, when revising the record blanks for the Maternite, 
I inserted special spaces for noting the time at which the 
milk flow began, the temperature and pulse taken at the time 
which was nearest this beginning flow, and also for the tem- 
perature and pulse observation taken just t^venty-four hours 
previous to the flow. 

To get at the average pulse and temperature for the whole 
lying-in period, I have taken lift}’’ normal cases and averaged 
them, with the following I'esnlts : 


Day. 

Moiinino . 

Evenino. 

Pulse. 

Temperature. 

Pulse. 

Temperature. 

1. 

1 71 

98 75° 


98.90° 

2. 


98.20° 


98.88° 

98.73° 

3. 


98.48° 


4. 


98.5° 

71.8 

98.66° 

6. 

70.4 

98.51° 

73 

98.68° 

6. 

77.3 

98.63° 

72 

98.67° 

7. 

75.3 

98.63° 

09.7 

98.06° 

8. 

77.6 

98.68° 

75.2 

98.66° 

9. 

79.7 

98.65° 

.. . 

— 


In reviewing this table, one of the most striking points is 
the fact that we do not And the mai’ked depression in the 
pulse rate that is spoken of by almost all the text books. The 
lowest morning pulse is on the morning of the second day, 
and then it is almost 71. This certainly cannot be considered 
far from normal. The highest morning pulse, nearly 80, is 
on the ninth day ; and this slight acceleration was, no doubt, 
partially caused by the anticipation of getting out of bed on 
that day. The lowest evening pulse, nearly 70, is found on 
the seventh day; the highest, 75, on the eighth day. A 
glance at the chart will show that the pulse is almost inva- 
riably slower in the evening than on the morning of the same 
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day, the only exception being the gecond day, and then the 
evening pulse averages only one-half of one beat more than 
the morning jinlse. From the statements that have been 
made in regard to the effect of beginning lactation upon the 
pulse, we would expect to find an acceleration of the pulse on 
the third day ; but the table shows that there is no such acce- 
leration, either morning or evening, 

1st «(1 3d 4th Cth Gth 7th Sth 0th 10th 



Composite chart showing tlie average temperature of fifty normal puerperal patients. 

It is well known that the pulse is increased in frequency 
during labor, and I am inclined to think that the fallacy upon 
which the statement is based that a slow pulse is usually 
found during the puerperal period is clue to the fact that after 
labor the pulse does decrease in frecpienc}"; but this decrease 
is from a rate much above the normal down to about the nor- 
mal rate, and not a decrease from the normal rate to below 

1st 2d 3d 4th 5th Cth ■ 7th Sth 9th 10th 
M. E. M. E. M. E. M. E. M. E. M. E. 51, E. U. E. M. E. M. E. 

SO 
79 
7S 
77 

70 
75 
74 
73 
72 

71 
70 

Composite chart showing the average pulse of fifty normal puerperal patients. 

the normal. If seventy-five ]uilse beats per minute be con- 
sidered normal for women, the table shows that on the ave- 
rage, during the uncomplicated puerperal period, there is no 
marked variation of the pulse from the standard of perfect 
health. 

In reviewing the temperature of this table, it is seen that 
none of the morning temperatures after the first day was 
more than 0 . 18 ° above the normal, the highest average 
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morning temperature being that of the eighth clay, the lowest 
that of the morning of the second day. The highest tempera- 
ture of the table is that for the evening of the first day. But 
twenty-one of the fifty patients were confiTied less than ten 
hours before the observation was made — a time too short for 
the elevation of temperature caused. b.y labor to subside, and 
at a time of the day when temperatures fall witli least readi- 
ness. After the rise of temperatxire caused by the labor has 
passed off, there is, as a rule, a slight daily fluctuation, the 
evening temperature being nsuall}’^ slightly higlier than the 
morning temperature. But when the puerperal period is un- 
complicated these fluctuations should not be greater than that 
of the usual te nperature variations in health. When the 
temperature e.vceecis this limit, even for a short time, some 
local e.vciting cause should be looked for and can genei’ally 
be found. It will be noticed that the temperature for the 
evening of the third day is lower than that of the second day, 
and is less than one-quarter of one degree above 98.6°. 

To ascertain as accui-ately as possible wbat the pulse and 
temperature are just when lactation begins, and to show wheth- 
er there is any rise of either or both with the beginning of 
the milk flow, I have taken the observations of the pulse and 
temperature of one hundred cases recorded at the nearest 
practicable time to the beginning milk flow, and also the ob- 
servations recorded for the time just twenty -four hours pre- 
viously, and averaged them. Fifty of these cases were taken 
from the records of the year just ended, and fifty from the 
records of the previous year. The cases were taken as nearly 
consecutively as possible; the cases dropped being those which 
presented evidence of some influence, not in the breasts, that 
affected the pulse and temperature. A- large portion, but not 
all, of these observations corresponded to the observations for 
the evenings of the second and third days after labor. 

The average pulse and temperature for these one hundred 
cases, for the period just twenty-four hours before the milk 
flow, was, pulse 73.7, temperature 98.81°; for the time cor- 
responding to the beginning milk flow the pulse was 4.67, 
the temperature 98.79°. These averages show that while the 
pulse is increased a portion of one beat per minute, the tem- 
perature is actually only an average of one-eighth of one 
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degree less at tiie time the milk comes in than it "svas twentj- 
fonr hours previously ; and that the temperatures correspond 
very nearly with the tempei'ature for the evenings of the sec- 
ond and tliird days ; and that tlie flow of milk does not in- 
terfere with the gradual reduction of the average evening 
temperature from the first day, when it is highest, to the 
fourth day, when it is as low as it ever goes. 

The conclusions to be drawn from more than two thousand 
recorded observations of pulse and temperature during the 
normal puerperal period may be stated m a very few words : 

1. The average pulse for the whole normal puerperal period 
does not vary more than a few beats from 75 per minute. 

2. The average tempei'ature for the wliole normal puerpe- 
ral pei'iod does not vary at any time as much as one-half of 
one degree from9S.5°. 

3. The beginning of lactation does not influence to any ap- 
preciable e.vtent either the pulse or the temperature. 

712 N. riowAim Street. 


LACERATION OF THE ANTERIOR VAGINAL WALL, AND ITS 

REPAIR.’ 


BY 

T. J. WATKINS. M.D., 
Cliicago. 


(With six woodcutB.) 


Lacbeation of the* anterior vaginal Avail has hitherto re- 
ceived little attention. Emmet ’ and Sehatz ’ have con- 
sidered this subject only in its relation to rupture of the 
levator ani muscle, and state that its repair is impracticable. 
Munde^ reports a case of median separation accompanied with 
hernia of the bladder. 

’ Read before the Gynecological Society of Chicago, April 17th, 1891. 

- “Principles and Practice of Gynecology," page 864. 

® Centralblatt far Gyniikologie, No. 40, 1833. 

■* American JonRN.Ai, of Obstetrics, June, 1890, page 614. 
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Bjfoi’d *. is, so far as I have been able to ascertain from a 
•somewhat extensive study of the literature, the only author 
who has appreeiated in any degree the true nature of the 
lesion, and tlie only operator who has suggested a rational 
method for its repair. 

In the consideration of lacerations of the pelvic floor, all 
the authorities, so far as I have been able to determine, have 
considered only the rupture of its muscles. It is unphysio- 
logical to attribute continuous sujiport to muscles', therefore 
the connective tissue alone remains to be considered. The 
connective tissue of the anterior vaginal wall forms a tense, 
■firm band across the vagina opposite the neck of the bladder, 
which becomes gradually thinner as it approaches the uterus 



and as it extends along the urethra. It is attached to the 
bony pelvis on either side, and its reticular arrangement is 
-such that it permits much more longitudinal than transverse 
freedom of motion — that is, it is so ari’anged as to give 
elastic support to the uterus, and to prevent prolapse of the 
urethra and bladder. The tension which this band gives to 
the vagina is apparent to the touch ; and on introducing a 
Sims’ speculum, with the patient in the left lateral position, 
the effect upon the anterior vaginal wall can be easily seen 
(see Fig. 1)— that is, from the introitus vaginse to the ute- 
rus the anterior vaginal wall presents : 

* “The Practice of Medicine and Surgery applied to the Diseases and 
Accidents incident to Women,” fourth edition, pages 173, 479, and 501. 
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1. A convexity corresponding to the nrethral curve (Fig. 1^ 

a~b). 

2. A marked concavity opposite the trigone of the bladder 
(Fig. 1, /j-c). 

3. A straight line or a slight convexity from this point to 
the uterus (Fig. 1, c-d). 

"When this fascia is intact and involuted, urethrocele and 
cystocele cannot occur. The prevailing theory that urethrO' 
cele and cystocele are dependent upon and cannot occur 
without laceration of the posterior vaginal wall is erroneous, 
because — 

1. Extensive laceration of the posterior vaginal wall, even 
through the sphincter ani, frequently occurs without urethro- 
cele or cystocele. 



2 Urethrocele and cystocele occur without laceration of 
the ])osterior vaginal wall. 

3. Incision of the posterior vaginal wall — that is, artificial 
laceration — never produces urethrocele or cystocele. 

This time-honored fallacy -may be explained by the fact 
that both walls of the vagina are often simultaneously rup- 
tured, and that the posterior rupture is much more apparent 
than the anterior. 

Laceration of the anterior vaginal wall may be either uni- 
lateral or bilateral. I have never met with a case of median 
laceration, and have been able to find only one case on record.' 
The lesion is usually submucous, and occurs at or near the in 
sertion of the fascia into the bony pelvis. It often deprives 
the liorizontal rami of the pubes of their fascial covering for 


’ Munde, op. cit. 
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a variable distance from the urethra, and may involve the 
levator ani muscle, as mentioned by Emmet and Schatz.' The 
location and extent of the laceration are easily detected by 
touch, and verified by inspection of the abnormal curvature of 
the anterior vaginal wall (see Eigs. 2 and 3). The amount of 
the urethrocele and cystocele which result is entirely depen- 
dent upon the extent and location of the laceration, and upon 
the amount of involution which has taken place. 

Miology . — The child’s head, in its passage through the par- 



turient canal, may produce laceration of the anterior vaginal 
wall — 

1. By the tension and pressure incident to the engagement 
of the vesico-vaginal septum between' it and the pubes. 

2. By tearing and grinding of the connective tissue from 

its attachment. ' 

Schatz ' mentions anterior laceration of the levator ani 
muscle by instruments, and advises against oblique applica- 
tion of forceps. 

Symptomatology , — The objective symptoms have already- 
been considei’ed. The subjective symptoms, which are de- 
pendent upon the amount of urethrocele and cystocele,. are — 

1. Partial incontinence of urine. The urine escapes upon 


’ Op. cit. 
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exertion, such as coughing, sneezing, laughing, walking, lift- 
ing, or as soon as the desire to urinate is experienced. 

2. Total incontinence of urine. 

The other subjective s_yniptoms are those which are de- 
scribed in the text books in the consideration of cystocele and 
prolapse of the uterus. 

Diagnosis . — The diagnosis depends upon the recognition of 
the local lesion and of the resultant symptoms. 

Treatment. — I. Prophylaxis: The propliylaetic treatment 
■consists— 

1. In the support of the vesico- vaginal septum while the 


/ 
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fetal head is entering the true pelvis — that is, the prevention 
of the engagement of the vesico-vaginal septum between the 
head and the pubes. . 

2. In the prevention of excessive pressure of the head 
upon the pubic arch (Schatz). 

3. In the employment of the usual measures for hasteniug 
involution. 

II. Operation : The rational operative treatment is to re- 
store," as far as possible, the lacerated fascia to its normal con- 
dition. The usual operations on the anterior vaginal wall 
have failed to accomplish this result, because — 
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1. They roll together tissues not involved in the laceration. 

2. They include so little connective tissue that, as a rule, 
no permanent support is obtained. 

3. Eetroposition of the uterus frequently follows. 

4. They produce little or no effect upon the urethrocele. 
The multiplicity of median operations on the anterior 

vaginal wall would seem to indicate that the results of these 
operations have been more or less unsatisfactory. 

An operation to be rational — 

1. Must be upon the portion of the anterior vaginal wall 



which has been torn — that is, it must bring together, as far as 
possible, the lacerated tissues. 

2. Must include much of the pelvic fascia of the anterior 
vaginal wall. 

3. Must neither shorten the anterior vaginal wall nor bring 
the lateral walls of the vagina together in front of the uterus. 

The unsatisfactory results of the median operations induced 
me to attempt a lateral operation which I have performed 
twenty times, and which has in every case practically fulfilled 
the indications.' The technique is as follows : 

’ Dr. John A. Lyons, of Chicago, has performed this operation three- 
times with results practically identical with my own. 
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The patient being placed in the left lateral position, the 
anterior vaginal wall is exposed by Sims’ speculum, and a 
point to the side of tlie urethra, near its meatus, caught by a 
tenaculum. The denudation is commenced at this point, and 
•extends along tlie antero-lateral walls of the vagina to a point 
beyond tlie prolapse. This point may be opposite the neck 
of the bladder, or the denudation may extend even as far as 
the lateial aspect of the cervix uteri. The breadth of the 
denuded surface is dependent upon the extent of the urethro- 
cele and c^'stocele ; that is, it should be sufficiently wide to 
take in all the redundant tissue of the uretiiroccle cond cysto- 
cele (see Fig. 4, a). The denudation may be upon one or 
both sides, according as the laceration is unilateral or bi- 
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lateral. Should the denuded surface extend beyond the neck 
of the bladder, the cervix uteri should be drawn firmly up- 
ward and backward while the sutures are being inserted and 
tied. For this purpose I have adopted the method recom- 
mended by Dr. E. C. Dudley, in the technique of Emmet’s 
operation for procidentia,’ of fastening the cervix uteri to the 
end of the speculum by means of a suture (see Fig. 4, V). 

Beginning at the uterine end of the denudation, buried 
silkworm-gut sutures are now passed from side to side in a 
curved line which has its convexity directed outward and 
forward. Each suture as inserted is tied, and traction is ex- 
erted toward the cervix while the next suture is being intro- 
duced and tied. The sutures should include as much con- 

' Pepper’s “System of Medicine, ’’ page 162. 
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nective tissue as possible, care being taken not to injure the 
bladder, ureters, or urethra. After passing the base of the 
trigone of the bladder, the sutures should be passed deeply 
into the lateral 'i\-all so as to include the fascia of the poste- 
rior vaginal wall near its insertion into the pubes, and as 
deeply into the anterior vaginal wall as the increased thick- 
ness of the vesico-vaginal septum from tin's point outward 
will permit. The fixation suture should now be removed 
without making traction on tlie cervix. The ends of the 
sutures should be left long and should be turned into the 
vagina (see Figs. 5 and G). 

The after-treatment consists in the measures usually em- 
ployed in plastic operations upon the vagina. The use of the 
catheter should, if possible, be avoided. The stitches may be 
removed after a week, or may he allowed to remain for two 
or three weeks, according to the requirements of the indi- 
vidual case. 

The operation has entirely fulfilled both the mechanical 
and symptomatic indications, except in one case, in which, on 
account of suppuration around some of the sutures, only par- 
tial relief was obtained. Up to this time, so far as I have 
been able to ascertain, the results of the operation have been 
permanent. 

I append a tabular statement of the twenty cases in which 
I have performed this operation, and of the three cases ope- 
rated upon by Dr. Lyons. 


INFANTILE SPASTIC PARAPLEGIA. 


BY 

JOHN FERGUSON, M.A., JI.D. Tor., U.R.C.F. Etiin., 

Demonstrator of Anatomy and Lecturer on Nervous Diseases, Medical Faculty, 
University of Toronto. 


The spastic paraplegias of children have, for a long time, 
been recognized clinically. The writings of Little, Heine, 
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Segnin, Gowers, Erb, and manj' others have done much to 
clear away the confusion that hnng around these cases. To 
no one, however, is more credit due in these researclies than 
to Prof. Win. Osier, of Johus Hopkins, Baltimore. Although 
much is known clinically regarding spastic parajalegiie in chil- 
dren, there yet remains very much to he done on the patho- 
logy and morbid anatomy. Before this part of the work 
becomes clear and established, man}’- observations must of 
necessity be made and a large collection of cases brought 
together, from which deductions may be drawn as to the real 
share that cerebral or spinal lesions pla}^ in these forms of 
palsy, and especially in the paraplegic type. 

The case on which the following remarks are based Avas that 
of a boy Avho died aged Bi years. "When 1 month old the legs 
were noticed to be stiff and rigid, and to resist flexion while 
being dressed. The health and nutrition of the child con- 
tinued good. He did not begin to Avalk till after 2 years of 
age. The gait was distinctlj’’ spastic in both legs. There 
was cross-legged progression. At the age of 2§ talipes equi* 
nus began to develop, and steadily increased until the heels 
were completely raised from the ground. The adduction of 
the thighs was of such an amount as to cause the feet to cross 
the mid-line to the extent of three and four inches to the op- 
posite side. The knee jerk was plus on left side, plus-plus on 
right side. There was very slight ankle clonus on right side. 
The arms were perfectly normal. Ho n3^staginus. Slight 
internal strabismus of left eye. The papillaiy reflexes were 
normal. The child Avas sIoav to learn to speak, but in other 
respects appeared intelligent. He AA’^as very irritable in tem- 
per. During the last six months of life he had several epi- 
leptic fits, the signal symptom coming on in the great toe of 
one or other foot. No reaction of degenei'ation. The head 
was born in the occipito-posterior position, and is reported 
to have been very much elongated and pressed out of shape. 
There were no sensory derangements. 

Examination revealed a patch of sclerosis at the npper end 
of each Rolandic fissure, expending back on the ascending 
parietal convolution, rather more than forAvard on the ascend- 
ing frontal. No other parts of the cerebral surface shoAved 
any abnormal changes. There was distinct atrophy of the 
59 
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cortical cells in the affected areas. Traced from these areas, 
there were tracts of degeneration which passed down in the 
middle of each posterior limb of the internal capsule. These 
tracts of degeneration could he followed through the pons 
and medulla. hTo evidence whatever of degeneration could 
be discovered in the columns of Tiirck or anterioi- direct pyra- 
midal tracts. IVell-marked degeneration was traced through- 
out the length of the cord, in the lateral tracts. The anterior 
cornua presented a normal appearaneo at all levels. 

In the above conditions of morbid anatomy we have very 
distinct proof of the primary cerebral origin of the palsy ; 
that there was, no doubt, at birth some injury to the cortex, 
and that this caused the atrophy of cortical cells and subse- 
quent descending degeneration. ^Ye have also in this case 
an example of bilateral monoplegia affecting the legs. From 
the position of the atrojihy and sclerosis, we can find strong 
reason for locating the leg centre in the upper part of the 
Eolandic area. The entire freedom of the arms, and the 
absence of any degeneration in the columns of Tiirck, must 
be connected together, and naturally give support to the 
opinion that these columns contain fibres for the arms, and 
trunk muscles acting upon the arms. The spastic paralyvsis 
of the legs and the degeneration in the lateral tracts show 
very clearly that these latter are mainly for the legs. This 
case is undoubtedly an example of the cerebral form of in- 
fantile palsy. The strabismus of left eye and the occurrence 
of epilepsy point also to a cerebral origin. The condition of 
the lateral tracts was that of a degeneration, and not an ab- 
sence of development. Further, the transverse area of the 
degeneration was not as great as that of the lateral tracts, so 
that probably^ only so much of these tracts were degenerated 
as represented fibres for the legs, from the leg eentre.s in the 
cortex. From the fact that there was a distinct degeneration, 
the cortex and lateral tracts must have been developed and 
then destroyed by morbid processes of a chronic nature. I 
am of the opinion that where cerebro-spinal paths are not 
developed the spino-neural are not likely to be developed 
either. In such a condition there would be arrested growth 
of muscle and deficiency or loss of reflexes, in proportion to 
the deficiency in the spino-neural development. There is 
room for much work here, however. 
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A CLINICAL KEPOKT OP TWO CASES OP REMOVAL OP 
OVARIES, WITH INTESTINAL LESIONS.' 


Br 

GUSTAV A. KLETZSCH, JI.D., 
New York. 


Both patients were in Dr. Cleveland’s service in tlie AY o- 
inan’s Hospital and were operated on by him. The specimen 
and part of the history of the second case have already been 
presented to the Society by Dr. Cleveland. I give the full 
histories of both cases, in order to make a comparison between 
them complete. Undoubtedly the treatment which I suggest 
may appear heroic, but in appropriate cases it can be applied 
with advantage to the patient. Had the diseased portion of 
the intestine in the first ease been removed entirely, the result 
might have been different. As it was left, it caused trouble 
which ultimately resulted in death. 

Another point common to both cases is that neither patient 
complained of any bowel trouble previous to the operation, 
which would have drawn the attention of the operator to- the 
existence of such extensive adhesions between the ovaries and 
the sigmoid fiexure of the colon. 

The complete histories are as follows : 

Ca.se I. — Mrs. A. H. entered the Woman’s Hospital April 
4th, 1890 ; she was aged 38, married eleven years, never preg- 
nant. Her periods conimenced with her fourteenth year, and 
were irregular but painless. After marriage her peidods aj)- 
peared every four to five weeks, duration seven days, amount 
scanty. They were preceded for two or three days by pain in 
the left side. Last period March 30th ; duration only one day ; 
amount very scanty. Patient had been sick for about four 
years, and complained chiefly of pain in the left groin, radiat 
ing down the inner side of the left leg. On walking she had 
severe pain in the pelvis. She had but slight leucorrheal dis- 

' Read before the New York Obstetrical Society, May 19th, 1891. 
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charge. Her bowels were regular, and there was no vesical 
trouble. 

Diagnosis made at examination : Uterus anteflexed ; left 
ovary and tube enlarged, right tube not enlarged. 

Dr. Cleveland operated on April lith. A small median in- 
cision was at first made, but it was necessary to enlarge it to 
four inches. A mass the size of a small orange was found on 
the left side, firmly adherent to the pelvic wall and sigmoid 
flexure of the colon. On closer inspection it was found that 
the mass consisted of the enlarged left tube, with an abscess 
of the left ovary which had suppurated into the intestine, 
there being three distinct fistulous openings. The wall of the 
intestine at the point of adhesion was very much thichened 
and inflamed. A careful attempt was made to dissect the 
mass from the intestine, but the wall was so friable that when 
the separation was completed it was found that there were 
two distinct rents in the wall of the gut — the upper one about 
two- inches long, and the one below the pelvic rim about one 
inch long, both extending through the serous and njuscular 
coverings of the intestine down to the mucous membrane. 
They were separated from each other by a bridge of unbroken 
wall. Both lacerations were closed by an interrupted silk su- 
ture, and when completed the line was in each case of a semi- 
circular shape and the fistulous oi)enings could not be seen. 
Apparently the repair of the wall Avas complete. 

The tumor, consisting of the enlarged ovary and tube, Avas 
then brought up to the abdominal Avound, the jjedicle Avas 
transfixed, tied, and divided. The stump was cauterized and 
dropped back. The right ovary and tube Avere found to be 
normal. There was very little bleeding. The pelvic cavity 
Avas, thoroughly flushed with Avarm Avater. The abdominal 
wound was closed by interrupted silkAvorm-gut sutures. The 
patient was put in bed in a fair condition. After recovering 
from the effects of the ether, she complained of great pain in 
the abdomen and back. She vomited moderately, and AA^as 
unable to j)ass her Avater, so that she Avas catheterized. A rec- 
tal tube Avas passed on the second day, but no gas escaped. 
Rochelle salt Avas then given, but Avithout effect. On the 
thii'd day small doses of calomel were administered, and in 
the evening her bowels moved -and gas escaped per rectum. 
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Up to this time her temperature was below 100°. On the 
fourth day she became restless and thirsty, and temperature 
rose to 101°. On tbe fifth she complained of severe pain in 
the bowels, but had a movement anfl passed gas. She was 
still catheterized. On the Seventh day the abdominal sntures 
were removed and union seemed to be complete. On the 
fourteenth day an abscess formed in the abdominal wall and 
pointed towards the left side of the wound. After poulticing, 
it opened into the wound and could not be healed, on account 
of the constant discharge of pus. Her temperature was never 
very hi^h, but her pulse was rapid ; she perspired freely, and 
her face was of a grayish hue. She took nourishment well, 
but did not gain in strength. Her stools became diarrheic in • 
nature and of an exceedingly bad odor. She was still cathe- 
terized, and there was some vaginal discharge, but no pus 
escaped per rectum. By May 14th her mental condition was 
impaired : her speech became incoherent, and on the 16th she 
did not recognize her friends. Her temperature in the even- 
ing was 101°, the pulse being very rapid, and on the 18th she 
died. • 

Case II. — Mrs. C. Gr., age 21, was admitted to the "Wo- 
man’s Hospital February 23d, 1891. She had been married 
five months, and had had one miscarriage. Her periods com- 
menced with the fourteenth year. She always menstruated 
irregularly, at intervals of from one to two months. The flow 
was of from five to si.x days’ duration and was considerable in 
amount. For the first two days she complained of a great 
deal of pain in the left side. She had leucorrhea and was 
never very strong, but was able to keep at her work until five 
weeks ago, when the pain grew constant in the left side, radi- 
ating through the right side and down the left leg. She was 
easily exhausted, and lost strength and flesh. Her appetite 
was good and she slept well. 

After examination the following diagnosis was recorded : 
Uterus anteflexed and but slightly movable. Two masses 
are felt, one on each side of the uterus, the right one hard, 
the left cystic. 

March 9th, 1891, she was operated on by Dr. Cleveland. 
A median incision was made about four inches long. Ou 
exploration it was found that the left tube and ovary were 
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inflamed and enlarged, and were intimately adherent to all 
the surrounding tissues. In separating the adhesions attaching 
the mass to the intestine the wall of the latter was lacerated. 
The tumor was removed and the stump was cauterized. Ow- 
ing to the amount of shock, the appendages on the right side, 
which were also enlarged and firmly adherent, were not re- 
moved. The treatment of the wounded intestine was now con- 
sidered, and as itv’as found to be in a very unhealthy condition 
and lacerated through the serous and muscular coat, about 
five inches of it were excised, the ends being united by cir- 
cular enterorrhaphy. The lower end was stationary, being 
attached to the pelvic wall. The upper end was brought 
down to it, and was stitched to it by a circular row of Lem- 
bert’s sutures. The pelvic cavitj* was thoroughly washed 
with warm water. A glass drainage tube was placed in the 
left side of the pelvic cavity, and around it the cavity was 
packed with long strips of iodoform gauze. The patient was 
put in bed suffering from severe shock. She rallied slowly 
under the use of stimulants and hot applications over the 
chest. On recovering from the effects of the ether, she com- 
plained of severe pain in the left side, and small doses of 
Magendie’s solution had to be given for several weeks to ease 
the pain and to prevent peristaltic action of the bowel. There 
was no attempt to induce a movement of the bowels until 
after the eighth day, when small doses of calomel were re- 
peatedly given, followed by a saline. On the ninth day her 
bowels moved without any difficulty. The fii'st tampon of 
iodoform gauze was left in for thirty-six hours, when it was 
Temoved and the pelvic cavity was thoroughly irrigated with 
a weak solution of carbolic acid and fresh packing was intro- 
duced. This was continued daily, and at times twice a day, 
until the wound in the abdomen had healed. On the fifth day 
there was a slight fecal odor to the dischai’ge coming from 
the wound, but this did not recur. The patient had to be 
catheterized for several weeks. She vomited considerably, 
especially toward the end of the first week, but there were no 
signs of obstruction of the intestine. There was no accumula- 
tion of gas in the bowels, as the abdomen remained retracted. 
The temperatm-e seldom rose above 102°, and whenever it did 
the pelvic cavity was irrigated. She was kept on liquid diet 
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for several weeks, so as to avoid solid stools. Her bowels 
moved on the niutli day, and almost daily afterwards. .After 
tbe iirst week her general condition improved rapidly, and 
about tbe fifth week she had recovered entirely. 

The following points suggested by the above histories are 
of special interest, and I invite discussion upon them : 

1. The effect of laying bare the mnscnlar coat of the intes- 
tine over a considerable surface. This may cause e'ither para- 
lysis of the gut and the formation of fresh adhesions firmer 
than the former ones, or may result in actual necrosis and 
the formation of a fistula. Such a fistula may result fatally, 
first, by causing acute septic peritonitis ; or, secondly, through 
long-continued drain upon the vital forces. 

2. What treatment should be followed if, during the course 
of an abdominal section, the gut is either-denuded of its serous 
coat or its wall is actually torn through ? Is the surgeon jus- 
tified in resecting in every case ? Should he simpl}’^ bring to- 
gether the edges of the torn serous coat, or is it suflieient to 
tampon with iodoform gauze, drain, and trust to the rejiara- 
tive pou‘er of Hature? 

3. Provided that resection is performed, what method is the 
best — circular enterorrhaphy (as in the case reported), lateral 
enterorrhaphy, or anastomosis according to Senn’s method? 

It is evident that no fixed rule can be laid down. Each 
case must be treated as seems best at the time, with due re- 
gard to the condition of the patient and her ability to stand 
the additional manipulation necessary. 

In conclusion, I would add that these cases show that anv 

' V 

man who attempts a laparatomy should be prepared to en- 
counter and to promptly deal with the most formidable com- 
plications. 


IN MEMORIAM. 


FRIEDRICH WILHELM VON SCA.NZONI. 

Born 1821; Died June 12th, 1891. 

(With plate.) 

Tivice within the space of one month it has become the 
melancholy duty of the writer to mourn the death of one of 
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liis friends and teachers, wlio above all others was prominent 
in moulding the writer’s ideas and sliuping his future life. 
Close upon the deatli of Fordyce Barker comes to us the 
news of Scanzoni’s decease. He had been so lon<? out of the 
current of the rapidly flowing stream of gynecology that for 
fully twenty years Ins name had been missed from medical 
literature, and man}' even thought him dead. Hence the 
news of his death has not attracted the attention which his 
former phenomenal prominence as a writer and teacher in 
obstetrics and the diseases of women merited. 

Scauzoni was born at the village of Lichtenfels, near Prague, 
and there completed his studies. Soon after graduation he 
became assistant to the Maternity Clinic, then one of the most 
famous in Germany, the celebrated Professor Kiwisch being 
at its head. The latter was called to 'Wiirzbnre: as Professor 
of Obstetrics, and died soon after assuming that position. 
Scauzoni was summoned to All his place, having just before 
(1848) published his text book on obstetrics, which was des- 
tined to become the leading work on that subject for many 
years. From that time on Scanzoni’s star began to rise. His 
popularity as a teacher and iiractitionei* of gynecology and ob- 
stetrics exclusively grew to such proportions that students 
flocked to his lectures from all parts of the world, and no wo- 
man suffering from a disease of her sexual organs was content 
until she had consulted Scauzoni. A call to attend the Em- 
press of Russia in conflnement, which lie accc2)ted, and for 
which service it was reported that he received one hundred 
thousand rubles and a spacious house in Wiirzbnrg (the writer 
neyer heard him mention the exact amount of his fee), capped 
the climax of his fame, and from that time for many years 
several of the hotels of Wurzburg lived on the aristocracy of 
Russia who came to consult Scauzoni. It may truly be said 
that between the years 1850 and 1870 no sjjecialist in obstet- 
rics and the diseases of women could compare in reputation, 
popularity, and pecuniary success with Scanzoni. And his 
reputation was not limited to Germany alone, but spread 
throughout the civilized world. A reference to obstetrical 
and gynecological text books written during the last thirty 
years will amply substantiate this statement, for his name is 
found mentioned as an authority on nearly every subject. 
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Thirty years ago, before the era of surgical gynecology, 
Scanzoni was tlie recognized leader of the specialty as it then 
existed, facUs jprinceps of all his competitors. His text 
hook on obstetrics, enlarged to three volumes, and a work of 
two volumes on the diseases of women, appeared about the 
year 1856, and still represent, rvithout material change, the 
principles and practice of those two branches as they exist at 
the present day, ahvays considering the advance from medical 
to surgical gynecology during the last twentj’-tive years. 

Besides the two works mentioned, Scanzoni wrote a hook 
on so-called “Chronic Metritis,” and published an annual 
series of contributions to obstetrics and gynecology, entitled 
Scanzoni^s Beitrdge^ which ran from 1853 to 1873. Numer- 
ous journal articles also appeared from his pen, and whatever 
he wrote was alwa3's original, thorough, and to the point. 

The influence of Scanzoni upon gynecology was entirely of 
a medical, non-surgical character. At the time of his greatest 
fame, surgical operations on the female genital organs were 
of comparatively rare occurrence ; ovariotomy was in its in- 
fancy ; successful plastic operations for repair of injuries of 
the female genitalia were looked upon as great achievements, 
and antiseptic surgery was practically unknown. And in spite 
of the conservatism inherent to the time, Scanzoni succeeded 
in achieving many wonderful results and in elevating the 
practice of gynecology to the dignit}' of a specialty. In those 
j'ears, Scanzoni in German}’-, Becamier in France, and Simp- 
son in Great Britain were the accepted leaders in obstetrics- 
and g_ynecology. Among the theories advanced by Scanzoni, 
those on the production of placenta previa, of chronic inver- 
sion of the uterus, chronic metritis, pelvic hematocele, are 
but a portion of the many still accepted at the present day.. 
Early in the sixties Scanzoni was made an hereditary baron 
and a privy councillor of the kingdom of Bavaria, with the- 
title of Scanzoni von Lichtenfels. Numerous decorations, in- 
cluding grand crosses, were conferred upon him by European 
sovereigns. 

After the year 1870 Scanzoni’s interest in the advance- 
ment of medical science began to flag. His enormous prac- 
tice, large fortune, and previous years of hard work gradually 
led him to take life more easily and to enjoy his leisure- 
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moments ; hence for twentj' years before liis deatli lie practi- 
cally contributed nothing to medical literature. As a result 
of tills life of ease be became stout and phlegmatic ; and 
when the writer last saw him, at the first meeting of the Ger- 
man Gynecological Society in Munich, in ISSG, he had lost 
nearly all of the vivacity and sparkling wit which made him 
a most charming companion twenty yeaffe before. Soon 
after this his mental powers began to fail ; he resigned his 
professorship and retired to his estates at Arco-Zinneberg, in 
the Bavarian Alps. Here it is reported that he died, prob- 
ably of general paresis. 

To Scanzoni the writer owes the first incentive to the study 
of obstetrics and the diseases of women. When, fresh from the 
Harvard Medical College, after a winter’s study at the Uni- 
versity of Wurzburg, he applied for the position of junior 
assistant to the obstetrical clinic, he was most kindl}' received 
by its chief, Professor Scanzoni, and his application granted. 
After a year’s service in that capacity, Scanzoni offered 
him the promotion to the place of senior assistant and tutor 
at the School of !Midwives, in which position he served 
for two years. The war between France and Germany then 
breaking out, it was solely due to Scanzoni’s powerful influ- 
ence that the writer, an alien on German soil and a graduate 
of a foreign university, succeeded in obtaining his commis- 
sion as battalion surgeon in the Bavarian armj', which enabled 
him to take part in the campaign against France from begin- 
ning to end. The writer will never forget how, on the day 
preceding his departure for the front, when he called on Scan- 
zoni to take leave of him, the kind, genial man embraced and 
kissed him in German fashion and bade him Godspeed. 

During an association of nearly four years the writer had 
ample opportunity to observe and admire the quick wit, 
genius, and kindly spirit of Scanzoni. He was a man greatly 
overrun by physicians and others who sought his assistance 
and patronage ; consequently he often had a languid, bored 
expression. But to those who had his confidence and who 
were agreeable to him lie was a most delightful, true, and un- 
pretentious friend. Whatever success the writer has made in 
life, for the beginning thereof he certainly is indebted to 
Friedrich Wilhelm von Scanzoni. Paul F. Munde. 



TKANS. OF TIXE NEW YORK OBSTETRICAL SOCIETY. 939 


TRANSACTIONS OP THE NEW YORK 
OBSTETRICAL SOCIETY. 


Stated^ Meeting.^ May 19^7i, 1891. 

The President, Joseph E. Janvrin, M.D., in the Ghair. 

NEW RHEOSTAT. 

Dr. J. H. Gtunning presented a new rheostat, with the fol- 
lowing description : 

I would respectfully call the attention of this Society to this 
new rheostat of my device — an instrument, as you lj;now, to he 
used in electro-therapeutics for regulating the quantity of 
elcctricit}’’ while the current is being used. It takes the place 
of the current selector. With- this instrument the current 
can be increased from the merest tremor of the needle upon 
the dial of a milliamperemeter to the dose to be given ; or 
the entire energy of the battery may be utilized with perfect 
evenness of current, without shock, and free from the dan- 
ger of short-circuiting. It Avill also hold the current at a point 
indicated on the milliamperemeter until the battery becomes 
polarized. It differs from all other rheostats in five very im- 
portant points : 

1. There is no glass jar to be broken. 

2. The even tension of the floor plate throughout the entire 
surface coming in contact Avith the roller insures an even cur- 
rent. There is no jumping or shock to the patient. 

3. It has a graded resistance comb or plate, in the form of 
a triangle, with points of certain resistances and of peculiar 
composition. 

4. It is free from any action that is Avearing on the resist- 
ance plate, lessening its resistance and thereby destroying it. 

5. The impossibility of short-circuiting, thereby endanger- 
ing the patient by shock from a large quantity of current. 

The regulator is composed of the following parts : A frame 
or base ; a glass cover for the frame, to prevent dust from set- 
tling on the surface and thus damaging the resistance ; a flcor 
plate made of glass, on which is fastened a piece of resistance 
compound, comb-shaped, over Avhich a roller is made to move 
by means of a screw having a knob handle. The current is 
regulated by the passing of the roller over this comb-like 
piece. When the current is to be used, the roller is turned 
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down to the ])oint of the comb by means of tlie knob, and 
when the roller tonches the black |)oint then the cuiTent be- 
gins to flow, and it may be gradually increased as the surface 
of the resistance is overcome by the passage of the roller over 
it, and veiy gently increased as the various points are touched, 
until the broad base of the triangle is j'eached, stopping at a 
point barely touching the brass connection plate at the base. 
If an ordinaiy battery is used, composed of forty Leclanche 
cells, through a fair resistance of tissue, the roller and brass 
plate may be brought in contact, with an increase of current 
of about fifteen milliainperes, thus giving the entire energy 
of the battery. Before releasing the patient or taking off the 
electrodes, turn the knob connected with the roller in the 
contra direction until the roller is fpiite free from the black 
plate, when the current is entirely off. This instrument can 



be used with both currents (the galvanic and faradic). I have 
found the rheostat uecessaiy in the application of the faradic 
current to the pelvic organs, as the only means of bringing 
a minimum to a maximum intensity without distress or pain. 

Dr. a. it. Goelet asked whether the sci'ew, which seemed 
to be a fine one, permitted of turning the current on as 
quickly as one might desire. Also of w"liat material the con-^ 
diictor was composed. 

Dr. Ralph Waldo said that, his remarks, as far as they 
might apply to this particular rheostat, would be theoretical, 
but he thought that any instrument which had a roller in its 
mechanism, and metallic joints, was likely, esjjecially if ex- 
posed to the moisture of the air, to make imperfect contact at 
places and fail to satisfactorily regulate the current. 

Dr. John Byrne asked whether it would control a current 
measured by amperes, such as is used in cautery batteries. 

Dr. Gunning, replying, said the conductor was a compo- 
sition of three different materials, that the screw worked in 
the most satisfaetory manner, that the wire was only large 
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•enough for about five hundred milliamperes, and that the 
rheostat had not been devised for use with a cautery battery. 

MALIGNANT GRO^VTH STARTING IN AN OVARIAN CYST. 

Dr. H. T. Hanks presented the specimen, with the follow- 
ing history : 

Miss P. G-., United States, admitted to Woman’s Hospital, 
Hew York, May 15th, 1891. Aged 15 years. First menses at 
12 years; last, April 17th, 189l"; regular ; type, twenty-eight 
days ; days flow, seven. Quantity of flow rather profuse 
for past five months; few clots. Some dark vaginal dis- 
charge nearly all the time. Health had been very good till 
thirteen months ago, when she noticed a small, hard lulnp 
about two inches above the pubes, in the median line, which 
has been growing rapidly. Five months ago patient began to 
have sharp, darting pains through the abdomen, especially 
the right side, with a constant dull, heavy, dragging feeling ; , 
pain now is very severe and constant. 

Patient has been aspirated three times during the past three 
months ; about half the fluid drawn o£E each time, the abdo- 
men refilling in three to five days. The fluid drawn ofii was 
quite dark and not as thin as water. Patient has lost flesh 
rapidly during past three months, has no appetite, sleeps 
badly, very nervous, constant headache. Temperature 102°, 
pulse 100. 

Family history negative. Urine normal. Hight before 
operation temperature 103.0°, pulse 110. She had come from 
Florida by rail, and Bad been feeling so poorly since her ar- 
rival that a very thorough examination was not insisted upon 
by me. There was the enlargement of tlie abdomen from 
the centre, as is the case in a seven months’ pregnauey ; 
dulness on percussion in the region of the umbilicus from 
three to four inches in all directions ; some resonance at the 
left, above ilium ; none on the right. Distinct wave, as in 
ovarian tumor. By conjoined examination found a small 
uterus crowded into hollow of sacrum, to the left of median 
line. A distinct cystic feel to the tumor, filling the true pel- 
vis. Diagnosis was made of ovarian cyst, ascites, with peri- 
tonitis from leakage of ovarian fluid into abdominal cavity. 
Dr, Cleveland concurred in this diagnosis, but feared the peri- 
tonitis was tubercular. 

May 19th, 9 a.m. Abdomen opened; a smooth, firm cyst 
wall came into view, with two quarts of free fluid in abdo- 
men. Cyst tapped, and fully three quarts of dark fluid drawn 
-off. Ho adhesions of tumor in front or side, except at a point 
directly under the umbilicus, where the omentum was dis- 
eased and Vas firmly adherent to the wall above and to the 
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C 3 ’st be]o^\^ This was separated quichlx' by entting out the 
umbilicus ^Yith scissors. The tumor was tlien removed from 
the abdomen. The pedicle was large, starting from the right 
ovar^'. The base of the tumor above the right pedicle was 
slightly adherent to a soft, easily broken-down, very vascular, 
encephaloid-like growth, which proved to be malignant dis- 
ease of the omentum. This growth was from three to four 
pounds in weight, and occupied the region of the ascending 
colon, and was hrmlj' adherent to the colon and to tlie pedi- 
cle of the tumor. In removing this growth mau}' catgut lig- 
atures wei'e used to tie the small blood vessels of the colon 
which were wounded. The patient w’as weak and required 
hypodermic stimulants. The operation lasted one hour. 
Latbr brand_y and hot-water stimulants per rectum were used 
before she full}* rallied. She remainea quite conscious for 
ten hours, but finally died from shock fourteen hours after* 
operation. 

The case is of deep interest, because, first, she was but 15 
years old. Second, the disease probably commenced as a benign 
ovarian cyst, and later the malignant degeneration had taken 
place in and around the region of the ovary, and later adhe- 
sions to the omentum and ascending colon, and finally fatty 
degeneration and ulceration of base of cyst and general ascites 
had followed, hastened by more or less leakage into the peri- 
toneal cavity from the incomplete aspiration of the cyst. 
The adhesion of the cyst to the omentum in front had oc- 
curred at the point where the aspirating needle had passed 
through it, and finally the attachment of this diseased omen- 
tum had become adherent to the abdominal wall by lying for 
a few hours or days iu contiguity with this portion of the ab- 
dominal wall. Third, the necessity of opening the abdomen 
early in cases of ovarian cyst in young girls, since, if the dis- 
ease is malignant, the rule is that it will make much more 
rapid progress than it will iu older patients. 

Dk. H. 0. CoE thought that the case was one of undoubted 
carcinomatous degeneration of an ovarian cyst. It was quite 
rare to see that condition in so young a patient. He believed 
that it was not primarily carcinoma, but that the malignant dis- 
ease developed iu a simple cyst, which also was an interesting 
fact. • It was more probable that the growth had perforated 
the wall of the cyst, that secondary growths had developed in 
the omentum and transverse colon, but that the tapping had 
not led to the carcinomatous degeneration. One reason for 
this belief was the fact that the ordinary place for tapping was- 
at a point midway between the pubes and umbilicus, whereas 
the solid portion of the tumor, and also the spot at which per- 
foration had occurred, was at the level of the umbilicus.^ It 
would be interesting to know why ovarian cysts remained 
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benignant for years in some patients, while in this yonng 
person, who had not reached wliat might be called the can- 
cerous age, the cyst so speedily became malignant. The asso- 
ciation of ascites with the tumor made the diagnosis in this 
case extremely difficult. The speaker had inclined to the 
diagnosis of tuberculous peritonitis, because the fluid accumu- 
lated so rapidly after tapping, and also from the fact that the 
patient had a regular evening rise of terapej'atnre. The 
rapid reaccumulation of the ascitic fluid was, however, easily 
explained by the presence of malignant disease of the omen- 
tum; the temperature was to be accounted for by the acute 
peritonitis Avhicli was present. 

Dr. G. M. Edebohls asked Dr. Hanks whether he was able 
to remove the entire growth from the peritoneal cavity. 
Only yesterday he had refused to operate on a patient, aged 
about 42, with evident sarcoma of both ovaries. He had ex- 
amined her carefully under ether, and had come to the con- 
clusion that the tumors were attached to the pelvic walls, and 
to the abdominal walls above the brim of the true pelvis, so 
that it would have been impossible, he thought, to remove 
the entire growth. He thought that in eases of suspected 
malignant growth one should make more than an ordinarily 
careral examination, to learn, before attempting operation, 
whether it would be possible to remove it entirely. 

Dr. J. R. Goffe said that Dr. Coe’s remarks reminded him 
of a case which was in marked contrast with this one, so far 
as its tendency to take on a serious turn was concerned. The 
woman lived in Brooklyn, had an ovarian. tu}nor, and he ad- 
vised an operation; but she declined, saying that she had been 
told the same thing six years previously by Dr. Peaslee, who 
had expressed the opinion that she could not live two years 
unless it were removed. There was still no impairment of 
health. 

Dr. Cleveland said that, having seen this patient with Dr. 
Hanks, he supposed at first that it was a case of tubercular 
peritonitis; but after making bimanual palpation he felt posi- 
tive that there was an ovarian tumor, probably to the left side 
of the uterus, which it had pressed down into the right iliac 
fossa. There was evidently a good deal of ascitic fluid, the 
presence of which was confirmed by the operation. He had 
no thought, however, of there being malignant disease, and 
was surprised at the great amount of ascitic fluid which 
escaped. 

Besides the fact of the development of malignant disease 
upon what probably at first was a simple ovarian tumor, it 
was interesting to see how the disease had extended from one 
organ to another by mere contact. 

Dr. Hanks thought Dr. Coe’s explanation of the involve- 
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inent of tlie transverse and ascending colon by extension of 
the disease from the base of the tnmor was of course correct, 
but he believed the omentum liad been ])ierced at one of the 
three tappings, and tlien took on a malignant inflammatory 
process from leakage of poisonous fluid through it, and thus 
caused attachment and extension to the abdominal wall near 
the umbilicus, rendering excision of this part of the wall 
necessary at the time of the operation. lie recalled a state- 
ment of Dr. Thomas with regard to the rapid progress of 
malignant disease in young girls as compared with its pro- 
gi’ess in older women. He recalled another case of malignant 
disease in a girl of 17 which proved fatal in about eight 
months. In reply to Dr. Edebohls’ suggestion that one should 
not operate where all the diseased tissue could not be re- 
moved, be said the}- had no thought of the great extent of the 
disease in this case. He felt, before the operation, very posi- 
tive of the presence of an ovarian cyst, and supposed there 
was some inflammatory process whicli would account for the 
ascites, but had not expected to find the extensive malignant 
disease. Replying to interrogatories, he said the patient was 
a white girl, was emaciated, but did not have the cachexia of 
one who had suffered long from malignant disease,. 

Dr. Clement Cleveland read the history of a 

CASE OF SUPPOSED ABDOMINAL PREGNANCV. 

I wish to recall the history of a case which promised, in 
the beginning, to be one of extraordinary professional inte- 
rest. It is that of a lady who came to my office on February 
2d of this year, presenting the following liistory : 

She was 21 years old, and had been married one year and a 
half. Her menstrual life began at 14, and was irregular 
up to the time of marriage. The menses were of four to 
five days’ dm-ation, normal in quantity, and not attended 
with pain. 

Her last mensis occurred July 17th, 1890. There had 
alwaj's been more or less leucorrhea, which had been profuse 
since the menstruation in July. She believed herself preg- 
nant at about the sixth month. For several months she had 
suffered with pain, a dull ache, running down tbe right leg. 

She had been constantly under professional care, but I 
believe there had been some doubt whether she were pi’Og- 
nant or not, till she felt life in the latter part of Hovember. 

She had had none of the early signs and symiitoms of 
pregnancy, which added to the mystification of the case. 

She informed me that from the first the enlargement was 
'Confined to the left side and continued to develop there, and 



NEW YORK OBSTETRICAL SOCIETY. 


94 : 5 . 


.the movements of the child were also entirely on that side. 
After the fetal movements commenced, slie was conscious of 
a rapid increase in her size, 

She stated to me that a week before sbe had been exam- 
ined at her home b}’’ gentlemen whom- 1 know all about and. 
know to be men of excellent training, and who decided that 
the child was in the abdomen, entirely outside the uterus. 

I then examined her, with the following result: 

To her right was a mass which in shape and size felt like a 
uterus at about the third and a half month of utero-gestation. 

• and continuous with the cervix, which was layge, patulous, 
and carried to her left. To the left and above this mass a 
living child could be felt, and so distinctly that the impres- 
sion conveyed was that the child was in a very thin-walled 
cyst; there appeared to be hardly more than the thiekness of 
a sheet of paper between it and the hand. The head of the 
child was in the left iliac region, high above the brim of the 
jielvis. 

I came to the conclusion that it Avas a ease of abdominal 
pregnancy advanced to about six months and a half, and that 
it would be necessary sooner or later to open the abdomen. 

She was prepared for the statement, as it was the same as 
given to her at her home. 

I sent her to the Woman’s Hospital as a private patient, 
where she entered that same day. Though 1 felt positive of 
the diagnosis, I made up my mind that, as the patient was in 
good condition and the child vigorous, there was no hurry ; 
tliat it would be better to leave her till the eighth and a half 
month. I decided, however, to have everything in readiness 
in case of rupture of the sac, so I could be ready to open the 
abdomen at a moment’s notice. At the end of a week, after 
examining her again, still believing the diagnosis correct, I 
asked Dr. Hicoll to see her with me. After careful exami- 
nation he made the same diagnosis. He concurred in my 
decision to wait. Though we both felt positive in the belief 
of the diagnosis of abdominal jiregnancy, we admitted the 
possibility of there being a mistake. 

We felt complete mastery of the situation from the fact 
that we could at any moment decide the question by putting 
the patient under ether and passing a finger into the uterus, 
and this I, of course, should have done before opening the 
abdomen, in any event. 

I examined her from time to time, usually twice a week. 
After a couple of weeks I began to be aware of a change in 
the shape and size of the mass, supposed to be the body of 
the uterus, on the right. It was growing larger and losing 
its distinctly pear-shape feel; after two Aveeks more it had 
disappeared entirely, lost in the sac containing the child. 
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and the child’s liead had descended into the pelvis. An- 
otlier point I should mention here, and that is that after 
the sensation of the very thin separation between child and 
hand had disappeared, there seemed to be the usual or ordi- 
nary amount of separation, as if the left horn had at -first 
been dilated or stretched, and had afterward regained its 
proper thickness. It then became clear, and of this I had 
already become suspicions, that the diagnosis was incorrect; 
that I had to deal with a double-horned uterus, with the child 
developing in the left horn, the right remaining almost sta- 
tionary in its growth till the ‘child had descended below the 
septum. I told Dr. Nicoll of this .and asked him to see her 
again, which he did, and found the condition as I state it 
here, and concurred in my belief that the uterus was bicornate. 

To cut the story short, 1 was called to her on the morning 
of the 8th of April, and found that the membranes had rup- 
tured and that the liquor amnii was slowly coming .away. I 
found the os patulous, and passed my finger in, touching the 
head of the child. There were no uterine contractions till 
twentj^-four hours later, when I w£is called again and found 
labor had commenced in earnest. In spite of regular ute- 
rine contraction, as I feared from the prem.ature rupture of 
membranes, at the end of six hours there was no advance, 
no appreciable enl.argeinent of the os. The patient was be- 
coming much e.xhausted, and, fe.nring a long, tedious Labor, 
without interference, the patient Avas anesthetized, the os di- 
lated with Dames’ dilators, and the child delivered A\dth for- 
ceps, and ergot given. After firm tonic contraction had 
taken place, I examined and found Avhat 1 expected, a uterus 
bicornis. There Avas the depression at the centre of the fun- 
dus, with a horn i?rojecting to either side. 

She made aii uneventful recovery, and returned to her , 
home a short time ago. 

Dk. Coe said that he had recently seen a case in consulta- 
tion out of tosvn in Avhich it AA'as equally difficult to decide 
whether the fetus was inside or outside of the uterus. The 
patient was su2)posed to be at full term, and had for seA’-er.al 
weeks had serious ti’ouble with her kidneys, haAong a feAV 
days before had complete suppression for twenty-four hours. 
D’regular labor pains had continued for two days, but the 
cerAux did not dilate, and they finally ceased, the uterus re- 
maining entirely relaxed, while the' patient could no longer 
feel fetal movements. When she was seen by Dr. Coe she 
was in a fair condition, the temperature being normal ; the 
urine contained a trace of albumin, and the dfiily quantity 
was considerably diminished. Palpation of the abdomen 
showed that the uterus, which was enlarged to a size cor- 
responding with the eighth month of pregnancy, Avas so 
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relaxed that it was impossible to distinguish the boundaries of 
the organ. The fetal parts were felt with startling distinct- 
ness, the bones of the head crackling under the ftngers in 
that peculiar manner characteristic of a macerated fetus. 
The speaker at first thought that he had to do with an abdom- 
inal pregnancy, but abandoned this view on making a vaginal 
examination, as ballottement was obtained, the presenting part 
being supposed to be a breech. The cervix did not admit 
the tip of the finger. He introduced a large-sized tupelo 
tent, and left his largest Barnes’ bag with the attending phy- 
sician, to be inserted when the- proper amount of dilatation 
had been obtained, believing that no difficulty would be en- 
countered in emptying the uterus. Forty-eight hours later 
he was summoned in haste, and found the patient in a serious 
condition. The water bag had ruptured, and all attempts tO' 
dilate the rigid os had been unsuccessful. The woman had a. 
rapid, feeble pulse, elevation of temperature, persistent vomit- 
ing, and it was evident that active interference ought not tO' 
be postponed. She was stimulated with hypodermics, chloro- 
formed, and a prolonged attempt was made to overcome the 
rigidity of the cervix, the upper portion of which was like an 
iron ring. Steel and hard-rubber dilators were alike useless. 
After making a number of linear incisions, I)r. Coe was able 
■ to introduce three fingers only and to remove piecemeal an 
adherent placenta previa. The macerated fetus was situated 
high up near the fundus, apparently in a cavity by itself, and 
was delivered only with the greatest difficulty. The hemor- 
rhage was not excessive, and was jiromptly controlled by an 
intra-uterine tampon of iodoform gauze, the uterus contract- 
ing firmly. After tlie organ was emptied, the speaker intx'o- 
duced two fingers and discovered that there was a small rup- 
ture in the posterior wall near the fundus. Whether this-, 
had occurred before or during the operation it was impossible 
to state; it was quite probable that it was due to the manipu- 
lation of the fundus during the attempt to insinuate the fingers- 
through the os, the fetal head being actually forced through 
the thin, flabby uterine wall. An absolutely bad prognosis 
was given at the beginning of the operation, on account of 
the weak condition of the patient. She sank rapidly, and 
died of shock an hour afterward, the uterus remaining firmly 
contracted. 

De. Jewett presented the 

EETUS FROM A CASE OF TUBO-UTERIXSTE GESTATION 

which he had reported at the previous meeting. The fetus-- 
measured seven inches in length, weighed four ounces and 
two drachms, and was believed to have reached about four 
and half months’ development.^ 
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He also presented the uterus and a])pendages from a case 
of simple tubal premianc3'. which had ruptured at about 
six weeks. He had brought it to the meeting because tlie 
shape of the uterus bore upon tlie diagnostic point recentlj 
proposed b3' tlie President, Dr. Janvrin. Dr. Janvrin had 
suggested that the uterus in tubal pregnancy does not devel- 
op antero-posteriorlj’ to the same extent as in utero-gesfa- 
tion ; that it grows mainly in width and remains flattened 
from before backward. Tliis point, if substantiated, would 
be a valuable one in the diagnosis of extra-uterine pregnancy. 
The uterus now presented, on casual examination seemed to 
illustrate the fact he claimed. It measured, however, three 
inches in length, one and three quarters in width, and one and 
one-quarter inelies in thickness. It did not bear out the 
theory referred to. The question must be settled by further 
observations. 

It occurred to Dr. Jewett that the development of the 
uterine mucosa in tubal pregnancy would givei'ise to as much 
antero-posterior thickening at about the fourth or fifth week 
as would be found in utero-gestation. The anterior and pos- 
terior walls of the non-gravid uterus lie in contact. The 
growth of the mucous membnatie would lift the anterior from 
the posterior wall, and would thus increase the antero-posterior 
thickness of the uterus in the first few weeks, even when no 
ovum is present in utero. Later on, at the sixth or eighth 
week. Dr. Janvrin’s point would probably be of more value 
in distinguishing between intra-and extra-uterine pregnancy, 
for by that time the growth of the ovum would give rise to a 
more marked antero-posterior thickening than tlie mere de- 
velopment of the mucosa could do. In short, very early in 
pregnancy of any variety the increased thickness of the 
uterus is due mainly to the growth of the endometriuin ; 
later the thickness remains nearly stationary in extra-uterine 
gestation, while in normal pregnancy it grows with the grow- 
ing^ovum. 

De. Haeks said he would have thought, from simple ex- 
amination of the uterus presented by Dr. Jewett, that it was 
not enlarged differently from what one saw in moderate sub- 
involution. 

De. Jewett said that by measurement the only increase was 
in the antero-posterior diameter. 

ThePeesident said that in the three cases in which he had 
made his observations the tubal pregnancy was not earlier than 
the fifth nor later than the seventli week. Whether a like 
change took place before the fifth or sixth week would have 
to be determined by further observations. 

• Dr. Ooe said that the change in the transverse diameter of 
the corpus uteri, described by the President as characteristic 
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of ectopic gestation, must be one -wliicli could be positively 
determined cbnically only under tlie most favorable circum- 
stances. If ectopic pregnancy occurred in a patient whose 
uterus was already enlarged in consequence of chronic endo- 
metritis or subinvolution, it would hardly be possible to make 
out the delicate shade of difference between the antero-pos- 
terior and transverse thickening. He asked the President if 
he did not assume that the peculiar enlargement could be re- 
cognized only under the most favorable conditions, i.e., in 
nulliparEe. 

The President replied that he thought the rule which he 
had in mind would certainly appl}' in all cases where the 
uterus was of normal size before gestation. The diagnostic 
point would be difficult to recognize if there were subinvolu- 
tion at the time of impregnation. 

Dr. G. a. Kletzsoh read a paper entitled 

A CLINICAL report OF TWO CASES OF REMOVAL OF THE 
OVARIES, WITH INTESTINAL LESIONS.’ 

Dr. Coe referred to two or three points in the paper which 
had impressed him as being of special interest. The first was 
that there might be extensive intestinal adhesions with few 
symptoms pointing to their existence. He had seen cases in 
which the intestines were literally knotted about a tumor, yet 
the bowels moved every day and the patients complained of 
but moderate pain. The amount of pain was by no means 
directly proportional to the firmness and extent of the adhe- 
sions. Another point was, that in separating adherent ova- 
ries and tubes an extensive raw surface might be left on the 
intestine, and the question arose, What was the best course to 
pursue ? When the serous coat was stripped off over an area 
of several inches, there was danger not only of fresh, adhesions 
taking place, but also of intestinal paralj’sis. Pie had had a. 
patient die from simple paralysis of the intestine, due to the 
stripping off of three or four inches of the serous coat of the 
colon, without any evidence of septic infection or peritonitis. 
If one adopted the plan of closing in the raw surface with 
sero-serous sutures, he would run tlie risk of contracting the 
lumen of the gut ; on the other hand, resection seemed to be 
a pretty severe method of treatment, especially when the 
patient was already suffering shock from a long and dif- ' 
ticult operation. It was hardly possible to lay down any 
general rule ; one would have to determine what course to 
pursue according to conditions present at the time. The or- 
• dinary practice in many cases had been to apply a firm intra- 
peritoneal tampon against the raw surface, especially when 
* See original article, page 931. 
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its location was along the sigmoid flexure ; but there was 
"reat danger of adhesions forming even under that treatment. 
If it was not used, there wonld.be danger of hemorrhage; if 
left in, it might prevent the bowel from moving. The speaker 
confessed that he was still in the dark regarding the exact 
indications for resection after injury of the gut. 

Dr. Buckmaster suggested that it might be well for a time 
to make an artificial anus, and thus give the segment of bowel 
which had been so extensively denuded a rest. Of how much 
help that would be he was unable to say ; but not having 
heard it suggested before, it occurred to him to mention it. 

Dr. CnEVEEANn said that, be.sides the two cases related by 
the author of the paper, he could recall two others in whicli 
he had separated extensive adhesions existing between the 
sigmoid flexure and diseased tubes. In one case a fecal fistula 
formed, followed by death. In the other there was also a 
fecal fistula, which existed some weeks, then closed, and the 
patient got well. 

He had come to the conclusion that where the intestine 
had lost much of its serous coat, and possibly a part of its 
muscular coat, it was a great deal safer to remove a portion 
of the gut and do enterorrhaphy than to sew up the rent 
and leave the diseased intestine to break down, as it. was 
likely to do, and kill the jiatient or form a fecal fistula. He 
was determined that if in another case a rent should take 
place in the adherent portion of the intestine, which he would 
regard as a pretty certain indication that the gut was dis- 
eased, he would, instead of sewing up the tear, remove a por- 
tion of the gut and do enterorrhaphy, feeling from his past 
experience that it would give the patient a better chance of 
recovery. 

Dr. a. P. Dudley asked Dr. Cleveland if he would pursue 
that course where the tear was low, say in the sigmoid flexure. 

Dr. Cleveland thought not, if it were in the sigmoid 
flexure ; that he had in mind cases where the intestine was 
really diseased from contact with a pus tube. 

Dr. H. J. Boldt said that, in his experience, when the in- 
testine was in contact with pus tubes to the extent Dr. Cle^m- 
land had in mind, it was invariably diseased. The walls of 
the gut were thickened and diseased from extension of the in- 
flammatory process in the tube, and there was great risk not 
only of stripping off the serous coat, but of tearing into the 
lumen. In one such ease he had torn into the sigmoid^ flex- 
ure and resected the gut, but tlie patient died. He believed 
it would be safer than sewing up the rent through the thick- 
ened and unhealthy tissue, to perform enterorrhaphy by anas- 
tomosis, and that one should alwaj's be prejiare'd to do this 
operation. . . 



NKW YOKK OBSTETRICAL SOCIETY. 


951 


Dr. H. Marion Sms did not doubt but wbat resection was 
the best procedure to resort to in these cases. He recited 
two instances, the first illustrating the wonderful reparative 
power of Hature, the other the want of such reparative 
power. Five weeks ago he had occasion to remove a very 
large pyo-salpinx, with adhesions everywhere. The sac burst 
during the operation, and the entire abdominal cavity was 
flooded with most disgusting-smelling pus. The descending 
colon was firmly adherent to. a portion of the sac, and in sejia- 
rating it he tore through fully four inches of the serous coat. 
There Avas one spot in the gut which all of those pi’esent 
thought to be gangrenous, j’^et it was so late in the afternoon, 
and the operation had lasted so long, that he took the risk of 
not doing resection, but left it. The abdomen was washed 
out with boracic acid solution and hot water, and the patient 
was put to bed to die, as it was thought, for none expected 
her to live. To their astonishment, however, she had not a 
bad symptom, and made a good recovery. There had been 
one point in the apparently gangrenous portion which was 
almost through, and perforation had been expected ; but, re- 
covery taking place, he could only infer that an exudation 
formed and shut off the gangrenous-looking area. 

In contradistinction to this case was one which he had 
operated upon two weeks ago. The patient had what was 
supposed to be volvulus. On examination he found a large 
tumor filling the Avhole left pelvic cavity. He had supposed 
there Avas an enormous pyo-salpinx, such as he had seen once 
or tAvice before, causing pressure on the descending colon or 
sigmoid flexure. The patient had had no movement for nine 
days. He operated early next morning, and found, instead 
of a pyo-salpinx, a large abscess of the meso-colon, filling the 
pelvic cavity. There Avas also a distinct volvulus, the de- 
scending colon being doubled upon itself and twisted once 
around. He separated the intestinal adhesions about the ab- 
scess, cleansed the cavity, untwisted the gut, but found it in 
almost as bad a condition as in the previous patient, with a 
gangrenous appearance at one place which strongly tempted 
him to do resection. The serous coat had been unavoidably 
torn. Kemembering the success of Nature’s efforts in the 
other case, he did not resect. The patient did Avell for five 
days, had no rise of temperature, but at this date fecal matter 
discharged through the drainage tube, which showed that 
perforation had taken place. The patient was by this time 
so exhausted that it would haAm been useless to resect, and 
she died of peritonitis. 

Eeplying to an interrogatory by Dr. Cleveland, he said 
he thought entei’orrhaphy would certainly have given the 
patient the best chance. 
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Dr. a. P, DupiiKY said he had had considerable experience 
with adhesions between tlie intestine, tubes, and ovaries, and 
had seen quite a number of cases in Avhich the intestine had 
been injured, and some in u-])ie)) it Imd been perforated. He 
approved of the position tahen by Dr. Kletzscli and by Dr, 
Cleveland, but thought enterorrliaphy should be resorted to 
only \yhen tlic in jury was at a place where the intestine could 
be easily handled. If it occurred low down, in the rectum or 
sigmoid Ilexure, entei'orrhnphy would prove a difficult 0]>era- 
tion and would complicate the case greatly. He had treated 
at least four cases in which large boles bad ulcerated into the 
sigmoid Ilexure at points where there had been a good deal of 
thickening about the tubes. They wm-e ca.scs, however, in 
which much time had been taken in getting out the disease, 
and to have prolonged the operation b\- making intestinal 
anastomosis would have cost the patient’s life. In those cases 
he had secured a perfect result by bringing the intestine into 
view, scraping the diseased tissue thoroughly, and bringing 
the surfaces together with iino silk suture." In oneofthefour 
cases he shortened the cul-de-sac an inch or an incli and a - 
half by stitching the anterior surface of the sigmoid flexure 
to the posterioi’ wall of the uterus. The opening in the intes- 
tine was complicated by an opening into the cellular tissue in 
the cul-de-sac behind the uterus. The latter opening was cu- 
retted thoroughly, allowed to bleed freely, and then was sewed 
over. As said, all these patients recovered. He thought that 
exsection or anastomosis would be proper if the injury were 
high up where it could be easily got at. He had never had 
the misfortune to rupture the intestine in removing adhesions 
about the utei'us, but had treated a number of cases in which 
the pyo-salpinx had ruptui’ed into the intestine, the ulcerated 
surface being from the size of a nickel to two or three inches 
long. In those cases be had, after curetting, brought the 
peritoneal surfaces together in line with the intestine, and 
secured a good result. He had not employed drainuge.^ He 
bad kept tbe bowel open wdtb a saline cathartic. In bis last 
case, of which be bad presented the specimen, bad he been 
able to do resection or anastomosis, it would have been the 
proper way to pursue, and he thought would have saved the 
patient’s life. It was a second abdominal section, the first 
one, by another surgeon, having resulted in a fecal fistula. 
He was unable to judge of tbe amount of stricture of tlie in- 
testine at the time he made the second operation. Had he 
known the degree of stricture existing, it would have been 
appai-ent that fecal matter could not pass through, and he 
would have resorted to some other course. The stricture had 
lasted so long that on both sides the g^^t was largely dilated ; 
the walls woi'e too thin to venture anastomosis; the mesentery 
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was about an iiieb tliick with fat. To resect tlie intestine 
would have made it necessary to take out tbe cecum and ileo- 
cecal valve and at least two inches of the intestine on botli 
sides. To have united the two portions at that point would 
have been a very serious undertaking. He might possibly 
have made anastomosis high up, between the ileum and as- 
cending colon, but he reasoned that if he had done this there 
would have been a collection of fecal matter below to result in 
secondaiy fecal abscess and death. He therefore simply 
sewed up tbe opening, but lost the patient within thirtj’-six 
liours from one of the five perforations that were sewed up 
reopening and allowing fecal matter to enter tbe peritoneal 
cavity. 

Dr. Edeboiils had never had tbe misfortune to wound 
either the intestine or bladder at his laparatomies ; conse- 
quently he had never been put to the strait of having to undo 
the accident after it had occurred. He had always felt in this 
matter that an ounce of ]irevention was better than a pound 
of cure. It seemed to him that it was one of the disadvan- 
tages of adhering to what he might speak of as the English 
and American method of operating for the removal of dis- 
eased appendages by making a small incision, introducing 
two or three fingers into the abdomen, and separating every- 
thing by the sense of touch alone. One ran more I’isk in doing 
this than in making a somewhat larger incision, elevating the 
pelvis, letting daylight in, and thus having, in addition to the 
sense of touch, the aid of sight in freeing the diseased ap- 
pendages from their adhesions. He had always felt almost 
positive that, with the aid of Trendelenburg’s position, a fairly 
large incision, say ten centimetres, and cautious work, it would 
be possible to avoid injuring the intestine. The accident had 
never occurred to him, and he had used Trendelenburg’s jio- 
sition in nearly all his cases. 

Dr. Buckmaster remarked that, when the short incision 
had come to be called the English and American method, 
Trendelenburg’s posture was not known or had not come into 
general use. At present no one would reject this method and 
get the benefit of light which it afforded in certain cases. 

The Peesihent thought that the best thing to do, when the 
laceration of the serous coat was small, was to let it alone. 
Even if an inch or two inches long, the intestine would prob- 
ably take care of itself ; at least that had been his exj^erience. 
He had seen a large number of sucb cases years ago, before 
abdominal surgery had reached its present degree of perfec- 
tion, and it was then the custom to let the injury alone, and in 
the majority of cases recovery took place. ' He had in sev- 
eral eases torn into the rectum and into the sigmoid flexure, 
but had sewed up the rent, and no unfortunate result had 
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foUoired. In a ease whicli he Imd operated upon at St, Eliza- 
hefch’e Hospital three 3'ears'ago, the large ovarian cyst had 
become adherent to the descending colon ; a small opening 
existed, through whicli fecal matter regurgitated back and 
forth between the intestine and ovarian tumor. Tiiere he 
did as Dr, Dudle,y had described — cleared awaj* the diseased 
tissue of the intestine very thoroughly’, and brought the parts 
together; but tlie patient did not i-ecover, but died of shock 
within twelve hours. If the rent were higher than the 
sigmoid flexure, and entered through the gut, he thought re- 
section should be performed. 


TRANSACTIONS OP THE GYNECOLOGICAL 
SOCIETY OP CHICAGO. 


Befjidar Meeting^ March 20t//, 1S91. 

The President, "W. "W. Jaggaud, in the Chair. 

Dr, Fraxklik H. SIartix read a paper on 

VAGIXAr, nT.ST12REOTOAlY FOR OAXCER. 

There are six distinct methods of operating : First, Czer- 
ny’s ; second, Olshausen’s ; third, MiiUer’s ; fourth, Fritsch’s ; 
fifth, Winckel’s ; sixth, Fean’s. 

Questions which are still unsettled, and which the author 
considered should be thoroughly discussed, are ; Fii'st, meth- 
ods of treating wound and broad-ligament stumps; second, 
forcipressure versus the ligature in securing the stumps ; 
third, limits of the operation for cancer, upper and lower ; 
fourth, immediate mortality of the operation ; fifth, ultimate 
I’esul ts. 

The methods of treating the wound and the stumps seem 
to be, as far as resvdts are concerned, simply’’ a matter of taste, 
as operators Avith equally brilliant records differ radically in 
regard to this point. Kaltenbach, Olshausen, Mikulicz, Teiif- 
fel, Tauffer, Winckel, Schauta, SlaAvjanski, Martin, Czerny, 
and the majorit.y of the older operators, favor the closing of 
the peritoneal edges and the vaginal opening, while some of 
the later operators, and especially those of America, favor 
the open, or the partially open', ivound, ’U'ith a loose drain of 
iodoform gauze. Among the latter maybe mentioned By- 
ford, Montgomery, Boldt, and Heed. In my cases I have 
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made no attempt to close the peritoneal or vaginal openings 
further than to place the tissues in position, so that the nat- 
ural collapse of the parts , would bring like tissues in coap- 
tation, The tendency of late, however, among all operators 
•seems to be towards an attempt to at least completely close 
the peritoneal opening with sutures. It certainly appeals to 
one’s sense of the surgical fitness of things. Schauta (Prague), 
who has operated sixty -five times (1890) with five deaths, 
■says on this subject: “The method which has given me the 
best results is the one in which all stumps are placed and 
fixed strictly extraperitoneally, and with complete closure of 
the supravaginal wound and of the peritoneal cavity.” Kal- 
tenbach (Halle), who has operated eighty times (1890) with 
but two deaths, says : “ I think it is a fundamental condition 
of success that the peritoneal wound be closed. From mj^ 
first operation 1 have always closed the open wound com- 
pletely. ... I cannot reconcile myself to drainage of the ab- 
dominal cavity. There is nothing there to be drained. One 
of the most important points is to keep the dangerous supra- 
vaginal wound everted toward the outside. . Cases of illness 
have occurred when the peritoneum has been left open.” 01s- 
hausen (1890) has dropped the pedicles and closed the vagina 
below the stumps. This he has done in twelve cases. One 
of these died. The others recovered, not all without acci- 
dent, for some had abscesses and fever, with perforation of 
the abscess into the vagina and rectum. “ But this should 
not frighten u.s,” he says ; “ only the procedure must be still 
further perfected.” 

Forcipressure versus the ligature is a question which does 
not seem to be settled. The drift of opinion among those 
who have employed both methods seems to be towards limiting 
the use of forceps to those cases in which there is some spe- 
cial indication for their use, and at all other times to emploj’^ 
the ligature. The special indications for their use may be 
summed up as follows : First, shortening the time of the opera- 
tion; second, the greater facility with which they may be ap- 
plied in case of a narrow vagina; third, the possibility of 
applying them to ligaments when the uterus is held high in 
the pelvis ; fourth, to facilitate drainage in the open-wound 
method. 

The contra-indications may be summarized as follows; 
Fii'st, the difficulty in all cases of including the ligament in 
one pair of forceps, and the necessary crowding of tlie vagina 
with several pairs after both sides are cared for; second, the 
difficulty in obtaining complete hemostasis in all portions of a 
large ligament included in the grasp of one pair of forceps ; 
third, the danger of almostcertaiu and fatal hemorrhage in case 
of an accidental unlocking of the forceps and the yielding of 
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the grasp in si)ite of the tied handles ; fourth, the danger of 
nlceratiou into sui'rounding organs (bladder and rectnni) from 
prolonged pressure ; fifth, the danger of the forceps breaking 
at tlie lock from oxidization, and precipitating hemorrhage 
shortly after their application ; sixth, the danger of leaving a 
route along their track of application for infection of the peri- 
toneal cavity before or subsequent to their removal. 

Among those favoring employment of forceps abroad are 
Pean, Richelot, and L. Landau (Berlin), The latter says (1890) : 
“ No single method is so generally aj^plicable as tlie one for 
which we are indebted to P6an — that of forci])ressurc. I 
have tried the other, too, but the experience with the new 
one is so incomparably better that I shall not give it up. It 
can he performed in an incredibly short time. . . . Indica- 
tions can be met with this operation which conld not he met 
with others ; even lixed uteri can be removed by it.” 

Among those favoring foreiprossnre in this country may 
be mentioned E. C. Dudley and II. T. llyford, of Ohicago ; 
R. J. Boldt, of New York ; Hall and Reed, of Cincinnati ; 
Montgomery, of Pliiladeljihia, and otliers. In ISSS Dudley 
favored this operation for the following reasons : ‘‘ (1) The ope- 
ration is made short and simple ; (2) hemostasis is prompt and 
reliable ; (3) turning the cervix into the peritoneal cavity 
and bringing the corpus uteri into the vagina are n(>t neces- 
sary ; (4-) the sloughing stump, if left in the vaginal wound 
below the peritoneum, comes away much more quickly, and a 
clean granulating surface takes the place of a gangrenous 
wound ; (5) effective drainage is secured b.y means of the 
forceps ; (G) convalescence is less complicated ; ( 7 ) the oiiera- 
ti on gives promise of reducing the mortality to four or five 
per cent or less.” These were Dr. Dudley’s views in ISSS. Dr. 
H. T. Byford, who was the first to invent a hemostatic for- 
ceps, with the required strength and the pelvic curve, for this 
purpose — the forceps which is now almost universally em- 
ployed, when any is used at all — seems more and more to 
regard the ligatures as the safer of the two. He has not en- 
tirely laid aside the forceps, but it is noticeable that he se- 
cui’es about everything that is liable to give much trouble^ in 
the way of hemorrhage with sti-ong silk ligatures, reserving 
the forceps for the upper mai’gin and less important portions 
of the broad ligaments. In my opinion more stress is laid 
on the part that the hemostatic forceps plays in shortening 
the operation than is warranted by the facts. I have found 
in a numbei’ of instances cases in which there wei’e large, 
thick broad ligaments in which several ligatures could be ap- 
plied in much shoi’ter time than it would require to apply the 
forceps. In the first operations which I performed I struggled 
hard to apply the forceps to the entire ligament. I succeeded, 
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“blit in each instance I was obliged to reinforce, the first pair, 
either at the upper or lower niargin of the ligament, with 
one and oftener more pairs of smaller forceps. After a time 
it seemed better to ligate the large, bulky base of the liga- 
ment with one or two silk ligatures, and sever it to that ex- 
tent, and then apply the forceps to the upper thin jDortion, 
which it had no difficulty in securing. I am now positive 
that in the majority of cases the ligatures can be applied as 
rapidly, if properly understood, and with greater security 
than the forceps ; and' when other obvious advantages of the 
ligatures are taken into consideration, I am not sure that I 
would not, in the majority of cases, prefer them to the for- 
ceps. It seems to me that, in the not far distant future, the 
forceps, like division of the uterus after Muller, or the 
turning of the fundus backward, will be resorted to only in 
cases where special indications arise and the use of the liga- 
tures for some reason is impracticable. Pozzi (Paris), 1890, 
said of the use of forceps : “ In exceptional cases this method 
may be used ; it is a procedure determined by necessity, not 
by choice. If ligation be possible it is preferable, for the 
statistics of eases operated on according to the forceps meth- 
od are bad. Forcipressure acts also on the bladder. The 
pressure on the intestines has sometimes led to their lacera- 
tion, occlusion, and adhesion. It narrows the field of opera- 
tion and hinders the removal of the adnexa which occasion- 
ally is necessary. Finally, it prevents proper antisepsis, by 
the necrosis of the tissues included in the bite of the for- 
ceps.” 

Keith says, in January, 1891, on this subject : “ The prac- 
tice of securing the broad ligaments by strong-locking for- 
ceps, or even by especially constructed clamps, and letting 
these remain on for several days or until they drop away of 
themselves, does not commend itself to me as good surgery.” 

Limits of Vaginal Rysterectomy for Ca/ncer . — One of the 
most interesting questions at present, since the justifiability 
of this operation for cancer is admitted, is its point of limita- 
tion when cancer of the uterus exists. In other words, how 
much must a uterus be involved before the operation for its 
removal is justifiable, and, on the other hand, how extensively 
must the tissues be involved before we reach the limit be- 
yond which the operation is no longer justifiable ? 

In exploring the literature of this subject which has accu- 
mulated since Czerny’s first case, we find that the field, as 
bounded by the upper and lower limits of this operation, has 
■constantly broadened, until to-day it is far from heresy for 
one to make the lower limit at the earliest possible date at 
which carcinoma of any portion of the uterus (no matter how 
minute) can be accurately diagnosed by means of the micro- 
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scope, and to place the upper limit at the point beyond which’ 
it is no longer possible to remove the organ with a reasonable 
chance of primary recovery. 

So far, in following the evolution of this operation, we 
have found tii’st the operation grudgingly tolerated in exten- 
sive cancerous development in which the disease had not 
passed the limit of the uterus. Then we found it tolerated 
in a few cases of high cervical disease, reserving for high 
amputation all cases where the disease was apparently cervi- 
cal. i^ow we will find in our next step advocates of the radi- 
cal operation in all cases, no matter how minute the point in 
which carcinoma can be recognized. Finally we find a still 
further extreme in which the operation is advocated in cases 
of doubtful diagnosis. This is the turn the subject took at 
the Cincinnati meeting, 1889, of the American Association 
of Obstetricians and Gynecologists. E. E. Montgomery, of 
Philadelphia, read a paper on the subject, in which one of his 
four conclusions was “tliatin all cases of cancer when con- 
fined to the uterus, whether of the body or cervix, vaginal 
hysterectomy is the onl}' justifiable operation.” In another 
we read: “AVhen the condition is one of doubt the patient 
should be given the benefit of the doubt, and the organ re- 
moved.” 

"Wathen, of Louisville, and Reed, of Cinciunati, substan- 
tiallj’’ agreed with Dr. Montgomery in regard to his first con- 
clusion which I have quoted, and did not openly deny thC’ 
propriety of the second. The paper was also discussed by 
Yander Yeer, of Albany, Joseph Price and Hoffman, of 
Philadelphia, and not a word of objection was uttered to the. 
extreme views by any one. 

In May, 1890,1 read a paper before the Gynecological Sec- 
tion of the American Medical Association, in which I endea- 
vored to support the two following propositions: first: “A^a- 
ginal .hysterectomy is the most justifiable surgical pi’ocedure 
we yet know for the cure of cancer of the uterus ” ; second: 

‘‘ A^aginal hysterectomy should be attempted for the cure of 
cancer of the uterus at the earliest possible moment after the- 
disease is diagnosed.” With the exception of one or two ob- 
jectors, I found the Section with me. 

Following, however, in August, at the Tenth International 
Congress, the subject was done full justice, and the exjjerience- 
with this pi’ocedure which was represented there lent great 
weight to the words which were uttered. That this Oongress- 
was in favor of the operation there is no chance to doubt. 
Fritsch (Breslau), John Williams (London), Schauta (Prague), 
Pozzi (Paris), Olsliausen (Berlin), Martin (Berlin), Landau 
(Berlin), Slawjauski (St. Petersburg), Kaltenbach (Halle), 
Duevelius (Berlin), Heilman (New York), Czerny (Heidel- 
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berg), Friinkel (Breslau), and Pean (Paris), representing in 
the aggregate an experience of. over one thousand eases, 
favored without question the operation as a legitimate pro- 
cedure of great importance. 

The question then was one of limit. Williams would per- 
form the operation in all eases of cancer of the uterus where 
the organ was not too large, and mobile and free from ad- 
hesions. 

Schauta called attention to the fact, which has been demon- 
strated, that in apparently strictly local disease of the cervix 
cancerous foci were present in higher portions of the cervix 
or the body of the uterus. He was able at the time to cite 
seventeen eases which had been reported. In my own short 
experience vdtli this operation I have had one such case, 
which I had the honor to put on record before this Society. 
These cases belong to the class of wliich Fritsch said at one 
time that a single one would decide the question, whether 
total extirpation or partial amputation should be done, in 
favor of the former. Schauta, therefore, places the lower 
limit of the indication for hysterectomy so as to include every 
case of cancer of the uteiuis as soon as it can be recognized. 
He then rejects amputation altogether for cancer, if hysterec- 
tomy is possible. This operator, too, pushes the upper limit 
of the operation beyond the point ordinarily recognized as 
correct. He considers it questionable whether we should not 
give a patient the moral support afforded by an operation, 
even if we are quite sure that we cannot go beyond the dis- 
ease. He also questions whether we are not able to prolong 
life somewhat by diminishing pain and sloughing. He ad- 
mits that the operation must be more dangerous in these 
eases, and that life may be shortened in a few instances in 
consequence. He argues that in not a few cases of apparent 
cancerous infiltration of the broad ligament the deposits may be 
of an infiammatory nature alone. 

Pozzi stated the prognosis of ultimate recoveries after 
these operations to be, according to the latest statistics, be- 
tween forty and fifty per cent. This operator is against su- 
pravaginal amputation because we are unable to state with 
certainty when the disease has not extended to the uterus. 
As to the upper limits he says : “ The operation should be 
performed only in cases in which the disease has not passed 
beyond the limits of the uterus.” 

Olshausen summed up as follows: “The primary results 
must differ according to the limits accorded the contra-indi- 
cations. Still, even if the limits of the indication be liberal, 
the mortality may be reduced to ten or fifteen per cent. . . . 
The final results — that is to say, the permanent cures — are, of 
course, far more unfavorable, but an earlier diagnosis and 
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operation will secnro better results in the future. Patients 
who are not radically cured suffer less after the operation than 
the patients not operated upon ; this is due to the absence of 
hemorrhage and discharges. E.veeptions to this rule ocenr.” 

Landau thinks “ indications can be met with this opera- 
tion which could not be met by the other ; even ti.ved uteri 
can be removed b}' it, if the disease has not extended to the 
uterus.” As to the upper limits he says : “ The operation 
should be performed onlj’ in cases in which the disease has 
not passed beyond the limits of the uterus.” iSTineteen out of 
forty of his cases suindvc after two years, free from relapse. 

Slawjanski believes “ even in the neglected cases the 
operation should be done ; for tliough relapse may occur 
rapidlv, the subjective well-being of the patient is secured 
by it.” 

Martin sa3’s : 

“ We must gradually come to the point of performing the 
^)peration in cases where every other mode of treatment has 
failed, and large losses of blood and other troubles extending 
over years have reduced the patient and made it impossible 
for her to enjoy life. I am couviueed that as we have ex- 
tended the indication in other holds, so it must be in tins.” 

Imm/idlate MoHaliUj. — The immediate mortality of tliis 
operation in the hands of expert oi^erators can as yet only be, 
estimated. In the hands of the e.xpert it promises to go below 
the mortality of simple ovariotomy. The mortality of the 
operator having tlie largest number of cases to his credit in 
this country, as shown in im’' collection of cases of last year, 
was five per cent in twenty cases. The operator is H. T. By- 
ford. The next highest operator, H. J. Boldt, of i^Iew York, 
had a mortality of 0.6 per cent in sixteen cases. Slawjanski 
(St. Petersburg) had seven deaths in his first forty cases and 
only one in his seeoud forty. ICaltenbach has had eighty 
eases, with two deaths, or 2.5 per cent mortality. A. Tannen 
{Arch. f. Gyn(ik.),ivQ\\\ June, 1883, to the middle of Novem- 
ber. 1889, collected one hundred and throe total extirpations 
at tile Breslauer Universitiits-Frauenklinik, of which ten died, 
making a mortality of 9.7 per cent. 

The mortality of the operation shows a rapid decrease from 
year to year. I am sure I am not overstating the facts if five 
per cent mortality is put down as the average mortality of 
the future of this operation in the hands of a good surgeon. 

TTliimate ReaulU. — John "Williams (already quoted), after 
a thorough study of all obtainable statistics, put the average 
per cent of permanent cures at twenty-eight per cent in 1890. 
.Schauta (1890) claimed 47.3 per cent definite cures, all cases 
counted as cured after three years had elapsed without re- 
turn. Pozzi put the percentage of permanent cures at forty 
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.to fifty per cent. These results are, of necessity, tainted with 
the old conservatism which would not allow of the radical 
operation until the case was rijje, as it were, or until high 
.amputation and all other forms of procedure had been dis- 
carded as too late. At the same time they seem surprisiugly 
favorable. In tlie face of these, the fact that women in the 
future will be able to obtain this operation early leads one to 
predict a permanent cure in at least fifty per cent. 

From this imperfect and hasty study of this very interest- 
ing subject I will subjoin the following conclusions as repre- 
.senting to my mind the present status of the subject : 

1. Vaginai hysterectomy is a legitimate surgical procedure. 

2. Each case should be a laAv unto itself as regards the 
method to be selected for the accomplishment of the operation. 

3. The future will demonstrate that ligatures are prefer- 
able to any form of lock forceps for securing the broad liga- 
ments. Forceps will be reserved for emergencies where 
they must be employed as the least of two evils. 

■i. Unless there are special indications for drainage, the 
peritoneum should be as carefully closed as after an abdominal 
operation. 

0 . The stumps of the broad ligaments should be everted to- 
Avards the supravaginal opening and drained antiseptically. 

6. Vaginal hysterectomy should be performed for all cases 
of cancer of the uterus when it is still practicable to remove 
the organ Avithout materially increasing the mortality, and 
should be adopted at the earliest possible moment after the 
diagnosis has been made. 

7. The immediate mortality of this operation in the hands 
of surgeons should not exceed five per cent, and in the hands 
of experts it should be still further reduced. 

8. The future ultimate results of this operation, after phy- 
sicians recognize the importance of early diagnosis and early 
operation, Avill reach a much more favorable percentage than 
that recorded by the past. 

De. J. IT. Etheeidge, in opening the discussion, said : I 
had hoped to hear a little more of Dr. Martin’s OAvn peculiar 
way of dealing Avith these cases, and something of his own ex- 
perience concerning the matter. He is evidently not very 
much pleased with the forcejis, as a rule. Concerning the 
use of forceps, I can oidy speak from my personal experience 
in the matter, and I must confess that I am very much im- 
pressed in its favor, especially as I did the first of my opera- 
tions Avith ligatures and had accidents in the way of hemor- 
rhage which were simply terrible. Since I have used the 
broad-ligament forceps I have never had hemorrhage. 

There are several little points concerning the technique of 
61 



962 


TKAXSACTIOKS OF TJIE 


the operation wliich tlie doctor has not adverted to, and -odiieh 
it seems to me could be spoken of with propriety ; one is the 
management of the denudation of tlie cervix after encircling 
it with the incision for the purpose of crowding the tissues 
up. In operating, we draw the cervix down as far as we can; 
and if we are able to draw it down towards the vulvar orifice, 
we cannot tell exactly where to begin. If we begin too high, 
we may open the bladder the first thing. Two things are to 
be done in denuding the cervix : one is to avoid the bladder, 
the other is to avoid opening into the rectum. It is the easi- 
est thing in the world to open into the bladder; we open it so 
quickly that the first we know of it there is a little gush of 
Tirine over everything. But by commencing the incision low 
down, and being sure that we get through not merely the 
vaginal mucous membrane, but the tissue under the mucous 
membrane, tiie connective vaginal tissue, we get close to the 
uterus itself and speedily bring ourselves in contact with the 
connecting material between the cervix and the bladder. 
The method of procedure I have adopted is to make this in- 
cision first, and then by pushing up posteriorly I separate and 
push up as far as I can from side to side till I open up the 
peritoneal cavity fi’om behind, the finger slipping up easily 
where one can feel the smooth, glistening surface on the poste- 
rior wall of the uterus. Then, by tearing the tissues on both 
sides Tintil we get on a level with the broad ligament, we can 
put two fingers into the peritoneal cavity. Inroad ligaments 
differ; some are wide and some are narrow, just as there is a 
difference between tlie vaginal u'all and the peritoneal cavity 
above. I have found the broad ligament five times as long 
in some women as in otliers. In hooking the finger over the 
broad ligament from behind and bringing it down forward, 
we can, with a good deal of effort, dip t))e finger into the ante- 
rior utero-vesical junction, and in that way push the finger 
forward and cutup on it with a knife until we make an open- 
ing through the vaginal vault in front of the uterus, and then 
it is an easy matter to separate and tear until we have as 
broad a cavity in front of the uterus as behind it. 

Another thing the doctor failed to mention : some women 
will bleed at every point, and the amount of hemorrhage that 
will pour from them without opening an artery is astonishing, 
while in others there is very little bleeding. When the broad 
ligaments have been denuded in this way, I have experienced 
no trouble in including them in the bite of the forceps, never 
carrying the tip of the forceps beyond the top of the broad 
ligament, for if that projects beyond them the tip of the for- 
ceps becomes a place that can produce a punctm’e of the intes- 
tine after a while ; but if we place it flush with the broad liga- 
ment, the broad ligament retracts and draws back, and the 
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forceps seems to go back to the pelvic wall, and there is a 
minimum of danger of perforation of the intestine. A simple 
thing can be done when the ligament is broad — that is, to reflex 
or aiitefiex the uterus; in that ivaj we double the broad liga- 
ment and can catch the whole of it in the bite of the forceps, 
and when we do that we narrow very much the space to be 
grasped bj the forceps. Sharp & Smith made a forceps afew 
years ago which seemed to me to be sensible. It consists of 
two parallel blades; the under blade curves out a little bit, the 
tips of the jaws meet when one closes the forceps, and when 
locked the two blades come down together, and in that way 
there is no danger of a portion of the broad ligament coming 
out. There is one practical point I noticed in three different 
cases after I had removed the uterus entirely, using the for- 
ceps, where I have had a hemorrhage. I recall describing to 
some gentlemen before whom I did the operation this parti- 
cular form of hemorrhage, and telling them, when- they had 
got everything in front of the broad ligament, to be particu- 
larly careful and lift everything from the posterior vaginal 
wall and take a sharp look for bleeding points. But in the 
case 1 refer to I worked three-quarters of an hour before I 
thought of looking at the posterior vaginal wall, where I 
found a large hemorrhage. I have had tlie misfortune to do 
everything in the way of badness in vaginal hysterectomy, ex- 
cept to cut off the ureter. In one case I opened the bladder 
in two different places, one of which I did not discover ; in 
another case I opened the bladder once ; and I opened the 
rectum in one case. These cases all got well, except the one 
in which one opening into the bladder was not discovered. 

Objection is made to the forceps that sloughing of the 
broad ligament occurs which is liable to infect the peritoneal 
cavity. ^ It seems to me there is no danger of that, for this- 
reason: when the forceps is applied to the broad ligament the 
supposition is that the forceps presses up in the pelvic cavity, 
and that healing takes place below ; whereas, in fact, healing 
takes place above, and that part is cut off from infecting the 
pelvic cavity, and when the forceps is removed the tissue 
that is necrosed from its grasp comes out of the hole left by 
the forceps. I have never had any trouble from such slough- 
ing. To my mind thei-e is au objection to using the ligatures, 
because they can introduce septic material. Another thing 
is, the removal is not always easy ; in the cases in which I 
have used ligatures, I have had to make use of an elastic 
ligature strapped , to the thigh in order to keep up pressure 
and get them out ; in one instance it took five days. 

I do not at all agree with Dr. Martin’s third conclusion ; 
I wish he Avould take it out. I don’t think it is scientific 
when he says the mortality ought to be five per cent ; I don’t: 
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t]iink we can say what the mortalit}' list ought to be. Ope- 
rating upon cancer of the nterus is operating upon a most 
desperately fatal disease, and I think if only a small propor- 
tion of the patients recover or have their lives prolonged it 
is highly creditable and ought to lie satisfactory. There are 
several points in the technkpie of tiie operation that could be 
brought up profitably, and one I wish especially to speak of 
is closing the wound afterwards. "When tlie wound is closed, 
the patient put to bed, and the legs put down straight, it is 
the rarest thing I know of for anything to project into the 
vaginal cavity from above ; the peritoneal lining of the pel- 
vis which is invoh'cd in the wound will naturally fall down 
and appose itself to itself ; the union is not postponed for 
twenty-four or forty-eight hours, but the healing process be- 
gins at once ; in twenty-four hours there is a good deal, and 
in fort^'-eight hours quite a union has taken ]nace there. I 
do not see the necessity of wounding the peritoneum still 
more by putting stitebes in it. Anything in the way of 
drainage is facilitated by its I'emaining open in this way, and 
it will remain ojicn onl 3 ' around the forceps ; whereas if it is 
closed hermetically there is no possibility of anything getting 
away, but everything will remain there and be absorbed and 
may cause the patient’s death. I have had seventeen cases 
and lost two of them. The first case, and the one I felt the 
worst about, was the one in which I o])ened into the rectum 
and two places in the bladder ; that patient undoubtedly died 
from peritonitis caused by tlie undiscovered wound in the 
bladder. It is my custom, after finishing the operation, to put 
warm milk in the bladder, to see if it escape anywhere 
through the wound ; if it do I know there is a hole, and I 
immediately search for it and scav it up. 

Dr. Karl Sandberg. — I am very sony that I did not have 
the pleasure of hearing the entire paper of Dr. Martin. My 
experience in this matter is limited. In reference to the ques- 
tion whether to use ligatures or forceps, I had the jdeasure of 
■seeing Dr. Martin, in Berlin, perform two hysterectomies by 
his usual method of applying ligatures wherever he was going 
to cut, and both of these patients had after-hemol’rhage. One 
of them died, and the other came as near to it as possible 
without doing it. After this experience I was prejudiced in 
favor of forceps, and 1 am still. The forceps I used in my 
first case was Bean’s, and that may be the one Dr. Etheridge 
Teferred to as being made by Sharp & Smith, of this city. 
The blades are grooved from one side to the other. After 
applying the forceps on both sides the uterus was removed, 
but soon after hemorrhage started from one of the broad 
ligaments, and it proved that the broad ligament had partly 
slipped out of the forceps. I applied one or two straight 
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forceps on tlie side of tliese, but it did not control the hemor- 
rhage, and I finally had to pack with iodoform gauze. After 
this I had a pair of forceps made by Sharp & Smith in winch 
the .grooves do not run from one side to the other, but slant- 
ingly and across each other. This forceps grasps the broad 
ligament or anything else with a much firmer grasp than the 
one devised by Pean, as I demonstrate here by putting it on 
this towel and closing it. You will see that when jmu close 
Pean’s instrument tightly over the doubled towel and make 
a traction on the towel to one side it slips right along the 
grooves. With the other pair of forceps, when you make 
traction you will tear the towel before it slips. Through 
using these forcejis I have had no trouble with after-hemor- 
rhage in an 3" other case, and to m3' mind it is quite an im- 
provement. The only indication I can see for using ligatures 
instead of forceps is that you could cut the ligatures short 
and leave them intraperitoneall3', closing off the peritoneal 
cavit3’’ with the object of guarding against infections from the 
vagina. But if, as seems to have been suggested by the pre- 
vious speakers, the ligatures arc left long, to be removed after- 
wards by traction or some other means, then I can see no 
object in using them. Used that way I should consider them 
a well-paved pathway to infection. 

De. Feanklin H. Maetin, in closing the discussion, said : 
I have very little to add. Dr. Etheridge attempts to criticise 
me somewhat because I did not go into the details of the 
operation which any ordinar3' surgeon would of necessity take 
for granted, such as ligating a bleeding branch of the va- 
ginal artery in the posterior vaginal wall; or the method of 
separating the vagina from the uterus, which we all under- 
stand is to be at a point as far away from the disease as pos- 
sible, and at the same time not take too much of the vagina. 
We all understand, before we begin to talk about this opera- 
tion, that it is quite unpleasant to go into the bladder, and the 
thing to do is to keep as near the uterus as possible : and if 
3'ou can’t accomplish this by' the fingernail, the point of blunt 
scissors kept against the uterus can easily' separate any' other 
tissue. Dr. Etheridge spoke of the forceps being objected to 
in some cases because the.y were allowed to project too far 
into the abdominal cavity ; he stated that in his operations he 
placed the blades of the forceps so that the tips were flush 
with the broad ligament, and then brought them together. 
Any one who has had experience with this operation knows, 
with ordinary forceps, or even with those mentioned by Dr. 
Etheridge, that, in closing the instrument, if the ligament is 
flush .you will squeeze the edge of it out of the forceps, and 
the chances are that the ovarian artery is left to bleed. The 
point he made as to the foi’ceps coming together is a good 
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ooe, but even then if tlie ]ioint was carried a little further 
than the ligament it would he impossible to close it with- 
out having the point project into the peritoneal cavity. The 
only forceps I have seen which would obviate this is the one 
described by Eastman, of Indianapolis, who has operated suc- 
cessfully a number of times. Ilis forceps is made so that 
the blades when closed cross at the point, and it is simply im- 
possible, therefore, for the ligament to squeeze out at the end 
of the forceps. I do not wish to be understood as condemn- 
ing in toto the use of the forceps, but I believe that the gen- 
tlemen who are using forceps now will gradually, as their 
experience increases, find that it is easier, safer, and more 
satisfactory to ligate the greater portion of the broad liga- 
ment; it is easier and safer if the ligatures arc applied 
crly. If you leave spaces between your ligatures, of course 
you will get bleeding ; if you ligate as if ligating a pedicle of 
an ovarian tumor, you will not get bleeding. It is a question 
of properly applj'ing the ligature. 

Dr. Etlieridge did not like my statement that the mortality 
ought to be five i)er cent. I think the mortality ought to be 
even lower, and I believe it is already such in the hands of 
good operators. 

The question of closing the peritonenm has been brought 
up, I stated that I thought the peritoneum should be closed, 
but of course that does not settle it.. I believe the perito- 
neum should be closed if no indications arise for drainage, 
such as we have in cases of ovarian tnmors or in abdominal 
surgery of any kind ; in all other cases I think we should 
bring the peritoneum together so that it will unite, and then 
evert the broad ligaments as far as possible into the vagina, 
then drain the vagina with iodoform gauze. 


Regulao' Meeting, April IWq 1891. 

The President, W. W. Jaguard, in the Chair. 

EXHIBITION OF SPECIMENS. 

Dr. Henrv T. ByroRD. — I have some very interesting speci- 
mens to present, viz. : 

HEMATOMA, GVROMA, AND SO-OALEED ENDOTHELIOMA OF 

THE OVARY. 

Dr. Mary Dixon Jones has made some very original inves- 
tigations in this field, although I do not know that her path- 
ology will be accepted unmodified. Here is a pair of ovaries, 
one containing a beautiful specimen of what had been a hema- 
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toma tlie size of a walnut; the cyst wall is one mass of zig- 
zag convolutions, the blood has been absorbed, and it now 
presents the characteristics of gyroma. There are other little 
bodies; here is one that is supposed to bean endothelioma. 
Here is a smaller one, which I removed from a patient a few 
years ago for symptoms but did not understand the pathologi- 
cal condition, in which there are also these hematomata. This 
is a kind of ovary that we can distinguish by examination 
before the operation. It feels almost like an adherent ovary, 
because it is large and heavy. Such ovaries occupy so much 
space at the bottom of the pelvis that one is apt to diagnose 
adhesions and exudate. 

Here is another very line specimen of a universally disor- 
ganized ovary; there are clots, but there were no bodies of 
any particular size. Some parts are myxomatous, others livid, 
and other parts fibrous. 

The symptoms connected with these ovaries are characteris- 
tic. It is these conditions of the ovaries, 1 think, that give 
rise to more hysteria and mental disturbance than almost any 
other cause, unless perhaps a maleducated imagination. I 
have seen very bad eases of endometritis without any mental 
symptoms at all, although headache and backache might be 
quite pronounced. Many times sterility is the only symptom 
of the uterine intiammation, and the patients feel perfectly 
well. But in nearly all cases where there is one of these large 
ovaries with blood clots in it. and the accompanying infiam- 
matory and degenerative changes, there is local pain ; the pa- 
tient cannot be on her feet very much, she becomes debilitated, 
despondent, loses 'will power, and, if placed in unfavorable 
surroundings, is afflicted with the worst forms of hysteria. 
The patient that had these greatly enlarged ovaries had been 
sick for from five to ten years ; she had been unable to attend 
to her household duties, and lay around most of the time ; had 
'become thin and nervous, and exaggerated all her symptoms, 
complained excessively of her rectum — complained, in fact, of 
all her symptoms more than Avas natural — and nearly died 
when she found she had to have an operation. She has had 
the operation and got along without the least unfavorable 
symptom. Before that her nerves Avere in such a condition 
that she trembled all over when I came into the room. 

In this last case mentioned, the ovaries were not so large as 
some shown, but were more disoi’ganized and were filled Avith 
clots. The patient’s symptoms Avere hysterical ; there was a 
fixed pa;in in the left side and inability to stand. WheneAmr 
she was on her feet long, she felt bearing-down pains and had 
to sit down. 

The other case, with only one ovary, on which I operated 
a number of years ago, was one of hysteria ; the patient would 
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liave frequent attacks and become unconscious and delirious. 
There was great localized pain, although she was naturallj 
strong and not so debilitated. Tliere was only one ovary that 
was aSected to any extent. 

When adhesions accompany these changes i)i the ovary,, 
the patient is usually bed-ridden a good part" of the time. 

I want to show a specimen from a case of 

EXTRA-UTERINE I'REGNANCY 

in which I operated two days ago. The patient, Mrs. G., 
menstruated three and a half months ago. I have the pla- 
centa, which is of quite a good size, with the fetus, mem- 
branes, and some blood clot. She menstruated the last of' 
Januaiy, then went five or six weeks and menstruated again, 
and has menstruated almost continuously since that, with a 
varying amount of jiain. She came to me toward the end of 
the second month, when I found a tumor, about the size of one 
of these large ovai-ies, lying behind and to the left of the uterus,. 
I suspected the real condition and made her promise to call 
again in a few days. At the end of the ninth week I pro- 
posed an operation and sent her to Dr. Dudley for an opin- 
ion. He thought physical signs justified a laparatomy The 
patient would not consent and was sent to Dr. Banga, who 
thought there should be an examination under ether first and 
then probably an operation. But the patient would not con- 
sent, About the middle of the third month the pain ceased 
undoubtedly there was a rupture. I did not see her again un- 
til about the 2oth of March, and then found the tumor ^till 
larger, and had counsel again from Dr. Banga ; but the pa- 
tient would not consent to an operation. In the meantime 
she was feeling better, but the bleeding continued, and about 
the 1st of April she passed the decidua with great pain, and 
after that felt quite, well. I saw her the next day and found, 
the tumor still larger, apparently about the size of an orangy, 
and I gave the same opinion as before. Then she called in 
Dr. Fenger, who corroborated the diagnosis, and finally she- 
consented to have an operation. I thought at the time of the 
operation the child was probably alive, for when I examined 
her the tumor was still larger, about the size of a small cocoa- 
nut; but 1 judge from the symptoms that the child must have- 
died about the time the decidua was expelled. 

The steps of the operation ivere very simf)le. Knowing- 
what I was coming to, I took pains to pack the intestines 
away with sponges, and put a clamp on the broad ligament far 
enough down to get hold of the arteries ; thei'e was just room 
enough to get the fingers down and place the forceps ; I then- 
cut into the sac, striking the placenta, which you see is quite 
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tliick and may have grown some after the death of the child. 
There was quite a little blood, considering the size of the in- 
cision, while I was cutting it, but I immediately separated the 
whole placenta. The loss of blood, except from the edges- 
of the sac, did not amount to much after that. I then took 
off the clamps and ligated the upper edge of the broad liga- 
ment, wiped out the sac thoroughly and stuffed it with iodo- 
form gauze, stitelied it to the lower end of the wound, and 
closed it above. I put a drainage tube in the abdominal 
cavity for the first twenty-four hours, as there ivas a little ooz- 
ing from the stitch holes in the sac. The patient passed gas 
to-da 3 L (Recovery uneventful.) 

Dk. Henry Bang a. — I wish to sa}' that, as far as the diag- 
nosis is concerned, Dr. Byford took it for extra-uterine preg- 
nancy from the start. "Wlien I saw her the first time the 
tumor seemed to me somewhat small, and that is when I sug- 
gested that before I would pass an opinion as to the nature of 
the swelling I would propose anesthesia and a second exami- 
nation. But when I saw her almost four weeks afterwards, 
it was evident that the tumor had grown meanwhile, and the 
decidua had passed, so that I also began to be convinced that 
it was as Dr. Byford had thought from the beginning. 

Dr. Byford. — I forgot to saj’- that this is the second extra- 
uterine pregnancy in the same ease. The first one she had 
five years ago ; she had gone over her menstrual period, and 
supposed she was aborting. She bled and had pains for sev- 
eral weeks, when she passed the decidua, and had a hematoma 
in the right broad ligament which was very slow in absorbing,, 
viz., over a year. This fact, together with her having all the 
symptoms of pregnancy, made me very certain of my diagnosis. 

Dr. Jaggard. — "Was this extra-uterine pregnancy on the 
same side? 

Dr. Byford. — Ho, on opposite sides ; the first one was on 
the right side, and the next one on the left side. The right 
tube could not be felt at the operation, and the ovary was 
covered by mefnbrauous adhesions. 

A COMPARATIVE STUDY OF ONE HUNDRED AND FIFTY-NINE CON- 
SECUTIVE CASES OF PERITONEAL SECTION. 

Dr. Henry T. Byford read a paper on a third series of 
peritoneal sections, with a comparative study of 159 consecu- 
tive cases. The series contained 62 completed operations 
and 2 incomplete, with a mortality of 9.23 per cent for the 
whole, but 5.77 per cent for the completed operations. 

In the whole 159 cases there were 55 complete operations, 
with a mortality of 9.37 per cent. There were in all 46 
vaginal sections, with one death, or 2.17 per cent. 

There were 35 abdominal ovariotomies in the whole num- 
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ber ; 10 of these were developed in the snbperitoneal con- 
nective tissue, 9 were malignant, and 7 dermoid. Two of 
the malignant and 1 dermoid were developed in tlie subperi- 
toneal tissue. Thus all but 10 were subperitoneal, malig- 
nant, or dermoid tumors, or had intraparitonenl adhesions. 
Most of the deaths occurred in tliis series, giving a mortality 
of 22 per cent. But for tiiis series tlie niortalfty of all tlie 
other cases would have l)een but 7.05 per eent. 

There were in all GG cases of abdominal oophorectoni}', 
with 1 deaths. In the last series thei-e were no deaths. 
Ilysterorrhaphy was performed in 1 of them. 

There were 15 com])leted abdominal hj’sterectomies, with 
1 death. ^ In the last 11 cases he cmplojmd his new method 
of treating the shimp by vaginal tixation. His opinion is 
that the mortality of abdominal hj’sterectomies should be 
but little higher tliaii that of abdominal ovariotomies. 

He drained in over fift}’ per cent of his cases; and accounts 
for the frequency of drainage by the gravity of the cases. He 
always drained when much bloody effusion was to be ex- 
pected. He attributes no deaths to the drainage tube, and 
considers it a safe procedure. He drains in all cases of 
vaginal hysterectomies. Small hernias occurred in three 
cases : one oophorectomy, one ovariotomy, and one hysterec- 
tomy with abdominal fixatiou of the stump. In each case it 
occurred at the site of the drainage tube or stump. 

He has used salines quite frequently, but has found them 
less satisfactory than he had been led to expect. In a few 
cases their effects seemed harmful. He believes that the less 
interference or treatment after the operation, the better for 
the patient. 



Operations. 

Recovcr(*<l. 

rS 

O 

5 

Per cent 
Hecovered. 

Per cent 
Died. 

Hysterectomy 

• 10 

9 

1 ' 


10 

Oophorectomy 

1C 

IG 




Ovariotomy 

11 

10 

1 

90.91 

9.09 

Myomotomy and oophorectomy 

1 

1 


lUSin 

. • 

Nephrectomy 

1 

1 


too 

• • 

Pelvic hematocele 

1 

1 


too 

. . 

Drainage of abscess 

1 




50 

Exploratory incisions 

2 

■■ 

1 

50 

Incomplete operations 

2 

0 

2 


100 

Yaginal Sections. 

Hysterectomy 

8 

8 

0 

m 


Ovariotomy 

1 

1 

0 

Bli 


Total 

54 

49 

5 

90.75 

9.25 

Mortality for complete operations 

52 

49 

3 

94.23 

.775 













GYJfECOLOGIOAL SOCIETY OF CHICAGO. 971 

Dk. Banga. — I would like to ask the doctor how many cases 
lie has had of oophorectomy for fibroma, 'I rhean Tait’s opera- 
tion, where he remored the ovaries in order to stop the groAvth 
of the fibroma, and whether his results have been satisfaetoiy. 

De. Byfoei). — I have had about a dozen cases, but I have 
not heard from them since the operation. 

De. Banga. — I have had only one case ; I removed both 
•ovaries, but it had no effect whatever on the growth nor on 
the hemorrhage. 

De. Bayaeb Holmes. — There was one point, on which 
Dr. Byford puts a good deal of stress, which it seems to me 
is not quite in accord with good surgical practice, and this is 
his remarks in regard to use of drainage. In the treatment 
of any wound, we have three indications which we ought to 
meet. The first is thorough sterilization, the second is ab- 
solute arrest of hemorrhage, and the third is coaptation. If 
we neglect to meet the first indication, our apology for not 
meeting that indication is drainage ; we drain because we 
have not removed all infection, and under no other circum- 
stances is there any possible excuse for drainage. I believe 
that under ordinary circumstances it is possible to render the 
peritoneal cavity practically sterile, even after removing a 
pyo-salpinx or infecting it with pus from a pelvic abscess. 
There is no excuse for not arresting the hemorrhage com- 
pletely. The only indication which should be adequate to 
•call for drainage in any ordinary operation would be the sep- 
tic condition of the peritoneal cavity, and if it is in a septic 
condition the drainage must, of coui’se, be more than transient 
— it must be virtually a drainage until that sepsis is all re- 
moved and all the infected and necrotic tissue is gone. It 
seems to me that can hardly be accomplished by the use of 
the glass drainage tube leading down into a blind sac. In 
the only case where this drainage was not adequate, there 
was a considerable collection of pus which a through-and- 
through drainage into the vagina would have probably carried 
away. So I believe that the remarks in regard to drainage 
are misleading, and under no circumstances should drainage 
be used where the two principal indications of womb treat- 
ment can be met. 

De. Maetin. — I wish to ask one question of Dr. Byford, 
which is rather in the line of the remarks of Dr. Holmes, and 
that is, why drainage was found necessary in all cases of vagi- 
nal hysterectomy, any more than it was necessary in opening the 
abdomen in the other way. It is well known that the majority 
of European operators always close the peritoneal cavity in 
vagipal hysterectomy, and Bie greater number of them the 
entire wound, and do not drain. 

De. Heney T. Byfoed, in closing the discussion, said: 
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In regard to Dr. Banga’s remarks, I would state tliat in most 
eases I know of the menstrual flow did stop, but that was in 
small fibroids. In one case the patient nearly bled to death 
at the first period after tlie operation, and she used to nearly 
die every time before tl)e operation. She had quite a good- 
sized tumor, perliaps as large as a cocoannt. The appendages- 
were badly diseased. In regard to the matter of tying the 
ligature, I lost one case of ovariotomy and one of oopliorec- 
tomy from slipping of the- ligature. I transfixed the ligature 
according to the manner which is given in tlie books, viz., to 
pierce it somewhere in the middle, and then tie on either 
side. In one case I did that, and in the other I pierced it in 
the middle and tied according to Tait’s method. On one side 
is a Fallopian tube and on the other side the infiindibulo-pel- 
vic ligament, and, when we tie, the uterine horn and in- 
fundibulo-pelvic ligament are drawn together. When this is 
done there is great traction on botli edges of the stump, and 
great liability of the side towards the pelvic wall to slip out; 
and just under that edge is an arteiy Avhich will bleed. 1 
have had two other suggestive cases. In one I allowed an 
assistant to tie while I sponged. When I came to close up I 
could not get the abdomen dry, so 1 opened up again and 
found that the ligature had slipped. In another case, before 
I got through the opei’ation the whole thing slipped off, and 
I had a raw ridge of bleeding connective tissue, four incheS’ 
long, extending from the side of the jiclvis to the horn of the 
uterus. Since that I havm adopted the plan of passing my 
needle through both the ovarian ligament and under the 
edge of the Fallopian tube, then throiigli the infundibulo- 
pelvic ligament. Just on the ridge there is a fibrous band as 
large as a knitting needle, or a little larger. I stick it right 
under the edge between this and the artery, avoiding the 
latter. Then I tie one of ray ligatures tight, which catches 
the two ligaments and the tube Brwly together and has none 
of the broad ligament proper in it. The other I tie around 
the remaining membranous portion of the broad ligament, 
and then with one or the other of these threads I tie again 
after the ovary is cut off. After the ovary is cut off the 
parts adjust themselves better, and you can take in the tissues 
a little better. 

With regard to the remarks about drainage, I confess I 
disagree with the gentlemen’s remarks. In the way of argu- 
ment they sound very well, but the fact is we cannot disin- 
fect the peritoneal cavity absolutely every time. It does not 
do to take chances in abdominal surgery, for the patient is 
apt to take advantage of it and die. in the second place, you 
cannot get firm coaptation of surfaces within the pelvis. In 
the third place, you cannot always check hemorrhage com- 
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pletely; you may cheek it temporarily, and after the ab- 
domen is closed it may commence again. I remember a pro- 
minent gynecologist here performing an operation on an easy 
ease and closing up as any one would. The patient died, after 
three or four days, of septic inflammation. At the post- 
mortem he found nothing but a quantity' of bloody serum. 
He had used all precautions, but it had been practically im- 
possible to secure perfect asepsis. In the case I had, I enu- 
cleated a cyst in each broad ligament. I could not completely 
•check the hemorrhage there, and I tamponed. On commenc- 
ing to remove that tampon in a few days, I got a fecal odor. 
It liad been impossible for me to tell that in the bottom of the 
pelvis this tumor had left a little rent in the rectum. Where 
the whole pehds is one mass of bleeding tissues, rery often 
jou cannot check it, and I would not consider it safe to wash 
out with astringents. Ton cannot always get coaptation of 
surfaces so you can drain off the serum and then let the peri- 
toneum take care of the rest. Another reason why we do 
not always try to secure perfect hemostasis is that we do not 
want to take the time and prolong the manipulations and 
•exposure. 

In regard to Dr. Martin’s remarks about drainage in vaginal 
hysterectomy : In the first place, there is liability to slough- 
ing of stumps. It is very difllcult sometimes to close the ab- 
dominal cavity above the stumps so that there will be no ooz- 
ing into it or infection from the edges of the stumps or 
ligatures. Another reason is the past success had by operators 
in these cases. There is a chance for something going wrong 
when you do not drain, but if you do drain it leaves little* 
•chance. You could operate in twenty cases -and have nine- 
teen get well, but every once in a while there will be infec- 
tion of these stumps, a sinus in the connective tissue, pus ac- 
cumulating, an abscess, and loss of the patient from general 
peritonitis, septicemia, pyemia, diai'rhea, etc. 

Dr. T. J. Watkins read a paper on 

LACERATION OP THE ANTERIOR VAGINAL WALL, AND ITS REPAIR.’ 

Dr. Henry T. Byford. — The operation as performed by 
Dr. Watkins is, I think, a remarkably useful one. It hap- 
pens that the same shape of denudation was hit upon by my- 
self and put into the last edition of Byford on “ Diseases of 
Women,” viz., a vaginal strip takfen from each sulcus or 
each urethral notch, and carried back. At the same time I 
■describe the method of catching in the fascia so as to draw 
up the edges and attach them, giving them fascial attachment. 

' See original article, page 920. 
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In case it becomes necessarj to shorten the anterior vaginal 
vrall antero-posteriorly, a transverse strip can be denuded be-^ 
tween these two. The method of putting in these sutures is 
also illustrated. I have no doubt Dr, 'Watkin.s’ whole method 
is original, and there is one part that makes it more elEcient, 
vi7,., extending the denudation straight back to the cervix. 
I have operated enough times to have had a good deal of 
trouble, and have had to give a good deal of thouglifc to the 
subject of curing anterior colpoeele and cystocole ; and I know 
that, whatever procedure we adopt, the condition is apt to re- 
turn, I have denuded a portion from either side where the 
sulci run into the little notch on either side of the urethra, 
and have carried the threads up behind the symphysis and 
out througli the abdominal wall. That was all right ; there 
was a good cicatricial contraction. But after a while the an- 
terior wall comes down from further up, nearer the cervix, 
and the loose tissue commences to protrude below the place 
that I liave fixed up so nicely. So it struck me that Dr, 
"Watkins had hit the nail on the head when he v'ent back and 
took all the lateral tissue off — didn’t leave any to come out. 
We know that even in virgins the uterus will come down 
with the vagina, and I wonder whether, unless the doctor 
takes out a good wide strip from each posterior sulcus clear 
back, the uterus, not being firmly attached, will not push it 
all down again. "We know tlie fascia about the cervix is quite 
loose when the cervix is down or well forward. The fascia 
that passes on either side of the cervix through the broad and 
sacro-uterine ligaments makes good points of attachment 
-when it is firm, but when it is relaxed there is nothing to fix 
the vagina to at the other end. So I am anxious to know 
whether this is, in such cases, a permanent cure. I have 
often been rather discouraged and wondered what we could 
do. I have taken out a good deal of vagina in front and be- 
hind, and have often found after a few mouths as much tissue 
there as before, peeping out triumphantly. 

Dr. J. Alexander Lyons. — I had the pleasure of assisting 
Dr. Watkins in the first few of his operations on the anterior 

- ’ ’ .•j'-i 

I 
n 

nearly all occasions for the relief of the vesical symptoms he 
has enumerated, 

I have made the denudations as he directs on three pa- 
tients with good results ; seven months have elapsed since my 
first operation, but in no case has there been a return of the- 
vesical symptoms. 

One of my cases was a patient on whom a friend of niine 
was doing trachelorrhaphy and perineorrhaphy. I noticed 


vaginaL wall, and the immediate result was so oeautiiui, a 
indeed, so far as we can at present. find out, so peimanent, 
feel like savins it is the oneratiou that should be adopted ' 
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tliere was also a marked prolapse of the anterior vaginal wall^ 
and suggested the "Watkins operation. The doctor kindly 
allowed me to perform it ; primary union followed, and the 
vesical symptoms which the patient complained of before the 
operation were relieved, although the perineum did not unite. 
I suppose union failed in the perineum because of septic dis- 
charges lying there, which would not be so likely to disturb 
the anterior wall. 

Dr. F. H. Martin. — I would like to say a few words on 
this subject. I came here laboring under a slight delusion, 
as my impression, from the statement in the notice of the 
meeting, was that the operation was not only for laceration 
of the vagina, but for relaxation of the walls from any cause. 
The anterior vaginal wall is a hypothenuse of a right-angled 
triangle, the base of the trianglO being rein-esented bj’- the 
pubes, the other side of the triangle by tissues from the supe- 
rior margin of the pubes near the spine, or in the region of 
the insertion of the round ligament to a point near where the 
anterior vaginal wall joins the cervix. The side of the trian- 
gle formed by the anterior wall of the vagina is considerably 
longer than the other long side, and forms with the utero- 
sacral ligaments a strong support spanning the entire pelvis. 
In case of pressure from above, long continued, the recto- 
uterine ligaments stretch, and the upper angle or the apex 
of the triangle is lowered, thereby causing necessarily a sag- 
ging in the anterior vaginal wall. In those cases where there 
are no lacerations of tlie vagina, and in cases of cystoeele 
where childbirth may never have taken place, or, in a word, 
in old hospital cases, occurring in scrubwomen, washwomen, 
etc., caused from pressure of the abdominal walls on this sup- 
port across the pelvis, causing curvature in the anterior va- 
ginal wall and the crowding of the bladder after it, operative 
interference is required as certainly as in those caused by la- 
cerations. The anterior vaginal wall is made up of the vagi- 
nal lajmr of mucous membrane, which is thick and develops 
in case of pregnancy, and sometimes remains hypertrophied 
or in a state of subinvolution. Hext to this we have the 
muscular coat, which is a continuation of the middle coat of 
the uterus, which of necessity becomes hypertrophied in cases 
of pregnancy, and which may remain in a state of subinvolu- 
tion afterward, but which in its normal condition lies in folds, 
so that it throws the mucous membrane into transverse rug®. 
The inner coat is composed of connective tissue, and is di- 
rectly connected with the fascia of the pelvis, as stated by 
Dr. Watkins. ISTow, if we have a laceration of the anterior 
vaginal wall causing a cystoeele, if we have subinvolution of 
the anterior vaginal wall, or if we have the condition of 
stretching that I have mentioned, in which we get hospital 
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prolapse, we should perform almost au identical operation. 
That operation should not have for its ohject the removal of 
tissue, because ordiuarilj’^ we have no more tissue than the 
Lord put there. If hypertrophy has occurred, it is not neces- 
sary to remove the tissue, hut by properly distributing it we 
can restore the parts to a proportionate condition of health, 
and involution will do the rest. I have been very much sur- 
prised this evening to tind that Dr, "Watkins has described, 
in many respects, an operation which I have performed for 
these three conditions for a number of years, but in which I 
think I have adopted one or two procedures of advantage 
which he has not mentioned. I have made a drawing, and 
here I present a model out of a glove to represent the method 
of operating. In the tirst place, I have recognized the fact 
that the deep tissue should be reached instead of the muscu- 
lar and mucous coats alone, I have made an elliptical denu- 
dation of the mucous membrane, very narrow in the same loca- 
tion that Dr. "Vi^atkins has described ; after making this 
denudation, I dissect under the edges of the undenuded tissues 
laterally, so as to be able to get a larger freshened surface 
than the narrow denuded sin-face would allow otlierwise, and 
be able to reach the deep fascia on either side with my 
buried stitches. I seek, in my operation, to narrow the 
vagina laterally by narrowing the* fascial coat, while I care for 
the superabundant muscular coat of the vagina by throw- 
ing it into its original condition of transverse folds. When 
this is accomplished by means of the peculiar insertions of 
the buried catgut, the edges of the mucous membrane are 
in apposition, ready to be sutured with simple sujjerficial 
stitches. I accomplish the results described by a peculiar 
method of inserting the buried stitches. Each portion of 
catgut is inserted so as to have four points of traction, each 
point of insertion constituting one of these points ; and when 
the quadruple stitch is tied it brings the four points in appo- 
sition. The upper two of the four insertions are deep and 
include the fasciie ; the lower two are more superficial, includ- 
ing the muscular coat alone. 

Dk. ICael Saxdbekg. — I was very favorably impressed with 
the operation devised by Dr. Watkins, and certainly consider 
it a great improvement upon the earlier methods of perform- 
ing colporrhaphy — the old method, I might say, of making 
denudation in the middle, and always of a certain form, and 
with the sutures tied' together in the middle. Dr. Watkins 
has devised this operation with the idea of the fascia being 
lacerated along the sulcus of one or both sides, all the way 
froth the uterus down to the urethra. There is a little doubt 
in my mind whether this operation could not he still further 
improved ; it seems to me to be schematized a little too much. 
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I noticed in the list that out of twenty-three eases twenty-one 
were bilateral. I believe that by further experience this bi- 
lateral operation will be limited to fewer cases. I think that 
while the operator in the beginning may be afraid of over- 
looking any lacerations, and to be safe makes the operation 
extensive, the experienced eye or finger will be able to detect 
just where the laceration is and limit the operation to this 
point. It seems a little unreasonable that twenty- one of tliese 
twenty-three cases should have a laceration on both sides of 
the vagina extending all the way from the cervix uteri to the 
urethra. ;Iu regard to denudation, 1 should agree with Dri 
Martin that it is absolutely unnecessary to remove any part 
•of the mucous membrane ; tliere is no superfiuous mucous 
membrane ; there is nothing to be removed. If we only 
make a vaginal incision and dissect up a little to each side, we 
will find the separated ends of the muscle, and we can bring 
them together and thus make the operation easier. It is 
reasonable to suppose that a small laceration of the cervix 
uteri ma}' cause a subinvolution, or rather loss of contractile 
power of the whole organ ; so also a subinvolution of the 
vagina or pelvic floor may be caused by a laceration of only 
a small part of the same. If this supposition is right, then 
in order to remedy the trouble it would be necessary onl}’^ to 
find this place and bring the lacerated parts together. If we 
ean only develop our diagnostic faculties so far that we can 
put our finger on the spot and say. There is u’-here the lace- 
ration has occurred ; this is the direction and that is the ex- 
tension of the same — then, and only then, can we expect to per- 
form a colporrhaphy intelligently, and until wo reach this point 
we will be making extensive and multiple operations so as to be 
sure to take in every possible laceration or to remove redun- 
dant tissue that does not exist. There is undoubtedly in the 
matter of colporrhaphy a vast field for research yet, and 
while Dr. Watkins’ operation is certainly a move in the right 
direction, I think there is still room for improvement. 

Dr. Banga. — I would like to ask Dr. Watkins how long 
after the operation he had seen the patients Avhen he marked 
them down as cured. I would also ask whether, in prevent- 
ing prolapse of the anterior wall, lie considers emptying of 
the bladder during parturition as apt to prevent it ; and I 
would like to know whether h6 has the urine drawn after the 
patient is put back in bed ; also whether he puts the patient 
in prone position or allows her to lie on the back. 

Dr. T. J. Watkins, in closing the discussion, said: The 
greater frequency of cystocele among workingwomen is due 
entirely to their mode of life. After confinement they are 
unable to take the time of rest necessary for involution. The 
•character of their work also tends to produce cystocele. 
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The more or less continued tension on the anterior vaginal 
wall excites a plastic exudate which bathes, softens the con- 
nective tissue, and permits it to stretch. 

The amount of tissue which should be removed in opera- 
tions upon the vaginal canal is important. In order to get 
deep and firm union it is necessary to either fold the tissues 
upon themselves or to bring them together bj the method 
of flap-splitting. I do not see how tins result can be obtained 
simply by sutures, as suggested by Drs. Martin and Sandberg. 

The removal of the amount of mucous membrane suggested 
in this operation cannot be harmful, for the vaginal mucous 
membrane will stretch to almost any extent, as illustrated in 
complete prolapse of the uterus. 

Dr. Martin evidentl}’ mistakes the object of the operation. 
The greatest objection to the median operation is that it 
shortens the anterior vaginal wall. This wall should be from 
two and a half to three inches in length, and the nearer we 
can keep the cervix to the sacrum the better will be the 
result. 

In the eases Avhich I have reported as cured, this term ap- 
plies to the relief of symptoms and the removal of the me- 
chanical indication for the operation, • 

I did not speak of tlie emptying of the bladder during 
labor, lieeause it is a well-established obstetric aphorism. 

During the last two years I have paid particular attention 
to the prevention of the engagement of the anterior vaginal 
wall between the head and the pubes, and have never expe- 
rienced any difficulty in accomplishing this, 

I have avoided the use of the catheter in these cases as far 
as possible, on account of the risk of cystitis. 

I have hitherto paid little attention to the patient’s position 
during convalescence ; the position suggested by Dr. Banga 
would probably diminish the tension on some of the sutures. 

The denudation about the urethra is similar to that recom- 
mended by Dr. Byford. 

When cystocele occurs in a virgin it is due to the con- 
stant tension and the plastic exudation as described above. 
Of course the causes for the constant tension are various and 
often hard to determine. When the anterior vaginal wall is 
restored it is most essential to restoi’e the proper direction of 
the canal, because it partially relieves the anterior vaginal 
wall from the weight of the uterus — that is, when the vaginal 
canal has its normal direction, intra-abdominal pressure is lat- 
eral ; when the posterior vaginal wall is torn, intra-abdominal 
pressure is largely in the direction of the canal. ^ - 

Dr. Sandbei’g made a slight mistake as to the^ location of 
the laceration. Two cases of unilateral laceration were re- 
ported. 
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TRANSACTIONS OF THE OBSTETRICAL. 
SOCIETY OF LONDON. 


'Wednesday^ April Ist. 1891. 

J. "Watt Black, M.D., President, in the Chair: 

Specimens . — Mr. Targett: Section of Yertebrie and Sacrum 
from a case of Spoudylolistliesis. Mr. Alban Doran : The 
TJterine Appendages in a case of Double Hemato-Salpinx. 
Dr. "Wheaton (for Dr. "W. Duncan) : Early Malignant Dis- 
ease of the Uterus. 

A CASE OF extra-uterine PREGNANCY AT FULL TERSI ; RE- 
JIOVAL OF CHILD AND PLACENTA BY ABDOMINAL 
section; RECOVERY. 

Dr. John W. Taylor (Birmingham) read a paper on this 
subject. An account is given of the operation of abdominal 
section for removal of the child ; of the interval between this 
and the second operation ; of the operation for removal of the 
placenta on the twelfth day; and of the subsequent history 
of the case until the recovery and discharge of the patient. 
The author concludes with a short commentary on the case, to 
which is added Dr. Lycett’s description of the child. 

A CASE OF EXTRA-UTERINE GESTATION, THE SAC BEING SITUATED 

IN THE EIGHT BROAD LIGAMENT, PREGNANCY ADVANCED 
TO THE EARLY PART OF THE FOURTH MONTH. 

Dr. Walter Griffith read a paper on tliis subject. The 
patient, who was under the care of Dr. Bout, of Hornsey,, 
was 32. She had been married eleven years ; never pregnant 
before. Previous health good. Severe sickness began in the 
second month and was followed by severe attacks of abdomi- 
nal pain and faintness. Dr. Griffith, with Dr. Bout, made out 
the diagnosis of extra uterine gestation in the right broad liga- 
ment. Tlie abdomen was opened, and the sac, which had 
ruptured, was opened and emptied, profuse hemorrhage tak- 
ing place immediate!}’- from the placental site. The bleeding- 
was arrested with difficulty. It was impossible to remove 
the sac, and after the abdomen had been imperfectly irrigated 
it was closed and the pae left plugged. Death occurred an 
hour after. The specimen removed was described in detail. 
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Reference was made to tlie anatomy of tlie ])lacental site, 
the peculiar position of the right ov'ary beneath the sac, and 
to existing disease of the left oviduct; also to analogous cases 
of ovarian cysts invading tlie broad ligaments, and to the cases 
of Werth and Hart. 

A CASE OF OnSTKUCTED LAnOIt, IN' WHICH A EAKGE FUJROitA OF 
THE OVARY OCCUPYIN’G THE PELVIS WAS MISTAKEN' FOR 
THE HEAD OF AN EXTRA-UTERINE FETUS. 

Dr. Walter Griffith read a jiaper on this subject. The 
patient was admitted into the Great Northern Ho.s])ital in 
labor, the tumor having been recognized and diagnosed as the 
head of an extra-uterine fetus. Three methods of delivery 
were discussed: (1) Ce.sarean section; (2) vaginal section; 
(3) craniotomy. Craniotoni}' was hnally chosen, as it ap- 
peared to involve least risk to the mother. Great difficulty 
was met with in extracting after craniotomy until version was 
performed. Septic symptoms gradually supervened, and the 
patient died on the eightli day'. The characters of the uterus 
and placental site were described, and the author stated his 
opinion that in all such cases of great obstruction abdomi- 
nal section provided the safest course of treatment. 

A CASE OF extra-uterine GESTATION ASSOCIATED WITH SLOUGH- 
ING OF THE ABDOMINAL WALL AND ATTEMPTED EX- 
TRUSION OF A MATURED AND PUTRID FETUS 
NEAR THE UMBILICUS. 

Hr, Marmaduke Shield read a paper on this subject. 
The patient ivas a young married Avomaii. For several Aveeks 
she had been ill Avith fever, and for several months had had a 
lai'ge abdominal tumor. The uterus Avas explored and found 
to be empty. She Avas a primipara. There AA'as a consider- 
able circular opening with sloughy margins in the situation 
of the umbilicus. Through this protruded a tumor the size 
of a turnip. It aa'Us black, offenshm, and pultaceous. Under 
chloroform the opening AA'as enlarged downward, and a fetus 
extracted along with foul fluid and gas folloAved by bright 
blood. The placenta Avas attached deeply behind and above, 
and the sac appeared to be extrajieritoneal. The bleeding AA’as 
stopped by hot-Avater irrigation. The placenta was removed 
piecemeal, further hemorrhage being prevented by' irrigation 
lolloAved by packing AAdth sponges. The author then discussed 
the pathology and anatomy' of the case, together Avith ques- 
tions of the diagnosis and treatment of ectopic gestation. 

Dr. Champney's asked Mr. Taylor as to the results of 
auscultation of the placenta. His oavu ease had been wrongly 
criticised without proper account being taken of the long 
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interval of practically normal temperature, wliich entirely- 
negatived tlie idea of absorption tbrongli the vonnd. The 
absorption -was througli the placenta. He thought the cases 
of Mr. Taylor and Mr. Jessop and his own case might have 
been tubal or tubo-ovarian. He also called attention to the 
great inferiority of tliese fetuses, and said the mother’s life 
onglit not to be endangered in any way for their sake. 

Mr. Alban Horan doubted whether the operation of cranio- 
tomy bad done much more harm in Dr. Griffith’s case. He 
had seen the case with Dr. Griffith and had advised him to 
do a craniotomy. He related a ease of extra-uterine gesta- 
tion mistaken for an ovarian cyst. 

Dr. Herman thought the eases in which the fetus lay in 
the peritoneal cavity were explained by tearing of the amnion 
from the movements of the child. Froliably if the vernix 
caseosa were examined, bits of amnion would be found in it. 

Dr. Griffith, in reply, thought abdominal section prefer- 
able to craniotomy in cases like the one narrated. 


TFecZnestZa?/, May 1891. 

t 

J. Watt Black, M.D., President^ in the Chair. 

Specimens . — Dr. Wm. Duncan: (1) Extirpation of the 
Uterus for Cancer ; (2) Broad-Ligament Cyst. Dr. Grif- 
fith : Double Hydro salpinx. 

tetany in pregnancy. 

Dr. Dakin read a paper on this subject. He gave a brief 
description of tetany, or tetanilla, and then described a case 
at length. This case, in addition to the fact that it was an 
instance of a very rare disorder of pregnancy, had the pecu- 
liarity that the spasms never comjdetely relaxed during the 
three days of the disease. The conti’actions were accompa- 
nied by, and were probably due to, very severe vomiting, and 
the two diseases combined led to a fatal issue, in whicli the 
tetany dealt the final blow by involving the muscles of respi- 
ration. 

The author then, from the few recorded instances of the 
disease during pregnancy, constructed a typical case, with, 
which he compared the case detailed in the paper. 

The differential diagnosis between this disease and other 
spasmodic affections which might be confounded with it (te- 
tanus, hysteria, spinal meningitis, uremia, one form of ein- 
lepsy, and ergotism) was discussed, the treatment briefly re- 
ferred to, and general conclusions drawn. A table of all 
accessible recorded cases was appended, and references given 
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to autliors who liave treated the subject of tetanj, generally 
and in special aspects. 

DEATH FOLLOWING IN.TECTION OF ACID NITHATE OF MEHCUKT. 

Dn. John Phillips read a paper on this subject. The pa- 
tient was a married nullipara mt. 25 when first under obser- 
vation, her complaint being sterility and d^’smenorrhea. 
Three years later, while separated from her husband, she be- 
came pregnant, and, with tlie object of ridding herself of the 
nine or ten weeks’ conception, about a tablespoonfnl of acid 
nitrate of mercury was injected into the vagina. The same 
evening vomiting set in and intense pain, for which morphine 
and cocaine were given. The face was pinched and of a 
markedly abdominal type. Temperature 102° F., and the 
pulse 112, wiry but regular. The stools became frequent 
and blood-stained. Tlie urine was scanty and was passed 
involuntarily. The vagina \vas in a sloughy condition. A 
vaginal douche brought a\vay some blood-stained flakes. The 
uterus was enlarged and the os soft and jiatent. Carbonate 
of ammonia was administered, but she sank and died. A 
post-mortem examination was made by Mr. Pepper. The 
bladder contained bloody urine, the blood evidently derived 
from the kidneys. The folds of the vaginal mucous mem- 
brane were covered by a hardened slough. The cervix was 
untouched, but there was some slight detachment of the de- 
cidual membrane. The uterus contained a ten weeks’ fetus 
with its membranes intact. The mucous membrane of the 
whole of the large intestine and the lower part of the small 
intestine was blackened and in a state of superficial slough. 
Peritonitis had commenced. The mucous membrane of the 
stomach was healthy. Dr. Phillips remarked that the peri- 
tonitis was due probably to absorption from the sloughy 
mucous membrane of the vagina. He jiointed out that there 
was no fetor of breath, no sponginess of gums, and no en- 
largement of the cervical glands. 

Dr. Boxall thought it hardly fair to say in the present 
case that no wound existed, as an eschar was produced. In 
mercurialism from vaginal douches the symptoms were gen- 
erally abdominal pain^ diarrhea, and tenesmus, and only rare- 
ly salivation or s2Dongy gums. 

SEQUEL TO A CASE OF SEROUS PERIMETRITIS. 

Mr. Alban Doran read a paper on this subject. The first 
paper on this ease was published in the twenty-first vol- 
ume of the Obstetrical Transactions. The patient died in 
August, 1890, about three years after the e-x^doratory inci- 
sion. The girl grew tall, but became ill and weak and ema- 
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dated. Dr. Glott, of Bromley, watched tlie case to its termi- 
nation. She showed tubercular disease of chest as well as 
abdomen, pyrexia, cough, sweats. Hectic tubercle was found 
in the abdomen and chest. Botli ovaries were mueli en- 
larged and converted into cysts filled with dirty yellow, pul- 
taceous material. The Fallopian tubes were swollen into two 
oval fluctuating cysts. 

Mr. Targett had examined the specimens microscopically 
and could find no bacilli. He thouglit the condition was due 
to chronic inflammatory disease of gonorrheal origin. The 
girl, although unmarried, admitted coitus, and so there was 
a possibility of gonorrhea. She never menstruated again 
after the operation. If she had had gonorrhea it is possible 
that the parts were thereby prepared for the easy invasion 
of tubercle. The probability of primary tubercular disease 
of the tubes is far greater. There was a family history of 
tubercle. Reference was made to the writings of Pozzi, 
ICaltenbach, and others. In all probability the disease began 
as tubercular salpingitis, which set up tubercular peritonitis. 
This was relieved by the abdominal incision. The patient 
finally succumbed to pulmonary phthisis. The dull yellow, 
spongy tissue cut into at the operation was not found at 
the necropsy. 

Db. Horbooks remarked that the case was of great inte- • 
rest, as it had been so well and so patiently followed to its 
termination. He did not think that when bacilli Avere not 
found in a specimen one could say that the case was not 
tuberculous. 

Dr. Griffith referred to cases recorded by Bernutz and 
Goupil, in which pelvic inflammation was apparently con- 
nected Avith tubercular disease, and remarked on the appa- 
rent infrequency of this connection in England. 


Wednesday^ June 3(7, 1891. 

J. "Watt Black, M.D., President^ in the Chair. 

Sjyecwiens. — Dr. "W. H. Kelson : Acardiac and Acephalous 
Monster. Dr. Leavers : Polypoid Endometritis with Blighted 
Ovum. Mr. Alban Doran: Water Color Drawings of (1) 
Case of Congenital Auricular Sinus; absence of external 
meatus on opposite side ; cutaneous sinus over sacrum ; (2) 
Cervical Auricle. Dr. Peter Horrocks : (1) Multilocular 
Ovarian Cyst, and Fibroma of the opposite Ovary ; (2) Brain 
showing Thromboses in Cerebral Yeins and Hemorrhao'e 
into Internal Capsule in a case of Ingravescent Hemiplegia 
during Pregnancy and Parturition. 
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■ De. Herreht K. Spencee read a paper on 

VISOEEAL HEMOERHAGES IK STILLEOEK CIIILDEEK ; AN 
ANALYSIS OF ONE HUNDEED AND THIRTY ADTOPSIES : 

BEING A CONTRIBUTION TO THE STUDA' OF THE 
CAUSATION OF STILLBIRTH. 

The paper gives a detailed account of a consecutive series 
of one luindred and tliirty autopsies on fresh, mostly stillborn^ 
fetuses, in so far as congestion of, and heinorriiage into, the 
viscera are concerned. Appended are tables of the more im- 
portant organs affected. 

The main part of the paper consists of a description of the 
naked-eye and microscopic appearances of .the various viscera 
as regards congestion and hemorrhage. 

The causation of the hemorriiage is discussed, and the fol- 
lowing practical conclusions are drawn.: 

1. In children stillborn, or dying shortl}' after birth, con- 
gestion or edema, and hemorrhages, arc usually found in va- 
rious important viscera. 

2. These hemorrhages occur in eases delivered naturally or 
by version or by forcejis ; through normal and abnormal pelves ; 
in primiparaj and multiparaj; with large and small children; 
in “easy” and difficult, rapid and prolonged labors. 

3. The hemorrhages are. however, most frequent and most 
severe in children subjected to much pressure by the partu- 
rient canal, or instruments, or the hand of the attendant, 
esjiecially -svlien delivered by the lower extremity. 

4. Cerebral hemorrhage is moi'e frequently found in still- 
born children delivered by the forceps than in those born by 
the breech, and in these latter more frequently^ than in those 
born naturally by the head. 

5. Hemorrhage into most of the other viscera is more fre- 
quently met with in pelvic than in cephalic presentations. 

6. These hemorrhages and the accompanying in juries are 
in many cases the cause of the stillbirth, and, when not im- 
mediately fdtal, ma}' be followed by the gravest consequences. 

7. They are most likely to be avoided by preventing pre- 

mature rupture of the membranes, by artificial dilatation 
of tlie parturient canal (when necessary), by restricting the 
employment of version and other artificial manipulations to 
urgent cases, and by preferring cephalic to podalic version in 
cases suitable for the former. ^ . 

8. The use of the forceps should be absolutely limited to 
cases in which there exists some pressing danger to mother or 
child, and it should never be employed merely to shorten the 
time of labor. 

9. In breech presentations, examination of the genital 
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organs of the child should he carefully* avoided during delivery.. 
As soon as the child’s limbs are born they should he wrapped 
in a thick layer of antiseptic wool (which keeps the child 
warm, and prevents the hand from slipping, and protects the 
limb from pressure). If traction be necessary, it should be 
made over wool wrapped around the child’s limbs or pelvis ;; 
it should never be made by the hand around the child’s waist.. 

10. In delivering the after-coming head, care should be- 
taken that the sterno-mastoid muscles are not unduly stretched 
or pressed upon. When the after-coming head is in the pel- 
vis, where there is even slight difficulty, resort should be had 
to the forceps to deliver. 

Dr. Herman said it was impossible to controvert Dr. Spen- 
cer’s carefully observed and recorded facts, but he could not. 
agree that the forceps should never be used to shorten 
labor. In cases in wliieh there was no pelvic deformity, nor 
disproportion between the child’s head and the pelvis, the 
os uteri was full}’’ dilated, and delivery was slow simply be- 
cause the pains were too weak to quickly overcome the re- 
sistance of the pelvic floor, he thought the use of forceps 
to shorten labor would be good practice. He thought ac- 
coucheurs all over the country used the forceps for this con- 
dition more frequently than for any other, and that they did 
not And harm resulting to the child. He agreed in recom- 
mending the forceps for the delivery of the after-coming 
head. That injuries to the brain were more common in for- 
ceps-delivered children than in those born naturally, was due, 
he thought, to the fact that the forceps was used in the worst 
cases, and so the conditions which rendered forceps necessary 
had produced the injuries. 

Dr. Peter Horrocks related three cases in which, after 
podalic version and delivery by traction, the children had 
made no attempt at respiration, although the heart was beat- 
ing. In one of these an attempt was made to eatheterize the 
trachea, but the catheter passed down the esophagus and the 
stomach was filled with air; so tracheotomy was performed, 
and the cliild’s heart was kept beating for an hour and a 
half. No effort at respiration, however, was made, and a. 
post-mortem examination showed hemorrhage into the fourth 
ventricle of the brain. In the other two cases there was also 
hemorrhage into the fourth ventricle, and, in one, on the sur- 
face of the brain also. He had considered the total absence 
of all efforts at respiration to be due to pressure on, or damage 
to, the respiratory centre in the medulla oblongata or bulb. 
He asked what was meant by edema of the cord. 

Dr. Dakin thought that many childi-en who survived suf- 
fered from visceral hemorrhages; some of them — as, for- 
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instance, into tlie muscles and cellular tissue — perhaps not 
materially affected the child’s welfare. He asked if these ex- 
travasatious were, as thought bj’ some, a cause of the milder 
cases of jaundice, by the absorption of their blood pigment 
into the general circulation and consequent staining of the 
tissues. He noticed that out of twelve or thirteen cases 
which survived over three days, OJjlj' two were jaundiced. 
He thought the intestinal and uterine hemorrhages would ex- 
plain many of those cases in which bleeding to(m place from 
the rectum in male and from the vagina in female children. 

Mr. Aluax Doran thoiight that many children were born 
with visceral hemorrhages which did not kill but which set 
up diseases. Large subcutaneous e.xtravasations of blood 
caused by violent blows were sometimes followed by the de- 
velopment of a sarcoma. He related one or two instances. 

Dr. Lewers suggested that some morbid condition of the 
vessels might have caused the beinojThage in some of the 
cases. Considering the fact that so many children that after- 
wards throve had been delivered by forceps, he thought it 
seemed improbable that the forceps, skilfully used, would 
often cause visceral hemorrhage in healthy fetuses. 

Dr. JoirN Phillips alluded to jiarturition in hemophilic 
women. He had never met with a case. He related two 
cases of visceral hemorrhage in newly-born children, one a 
breech case with hemorrhage into the liver, the other a nor- 
mal labor with hemorrhage from the stomach. He agreed 
that man}' so-called “ aspliyxia deaths ” were really due to 
internal hemorrhage. 

Dr. Herbert Spencer, in reply, thought that the question 
of the use of forceps could not be decided by an appeal to 
practice nor by statistics of stillbirths. He thought that 
many slight muscular or mental disabilities in after-life might 
have their origin in these injuries. Careful observations of 
the after-histories of difficult forceps delivenes were very de- 
sirable. He thought many of the cases of head injury which 
he had recorded were clearly due to the forceps, and not to 
the conditions which had led to their use. He recommended 
the use of the forceps to the after-coming head when it was 
in the pelvis and there was difficulty m extraction. He 
thought hemorrhage into the sterno-mastoid muscles was fre- 
quently overlooked. He had seen cases similar to those de- 
scribed by Dr. Horrocks, and had found hemorrhages jn the 
medulla, but not in the respiratory centre. He did not 
approve of tracheotomy in Dr. Horrocks’ ease. He recom- 
mended catheterization of tlie trachea, which he had often 
performed. He thought, with Zweifel, that the majority of 
jaundice eases were due to extravasated blood with subse- 
quent changes and absorption. 
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'Wednesday^ July 1st, 1891. 

J. Watt Black, M.D., President, in tJie Chair. 

Speeimiens . — Dr. Lewers ; microscopical sections of (1) 
■Case of Sqnamous Epithelioma removed three years ago, 
no recurrence ; (2) Case of Columnar Epithelioma removed 
nearly two years ago, no recurrence. Dr. Herbert Page 
(Eedditch) : A Mylocephalous Acardiac Twin. 

Dr. Ernest Herman read a paper on 

FIVE MORE CASES OF PUERPERAL ECLAjMPSIA, ESPECIALLY ILLUS- 
TRATING THE TEMPERATURE AND URINE IN THIS DISEASE. 

Five cases are detailed, of which the chief features are as 
follows : 

Case I. — Fits and premature delivery in first pregnancy ; 
symptoms three weeks, and injury producing unconsciousness 
three days, before end of third pregnancy ; spontaneous pre- 
mature deliverj’^ of living child ; fits beginning an hour after 
delivery ; five fits ; urine albuminous after first fits ; nearly 
solid with albumin after last ; diminished percentage of urea 
during fits, and probable diminution of the quantity of urine ; 
rapid decrease of albuminuria and increase of urea percentage 
after cessation of fits, and, later on. slight diuresis : persist- 
ence of slight albuminuria for a month after delivery ; sub- 
sequent cessation of albuminuria. 

Case II. — First pregnancy ; premonitory symptoms a week 
before fits ; fits coming on in middle of eighth month of 
pregnane}' ; spontaneous premature labor ; twins, both living ; 
eleven fits in all, the last three-quarters of an hour after de- 
livery ; no retinal changes ; sudden dyspnea after last fit ; 
steadily increasing dyspnea, and death by asthenia forty- 
seven hours after delivery. Irregular pyrexia throughout ; 
diminution in quantity of urine and urea during fits ; increase 
of albuminuria and further diminution of urea percentage 
during the six hours following delivery ; then decrease of al- 
buminuria and increase of urea percentage. 

Case III. — Ninth pregnancy ; premonitory symptoms three 
weeks, tits beginning fourteen hours, before delivery ; eight 
fits in nine hours ; slight pyrexia ; cessation of fits and fall of 
temperature after morphia and before delivery ; intra-uterine 
death of child and premature delivery ; urine solid with se- 
rum-albumin ; diminution of albuminuria following delivery; 
after delivery continuous rise of temperature, and death by 
eoma ten hours after delivery. Diminished quantity of urine 
throughout ; steadily increasing diminution of percentage of 
urea throughout. 
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Case IY. — Second pi’e£ 2 ;nancy ; premonitory symptoms two 
days before fits ; fits coniincj on about end of seventli month ; 
spontaneous premature delivei'y of living child tliree days 
after commencement of fits, and four hours after last fit ; 
fits almost continuous for ten hours before admission, cens- 
ing after morphia and chloroform ; no retinitis ; slight pj^- 
rexia before deliveiy ; steadily increasing dyspnea and rising 
temperature, ending in death fifty-two hours after delivery. 
Urine solid with albumin before delivery ; some diminution 
in albuminuria after delivery ; no diminution of urea percent- 
age ; diminished quantity of urine and urea before delivery, 
rising, but not to normal amount, after delivery ; acute de- 
generative clianges in renal cortices, pulmonary and cerebral 
hemorrhages. 

Case V.— Third pregnancy; fits beginning in first stage 
of labor; forceps delive7'y; child living; six fits before de- 
livery, within a period of three and a quarter hours, the last 
half an hour before delivery; tlien four and a half hours 
without fits; then five more fits within period of nine and 
a half hours ; no retinitis ; great and sudden fluctuations of 
temperature, not showing any relation to fits; urine before 
delivery solid with albumin (very little paraglobulin) ; dimi- 
nution of albumin after delivery ; more mpid diminution 
after cessation of fits ; no casts; slightly diminished quantity 
of urine and percentage of urea during second set of fits; 
slight diuresis and increased urea excretion during lying-in ; 
deficient memory for at least a week after fits; recovery. 

The author recapitulates the following facts, seen on com- 
paring these cases with one another, and ndth those published 
by him in vols. xxix. and xxxii. of the Transactions, in 
all twelve cases ; 

1. Four children out of ten died in utero. 

2. The cases show no direct effect of the fits on, the tem- 
perature. 

3. In all cases observed at the beginning of the disease, ex- 
cept two, the quantity of urine was lessened. Of the two 
exceptions, one died, and in the other renal disease persisted 
after childbed. 

I. In all, the excretion of nitrogenous matter in the urine 
was absolutely diminished, and in most the percentage was 
diminished. 

5. In all, the urine was at one time nearly or quite solid 
with albumin. In three of the cases the fits appeared to in- 
crease the amount of albumin. The two cases in which the 
albuminous precipitate contained the largest proportion of 
paraglobulin both recovered. Of three in which the amount 
of paraglobulin was less than in the rest, two died, and in one 
renal disease pei-sisted. 
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6, In all that recovered there was rapid increase in the 
amount of urine and the quantity of niti’ogenous matter con- 
tained in it, and diminution in the amount of albumin. This 
restoration did not, as a rule, take place till some hours after 
the cessation of the tits, and went on more rapidly after de- 
livery in the cases in which cessation of tits preceded deliv- 
ery. This restoration of renal function did not take place in 
the cases which died. 

T. Ketinitis was only present in two eases, both of which 
died. 

Dr. Peter Rorrooks alluded to the fact that in non-pner- 
peral eclampsia the prognosis was grave if the temperature 
was high : also that sometimes ‘the temperature would rise 
considerably for some hours after death. He asked if the 
■same were true in puerperal eclampsia. He also asked 
whether the casts in the urine were epithelial, as in tubal ne- 
phritis. 

Dr. Herman, in reply, said the kind of easts seen in 
his cases was stated in the notes of each case. So far as he 
remembered, they were always hyaline or granular, not epi- 
thelial. His cases showed that the mode of death observed 
in some cases, with the temperature rising up to the time of 
death, was not the invariable one. The temperature had not 
been taken after death in any of his eases. 

Dr. Rutherford read a paper on 

CYSTS OF the vag-ina; their etiology, pathology, and 

treatment. 

In this communication only cysts with liquid contents are 
referred to-; air cysts are purposely omitted. 

Cysts of the vagina are classified as submucous, interstitial, 
and circuravaginal, though the author prefers the classification 
of superficial and deep, as it expresses their situation more 
accurately from a clinical point of view. 

Reference is made to the number of cysts generally found 
in each case, and their site, shape, size, and rate of growth 
are all discussed. 

They are most fj-equently found in married women of 
middle age, but practically no period of life can be said to be 
exempt from them. 

The epithelium lining the interior of the cyst is most usu- 
ally of the low cylindrical kind, but other varieties have been 
described. 

The question of vaginal glands is touched upon, and the 
■opinions of different observers are quoted to show that in all 
probability there is an absence of glands in the vagina. The 
author figures a vaginal crypt as the- nearest approach to a 
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vaginal gland wliicli lias ever been observed by him. From 
these erypts it is possible cysts may occasionally arise under 
patliological conditions. The origin of cysts from connective- 
tissue spaces, either as serous or blood effu-sions, is discucsed j 
their derivation from diluted lymph channels, remnants of 
ifullerian ducts, Gartner’s canals, and urethral glands are all 
reviewed as sliortly as possible ; and, finally, the symptoms 
they give rise to and the methods of treating them are given. 

The conclusions reached by the author are that cysts of the 
vagina are derived from various sources, and may be divided 
into two classes : 

1. Accidental . — Cysts in this class originate (a) in crypts of 
the vagina in a few instances, b}”^ occlusion of their orifices 
and subsecpient dilatation; (J) as effusions of serous fluid or 
blood into the connective tissue ; (c) in dilated lymph chan- 
nels ; (tZ) in glands of the urethra; (tj) in hydatid cysts — this 
variety ought not to be included amongst vaginal cysts. 

2. Congenital. — {a) From jiersistent remains of Gartner’s 
canals; {h) from persistent remains of jMulleriau duets. 

Four microscopical drawings are included to aid in the de- 
scription of certain points, and also a list giving the literature 
of the subject. 

Two eircumstances have induced the autlior to bring the 
subject of cysts of the vagina before the notice of this So- 
ciety. In the first place, on looking through the Obstetrical 
Transactions reports of isolated cases are to be found, but 
nothing attempting their etiology, pathology, and treatment; 
and, secondly, because he has had an opportunity of observing 
fourteen eases during the past four years, most of which were 
operated on and their walls subjected to microscopical ex- 
amination, either by himself or by Mr. E. Solly, late Surgical 
Hc^istrar at St. Thomas’ Hospital. 

Besides these cases he has collected others from medical 
literature since 1S87, which, together with fourteen under 
his own observation, make a total of over fifty cases, and 
upon an examination of this series the present communication 
is based. 


TRANSACTIONS OP THE GERMAN GYNE- 
COLOGICAL ASSOCIATION.’ 

Foxirth Meeting, held at Bonn, May 21si to 2^d, 1891. 

Yeit (Bonn) opened the meeting with words of welcome to 
the members in attendance, and followed with a paper on 

' Translated from the Centralblatt fur Gynilkologie. 
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MENSTRUATION, OVULATION, AND CONCEPTION, 

He maintained that Leopold’s findings fully. proved the cor- 
rectness of Bisehoff’s doctrine, for the following reasons : 
1., A, corpus luteum corresponding to the last, or last hut one,, 
preceding menstruation, was found as frequently as appears , 
possible in the nature of the eases, 2, The nine follicular 
ruptures met with in the intermenstrual period can be ex- 
plained by no other assumption so well as by ascribing them 
to the pressure exerted during the examination preceding the 
operation. In like manner he thought the deductions which 
had been drawn from the comparison of the termination of 
conception with the time of the last menstruation, from His’" 
findings in young embryos, etc., to be erroneous. Loewen- 
thal’s statistics prove, since even under such exceptional con- 
ditions more than two-thirds of all conceptions occur within 
the first twelve days, that the same rule ajiplies to woman as. 
to animals ; in other words, that culture in the main has left 
everything unchanged. Moreover, where fruitful coition has. 
taken place late in the intermenstrual period, the first month 
of pregnancy can be lacking only in the minority of cases, 
because the ovum generally does not emerge before the be- 
ginning of the catamenial hemorrhage, and because after- 
such intercourse menstruation usually is not stopped entirely,, 
but is merely shortened in duration. 

Finally, veit leaves it an open question as to how great is, 
the practical importance of the attempts to make compari- 
sons between the duration of the menstrual period and that 
of pregnancy, but he thinks it is absolutely certain that an 
uncommonly long duration of menstruation corresponds with: 
a protracted course of pregnancy. 

Dohrn (Konigsberg) read a paper on 

PRACTICAL OBSTETRICS AMONG PRIVATE PATIENTS. 

It is a well-known fact that the introduction of antisepsis, 
into obstetrical practice has not everywhere been followed 
by the results upon the health of the patients which might 
have been expected from it. While it has been demonstrated 
that in some larger districts of Grermany the puerperal mor- 
tality has diminished of late years, stili there are other dis- 
tricts in which such a decrease is not perceptible, and even 
where a diminution in puerperal mortality can be shown it. 
has not reached nearly its attainable degree ; on the contrary, 
the results of some maternities prove that more might have 
been secured. 

Under these circumstances it seems necessary to trace the; 
course by which better results may be expected. 
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The present paper is restricted to two points : 

1. It shows to what degree the puerperal mortality has 
heen diminished in recent years in several German states. 

2. And discusses to what extent the practical obstetriciair 
can be made responsible for the conditions hitherto existing. 

Large statistics of the puerperal mortality are available 
from several German states. They are not all ecpially reli- 
able. and where unsatisfactory individual reports are often 
encountered special questions will have to remain unan- 
swered. With such a foundation we can at best make only 
a general summary which, being based on large numbers, fur- 
nishes a synopsis of the main results for the several years. 

This remark applies j)articularly to the largest German 
state, Prussia. The deaths in that country during the puer- 
perium have been collated by Boehr and Elders, whose state- 
ments are useful in so far as a comparison of the total num- 
bers for the several years may be made from them on the 
basis of large tigures. Errors undoubtedly occur in the bgures 
of every single year, but we may be justified in assuming that 
the fraction represented by them does not differ materially 
from year to year. 

Graphic delineations of the mortality of lying-in women 
in Prussia from 1816 to 1880, of the puerperal mortality in 
Berlin froua 1878 to 1887, and in Ilamburg from 1873 to 
1879, and of the mortality in German maternities from 1877 
to 1885, give results that on the whole are satisfactory, and we 
may positively conclude from them that in several large 
regions of Germany the mortality of puerperal women has 
diminished of late years. 

But this good result is not recognizable in all regions from 
which large statistics are available. One curve of the puer- 
peral mortality in the kingdom of Saxony during the years 
1883 to 1889 shows, for instance, that the diminished^ mor- 
tality there did not occur until after a considerable rise in the 
year 1884, and that in the last two years of the j-eport the 
mortality again increased. Above all, the mortality curve 
for the Grand Duchy of Baden from 1873 to 1887, made from 
figures furnished by Ilegar, does not show any progressive 
decrease in the numbers. 

Accordingly we may assume as proved that the blessing 
of antisepsis has not been followed in Germany by all the 
attainable results, and this leads to the question to_ what ex- 
tent the practitioner may improve the existing conditions. 

In the first place, improvement of the professional inid- 
wives must be aimed at. Ninety-five per cent of all labors 
are in the hands of midwives alone, and on the way in which 
they perform their functions puerperal mortality depends first 
of all. On the other hand, the influence exerted by the prac- 
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titioner must not be underestimated. This influence becomes 
important not only by reacting on the activUy of the mid- 
Avives, but it also has a direct influence on the height of the 
mortality by the manner of his interference To be sure, the 
fraction of the labors to which the physician is called is small 
compared with the total number of all deliveries ; still obser- 
vation shows that a material proportion of the rate of mor- 
tality depends precisely on the mode of treatment which these 
relatively few eases obtain from the physician. 

In all civilized countries from which larger statistics are 
available the fact has become manifest in the last decades that 
the number of operative deliveries is rising. This is due in 
part to external conditions, but mainly to the increasing fa- 
cility of intercommunication; in part, however, it is to be 
ascribed to the growing confidence in the results of the ope- 
rative manipulations. Since the introduction of antisepsis 
operative deliveries seem to have multiplied rapidly. Begar 
has furnished a table for Baden illustrating this fact, and the 
curve drawn according to these statements makes an instruc- 
tive picture. 

The question arises. Is this justified ; is the puerpera actu- 
ally benefited thereby 1 The answer must be decidedly in the 
negative. 

Several years ago D. had already collated larger statistics of 
the operative interferences of obstetricians in the electorate 
of Hessen, which forced him to the deduction that with the 
increase of operative deliveries neither the mother nor the 
child had been benefited. The result has not changed in more 
recent years. The enormous increase in operative deliveries 
in the Grand Duchy of Baden has not diminished the mortal- 
ity of puerperse there ; and as for the kingdom of Saxony, 
he is even able to prove that among the deceased puerperse 
from 1883 to 1889 the number of those delivered by operation 
has increased largely, that is to say, that operative deliveries 
there had to be diarged from year to year with a larger pro- 
portion of puerperal deaths. 

Hence it is clear that the confidence with which nowadays 
many practical obstetricians approach an operative delivery is 
not justified by the actual results. In reality the results of 
antisepsis have not yet reached the point to lead one to termi- 
nate a labor artificially with alight heart. The individual may 
perhaps risk it, but the general body needs to be cautioned. 

The interest of the puerpera in the majority of cases is best 
served if she is left in the hands of ah intelligent midwife 
who receives directions from the physician. To attend to 
this remains one of the main objects of the physician to 
whom the pregnant woman trusts her fate in the expected 
delivery. 

^ 63 
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How even tliis simple requirement is sinned against we see 
here and there, especially in many large cities. "When the 
practitioner refuses the services of a midwife, when he him- 
self undertakes the direction of the labor with the assistance 
of a so-called nurse with wdiom he shares the work of a mid- 
wife, then the result is but too readily some operative 
interference, the elfect of which we see in the proofs sub- 
mitted. 

When Boer published his seven books on obstetrics, he 
concluded his review’^ of the labors conducted by him with 
the words : “ It will be observed that the number of artiticial 
deliveries obviously diminishes in the later years, for time 
has taught me a better appreciation of the powers of Hature.” 
It is well knowm how blessed for practical obstetrics have 
been the doctrines promulgated by him. We have not yet 
advanced far enougli that w'e should dare to leave the paths 
along which Boer has led us. 

Ahlfeld (Marburg) read a paper on 

THE C.VUSES OF THE DIFFEUEKCE IN MORTALITY AND MORBIDITY 
BETW'EEN HOSPITAL AND PRIVATE OBSTETRIC PRACTICE, 

AND THEIR REMEDIES. 

The paper dealt directly with the most important disputed 
questions. 

The author lirst demonstrated how the conception of puer- 
peral fever, instead of becoming clearer, had grown more and 
more obscure, and that even the differences of opinion as to 
its origin had by no means been elucidated. 

One thing, however, is certain — that since scrupulous clean- 
liness had become customary in the e.xaminations and de- 
liveries of .women the sanitary relations had improved most 
markedly. 

According to the author’s standpoint, it should be added 
that since a series of deaths from puerperal fever and grave 
diseases still occur despite the most painstaking cleanliness, 
we are forced to assume auto-infection for some cases. 

No conclusion has yet been reached by means of bacterio- 
logical examinations. Empiricism is far in advance of seien- 
tihe investigation. Statistics form the sole decisive factor. 
If we had statistics of private practice equal in value with 
those of institutions, and if the latter were all collected on 
absolutely uniform and equally strict principles, we would be 
much farther in our knowledge of tlie origin and treatment 
of puerperal fever. 

The autliop presented printed statistics of two thousand 
, labors observed in the Marburg Maternity from April, 1881, 
to April, 1891. 
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I. Deaths (including all cases ending fatally after transfer 
to other clinics), fourteen, or 0.7 per cent. 

ISTon-puerperal affections, four, or 0.2 per cent (strunia- 
traeheotomy-pneuinonia, tuberculosis, anthrax, grave heart 
lesion). 

Puerpei’al non-septic affections, three, or 0.15 per cent 
(eclampsia). 

Puerperal septic affections : 

a. Received with grave septic infection, two, or 1.0 per 
cent. 

}). Cesarean section (of seven cases), two, or 0.1 per cent.. 

G. Infected in the institution, three, or 0.15 per cent. 
Remarks on the last three deaths chargeable to the institu- 
tion : The three patients in cpiestion came to the institution 
to have premature labor induced. For this reason they were 
not examined by practitioners, students, and probably not 
even by the midwife, but only by the director and the assistant 
selected to direct the labor. The subjective antisepsis was' 
like that in a laparatomy. The three cases have this in com- 
mon — ^that the labor was protracted for from six to fourteen 
days, that the head had to be crowded through a very nar- 
row pelvis, that fever set in after the prolonged labor, the 
child dying and the fever continuing during the puerperium. 
In two of these cases premature labor was artificially induced. 
As premature labor was induced one hundred and seven times 
during the time stated, the rate of mortality for this mode of 
delivery is 1.9 per cent. 

II. Oases of puerperal disease of moderate and great severity, 
thirty-eight, or 1.9 per cent. 

Of these twenty -nine were primiparee, nine multipart. 

Nature of the diseases : 

Parametritis, sixteen cases (four severe, seven moderate, 
five slight). 

Endometritis, sixteen cases (two with slight parametritis, 
one with thrombosis of large crural vessels, three with gonor- 
rhea). 

Diphtheritis vaginae with endometritis, two cases. 

Lochioeolpitis, one case. 

Slight peritonitis, one case. 

Innammation of the ilio-sacral joints, one ease. . 

Seat of the disease not demonstrable, one case. 

Duration of the diseases : Patients were discharged in the 
second week, nine ; third week, eleven ; fourth week, seven ; 
fifth week, four; sixth to niuth week, five; eleventh and 
twenty-second week, two. 

Remarks on these diseases : In fifteen- of the thirty-eio-ht 
cases no examination was made by practitioners. In eleven 
cases operations were required ; in four detachment of the 
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placenta or parts of it. A portion of the cases of parametritis 
followed deep cervical lacerations. Four or five of the pa- 
tients were gonorrheic (one of these had never been e.xam- 
ined or irrigated ; one e.xamined but once). E.xtensive reten- 
tion of the membranes and atypical course of the third stage 
of labor frecpiently preceded the disease. 

Among tlie puerperal diseases of multipar® parametritis 
does not appear. Only two of the diseased multiparae passed 
through a normal labor. 

From these statistics, together with former observations 
and^ experimental investigations, the author draws the fol- 
lowing conclusions; 

1. Our material proves that, with the prophylaxis customary 
in our institution, infection by the fingers or instruments is 
rare ; that infection from without during the course of labor 
does not possess the importance for our institution which is 
usually ascribed to it, even for maternities ; that it is rather 
abnormal processes during labor which lead to a disposition 
to the reception of deleterious noxa. 

2. The easily disinfected external portions of the genital 
canal, although they are the first to suffer during an examina- 
tion, and although they are most frequently injured during 
labor, were most rarely infected ; while fhe portions of the 
genital canal which are with difficulty, if at all, accessible to 
disinfection, were most easily infected when injured. 

3. Although there is no doubt that in practice outside of 
maternities the cases of deathaud severe disease are traceable 
to an insufficient disinfection, it is not correct to look for 
safety exclusively in obstetrical antisepsis ; but the good re- 
sults of the maternities are also partly the consequence of a 
more careful, more natiuail dii’ection of the labor and the 
puerperium. 

Accordingly the author, as on former occasions, inclines to 
the view that there is such a thing as auto-infection ; that a 
part of the septic fatalities are unavoidable, but that in private 
practice the greatest number of deaths and severe diseases 
are due to direct infection. 

The author endeavors to show that there is a disposi- 
tion to puerperal infection even during the gravid and_ puer- 
peral state ; but that predisposing factors exist also in the 
direction of the labor which favor tlie capacity for infection 
of the tissues and the rapid spread of the micro-organisms in 
them. 

These relations are not properly apjireciated in the one- 
sided view that puerperal fever arises exclusively by infection 
from without, , through fingers or instruments. The natural 
direction of the labor is likewise of great importance in the 
prevention of puerperal fever. 
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Therefore, the auxiliaries in the treatment of puerperal 
fever must consist — 

1. In general hygienic measures. 

2. In special hygienic measures (nowadays briefly called 
prophylactic). 

3. in measures diminishing the disposition. 

These propositions, briefly summarized, were submitted to 
the association in a printed form, while the author discussed 
the several paragraphs seriatim. 

Propositions tending, in private obstetric practice, by util- 
izing the experience gained in maternities, to secure good re- 
sults approaching those in institutions : 

A. General hygienic measures : 

i. Instruction of the public by oral and written communi- 
cations ; improvement of the care of the body in general. 
2. Foundation of institutions for industrial districts and com- 
munities. 3. Foundation of ladies’ societies in the country. 

4. Improved practical education of medical students. 5. Im- 
provement of the status of midwives. 

B. Special hygienic measures : 

1. Introduction of a simple, not complicated, method of dis- 
infection, which must be suitable to practice among the poor. 
2. Bare internal examinations. 3. Obligatory use of the 
thermometer in protracted labors. 4. Simple directions for 
the cleansing of puerperse, and obliging midwives to use the 
thermometer twice daily and to record the temperature. 

0. Measures diminishing the disposition to infection : 

Among tlie most important jioints belonging under this 
head are; 1. Natural conduction of the third stage of labor, 

i.e., the expectant method. 2. Treating atony of the uterus 
by external measures. 3. Closure by suture of all wounds of 
the external genitals. 4. Lessening the frequency of opera- 
tions. 5. When the child is certainly dead, forceps, version, 
and other obstetric operations should be avoided, and perfora- 
tion and embryotomy performed instead. 6. The forceps 
should be loohed upon as a dangerous instrument ; in place 
of it, the obstetric chair must be used, and Ritgen’s or some 
similar manipulation employed. 7. The tamponade to be 
avoided in placenta previa ; instead of it combined version 
(Braxton Hicks). 8. In the puerperium, the contraction of 
the uterus should be aided. 9. Interference at the onset of 
a disease is likely to be successful. 

Feitsch said with reference to Ahlfeld’s paper : 1. That 
he finds it by no means difficult to explain the fever occurring 
after protracted labors, despite the use of antisepsis, by infec- 
tion from without. The paths are rather tod Numerous. 

2. That the internal genital organs had to suffer more dur- 
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in" examination than the external, hence tlie more fj'equent 
intection of the former is easily understood. 

3. That he is in accord with Ahlfeld’s view as to the great 
importance of an expectant treatment of the third stage of 
labor. 

Hugar, in reply to Dohi-ii’s paper, said that the higher 
figures in the puerpei’al mortality statistics of Baden as com- 
pared with tliose ot Prussia are not due to the fact that more 
puerperas die in Baden than in Prussia, but that the statistics 
of Baden are more accurate. 

In Prussia the officials compiling the statistics are not 
obliged to inquire for a puerperium when a death is reported, 
nor do we find any statement as to the length of time assigned 
to the puerperium. 

In Baden tlie district physician compiles the statistics from 
tlie official death certificates, in which reference is made to 
the puerperium and its duration given as three weeks. , 

The fact that the mortalitj' in Prussia, after having re- 
mained the same from 1870 to 1873 as it had been from 1816 
to 1817, suddenly sinks from the 3 ’ear 1871 is to be explained 
by the transfer of the books from the clergy to the officials. 
The former were acquainted with the conditions of the fami- 
lies in their districts much better than the latter, and knew in 
most cases whether the death had occurred in the puerperium. 
The officials in large cities have the least knowledge of the 
condition of the families. These facts, and not perhaps the 
higher intelligence of the poj)ulation, explain the lesser 
puerperal mortality of Berlin. 

ScHATZ thought the good results of some midwives in many 
cases are not due to the fact that they are especially capable, 
but that they are particularly lazy and do not examine. For 
this reason little will be gained by making the directions for 
disinfection more stringent for the midwives; more may be 
expected from suspending midwives having a case of puer- 
peral fever ; in this way epidemics are avoided which materi- 
ally raise the rate of mortality. 

Leopold. — In Saxony the district physician and the officials 
make inquiry whether the death occurred in the puerperiiim 
(six weeks). Since this has been done the rate of mortality 
has not changed. 

If the mortality is to diminish, (1) the midwife should be 
obliged to inform the physician at the beginning of the dis- 
ease; (2) internal examinations should be restricted as much 
as possible during labor ; (3) prophylactic vaginal irrigations 
should be omitted. 

Fehlixg. — Basle, since 1870, physicians and midwives 
are obliged to report puerperal diseases and deaths to the dis- 
trict physician. This strict requirement has certainly con- 
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tributed to the diminutioQ of the mortality (from T.9 per 
cent to 4:.96 per cent). If this. exact control is to be extended 
to larger districts, it will be necessary to make subdivisions. 

The restriction of internal examination Fehling does not 
consider so important, since good results are obtained in 
clinics where many examinations are made. The same may 
be said for forceps e.xtraetions. 

Duehessen. — With strict antisepsis and better education of 
the physicians, properly selected operations will give better 
results”than heretofore, in fact equally as good as they are now 
in clinics and polyclinics in which the prognosis of labors ter- 
minated by operation is no worse than that of spontaneous 
deliveries. 

Meineet. — ^Physicians are frequently called to labors by 
midwives as a favor, and then they do unnecessary opera- 
tions. 

Infection during labor is not the only cause of jDuerperal 
fever. The rupture of tuhal and ovarian abscesses may like- 
wise produce the disease. 

Martin prefers to conduct labors withoivt the aid of mid- 
wives, assisted merely by a nurse. In this way he has deliv- 
ered from ten to twenty patients annually. The operative 
termination of labor was thus very rare. Hone of the pa- 
tients suffered from disease. He inquired if Dohrn had had 
some certain experiences which led him to reject this mode 
of delivery so decidedly. 

He stated in reply to Hegar that medical death certificates 
were official in Berlin, that therefore the Berlin statistics 
were relatively reliable. 

If the course of the puerperium is to improve in general, 
then the clinical education of the physicians must become 
better; above all,.greaterpolyclinical material must be secured, 
on which the student may learn to form an independent 
oj)inion. 

Muellee. — The rate of mortality in Switzerland has not 
diminished everywhere as it has done in Basle, according to 
Fehling ; in the main it has remained unchanged. 

Frommel, owing to the relatively limited material in .his 
clinic, is obliged to have some patients examined very often 
(up to seventy-four times!), and still he has good results. 
It will not be possible to restrict internal examinations in 
clinical instruction ; only the more expert will be able to 
dispense largely with internal examination. 

_J. Veit.— The advanced student and the prospective 'mid- 
wife will not be able to dispense with frequent internal ex- 
aminations ; on the contrary, it is only by their use that they 
can reach the point where they can later duly appreciate the 
external examination. In the main, the discussion has shown 
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that the rate of mortality in institutions is undoubtedly much 
lower than ni private practice. 

Luoi'old Landau defended Dohru’s view against Ifartiu, 
that the physician should in every labor call in a midwife, for 
otlierwise the midwives would suffer and become still worse. 

DoirKN, in closing the discussion, said that he was opposed 
to the conduct of labor witlmut a midwife, because the phy- 
sician, lacking time, is easily led to resort to premature ope- 
rative interference. lie had seen several sad e.xamples of the 
fact. 

The lowering of the rate of mortality in Prussia since 1871 
is not, as Ilegar maintains, a seeming one, dependent on a 
change iu the taking of the statistics, but it is absolute and 
might be explained by the stricter antiseptic directions for 
midwives introduced about this time. 

Aiidfuld, in closing the discus&ion, said, in reply to Sehatz,^ 
that according to his investigations the high rate of mortality 
is not largely influenced by epidemics, but by isolated in- 
fections. 

Hofaimek (Wurzburg) read a paper on 

TUB diagnosis OF OAIiOINOMA OF Tlin HODY OF TIID UTERUS. 

After a brief historical review and a definition of carci- 
noma, in which he makes a distinction between malignant 
adenoma and carcinoma, he first entered upon the anatomical 
relations of corporeal carcinoma, partly based upon new in- 
vestigations. On the strength of some preparations he ad- 
vanced the view that carcinoma not rarely springs from 
the surface epithelia, and that in these cases it has more the 
character of alveolar carcinoma, although the proliferation of 
the epithelia often likewise takes the form of glandular de- 
pressions. In this connection he laid streSs upon the fact 
that a certain appearance side by side under the microscope 
justifies conclusions as to the inode of development. In the 
formation of true glandular carcinoma the first step seems 
to be a regular and considerable increase in the glands, an 
ad'enomatous stage ; then only follow further epithelial pro- 
liferations which, gradually advaneing, destroy the uterus. 
This process ensues at all events slowly and late, and there- 
fore it is impossible to comply with the demand to inake^ the 
diagnosis only when it has been ascertained that tlie prolifer- 
ation has extended through the muscular tissue. Besides, 
the alterations in the mucosa are so characteristic that its ex- 
amination must absolutely suffice for the diagnosis. Moreover, 
the proliferation of the epithelial elements into the muscnlar 
structure seems fb be always preceded by a partial irritation 
of the latter (small-cell infiltration). 
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After considering the anatomical relations he discussed the 
clinical symptoms under which corporeal carcinoma appears — 
the occurrence in nulliparie or persons who had passed through 
few pregnancies, also its appearance beyond the climacteric. 
The first symptom is usually the occurrence of hemorrhages, 
at times discharge, only under certain circumstances eolichy 
pains, which in that ease are generally characteristic. The 
result of the manual examination is not very distinctive ; the 
examination with the sound or after dilatation of the cervix 
usually furnishes valuable diagnostic points. But the only 
decisive point in the diagnosis of carcinoma is the anatomi- 
cal examination of portions of the tumor which will present 
the above described characteristic appearances of alveolar or 
glandular carcinoma. 

The objections raised against the reliability of this method 
were again discussed and refuted, especially the demand that 
the proliferation through the muscular structure should be 
demonstrable. The demonstration of epithelial elements 
by the side of the glands as proof of the malignancy of the 
process he thought to be very difficult and not available for 
the diagnosis, since a positive opinion can hardly be gained 
from it. Confusion with malignant adenoma is practically 
indifferent. Confounding carcinoma with endometritic pro- 
cesses should be avoided ; in the latter the entire glandular 
epithelium appears uniformly altered, though the character of 
the cylindrical cells is preserved ; in carcinoma the alterations 
are always very irregular, while the character of the cells is 
completely changed. Moreover, where symptoms appear 
late, it seems improbable that we have to deal with carcinoma 
if the cases are doubtful on microscopical examination. 

In conclusion, a short definition was given of malignant 
adenoma, and its symptoms differentiated from those which 
result from chronic inflammatory conditions by proliferation 
of the glands with cyst formation in the suCstance of the 
uterus. 

The points which appeared important to the author for 
the diagnosis of carcinoma of the body of the ilterus were' 
summarized in the form of conclusions. 

Leopold (Dresden) read a paper on 

THE diagnosis OF CARCINOMA OF THE BODY OF THE UTERUS. 

In order to gain an anatomical basis for the discussion of 
this subject, Leopold, with the assistance of Drs. Mirohbff 
(Charkov) and Biiidfleisch, made a microscopical examination 
of seventy-eight extirpated uteri ; in forty-four of these the 
carcinoma was situated below and in twenty-seven above the 
internal os. Seven of the uteri had been extirpated for 
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other diseases. Three cubes of tissue were taken from each 
uterus — one from the infravagiual cervix, one from the 
region of tlie internal o&, and one from the Ijody. Each cube 
contained, besides the mucosa, a layer of the muscular tissue 
about three millimetres in thickness. 

By the aid of this material three questions were answered : 

1. How does cancer originate below the internal os, and 
what are its constituent elements ? Where is the source of 
carcinoma of the infravagiual cervix, and where that of the 
supravaginal cervix; is it possible to separate these two forms 
anatomically, and is such separation practically desirable? 

2. What changes occur in the corporeal mucosa in carci- 
noma of the infravagiual and supravaginal cervix ? 

3. How does cancer originate in the body of the uterus, and 
which are the best evidences of its presence ? 

In answering these questions, Leopold arrived at the follow- 
ing conclusions, which ho illustrated by drawings from the six- 
teen completely extirpated cancers : 

1. Carcinoma of the uterus, whether seated below or above 
the internal os, is always of epithelial origin; a connective- 
tissue carcinoma does not occur in the uterus. 

2. What we call carcinoma is au atypical epithelial new 
formation (Tliierscli-Waldeyer-Wiliiams). 

3. Uterine carcinoma is most frequent below the internal 
os, springing from the opitlielium of tlie vaginal portion, 
rarely from the cervical mucosa. A large number of^ so- 
called cervical carcinomata are cancel’s of the vaginal portion. 
To separate the two forms is not desirable ; both call for 
the same operative treatment — whenever possible, total ex- 
tirpation. 

i. Incipient carcinoma of the vaginal portion is not so rare 
as is generally assumed. 

5. Apparently primary cervical cancers are still in causal 
connection with the pavement eiiithelium of the vaginal por- 
tion. 

6. Cancer of the vaginal portion reached the internal os 
in twenty -five per cent of our cases. 

7. In cancer of the vaginal portion the mucosa of the uterine 
cavity is usuall^f in a state of chronic inflammation. Sar- 
comatous degeneration was not observed in it, and adenoma 
very rarely. 

8. In cancer of the vaginal portion isolated carcinoma oi 
the, body of the uterus may also be met with. 

9. Primary corporeal carcinoma occurs almost always super- 
ficially, rarely in a nodular form. The first beginnings manifest 
themselves by thickening of the mucosa, tlie formation of 
glandular offshoots, with new formation of vessels in or neai’ 
the innermost muscular layers ; atypical epitlielial prolifera- 
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tiou in the form of tassels and alveoli: growth inward and- out- 
ward, with loosening and gradual dissolution of the muscular 
-structure. 

10. The epithelial proliferation takes place in the form of 
papillae which are extremely vascular. • Corporeal carcinoma, 
therefore, should histologically receive the name 'papillare or 
papillomatosum. 

11. The term “ malignant adenoma ” is quite unsuitable and 
causes confusion. 

The word adenoma defines merely a benign glandular new 
formation. If the latter spreads atypieally — that is to say, 
with displacement of the neighboring tissue — it ceases to be 
adenoma and becomes carcinoma papillomatosum of the body 
of the uterus. 

12. In cases of slight or extensive spread of corporeal 
carcinoma, the microscopical examination of pieces scraped 
out will furnish the best diagnostic landmarks by the demon- 
stration of sprouting glands, vascular new formation, and the 
framework of muscular fibres. In cases where the destruc- 
tion is greatest, all the other auxiliaries in examination 
(sound, rectal exploration, etc.) will suffice for the formation 
■of a diagnosis, i-f repeated diagnostic curetting should fail 
by removing only structureless detritus of tissue. 

Theodor Landau. — It is impossible to make a certain diag- 
nosis of carcinoma from small pieces of mucous membrane 
removed by the curette from the body of the uterus, because 
the mucosa covering a myoma pi’esents the same appearances 
as Ruge’s carcinoma. It is equally impossible to judge of 
the course of development from the appearances presented 
side by side in microscopical prepai’ations (specimens sub- 
mitted). He differed from Leopold in distinguishing, like 
Hofmeier, a non-beuign adenoma which he calls adenoma 
destruens. 

J. Veit believed that in future many points in his and 
Euge’s examinations will be found to be correct, though they 
.are_ at present disputed. Especially Leopold’s drawings, 
which are said to prove that carcinomata which are apparently 
■cervical really spring from • the vaginal portion, are not con- 
vincing to him at all. It would seem to be quite immaterial 
whether a non-benign adenoma is called malignant or destruc- 
tive. This is not the place to discuss the histogenesis of car- 
cinoma. 

Loehlein claimed that Ruge and Veit’s division of carci- 
noma into those of the vaginal portion, the cervix, and the 
body is very useful clinically. 

He mentioned a case' which he had curetteS. eleven years 
ago, and had found interstitial endometritis j now the patient, 
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61 years old, who in the intervening years had always lost 
some blood, is suffering from malignant adenoma. 

ZwEiFEi. had observed the formation of prolongations, simi- 
lar to those mentioned by Leopold, in a ease of tubal sarcoma. 

Auel. — The present discussion has siiown that views differ 
with regard to carcinoma and adenoma. Waldeyer speaks 
of adenoma so long as the distinct type of the glands re- 
mains preserved. Carcinoma he calls atypical epithelial 
cords which proliferate through the tis&ue and destroy it. 
Adenoma, too, may become malignant. In pieces removed 
by the curette the microseopieal appearance of malignant 
adenoma is the same as that of a mucosa passing over a 
myoma. Ilencc it is only possible to diagnosticate malignant 
adenoma clinically when a portion of the muscular tissue can 
be examined at the same time. It is different when we meet 
with medullary masses which on microscopical examination 
no longer show glandular structure but atypical eiffthelial 
tubes. Then the clinical diagnosis of carcinoma may be 
made with certainty, even though no muscular structure is at 
hand for examination. Only the earliest stages of carcinoma 
can be clinically recognized with certainty by the microscope. 
A simple epithelial proliferation within a gland does not 
prove the existence of carcinoma. 

noF-MEiEu, in closing the discussion, said, with reference to 
Leopold’s remarks, that he still adheres to the division of 
carcinoma into that of the cervix and of tlie vaginal portion, 
although he is willing to admit that many of the apparently 
parenchymatous carcinomata of the substance of the cervix 
may have sprung from the external surface of the vaginal 
portion. He also thought the term malignant adenoma to be 
indispensable, and not lightly to be included in the definition 
of carcinoma. lie was unable to see the difference empha- 
sized by Th. Landau in the interpretation of alterations in 
the mucous membrane, according as the pieces examined 
were taken from the extirpated organ or removed by the 
cui'ette. 

Leopold, despite the objections made by J. Yeit, still 
maintained that most of the apparently cervical carcinomata 
are really tumors of the vaginal portion He does not be- 
lieve that carcinomata spring from connective tissue, and, ac- 
cording to the instruction he had received from Thiersch and 
"VValdeyer, he must term carcinoma what oth’ei’S present have 
called malignant adenoma. Of course, clinically this differ- 
ence in the nomenclature is immaterial, but the term malig- 
nant adenoma can only lead to confusion. 

(To lie continuecl.) 
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DeS EeSULTATS IMMEDIATS ET ELOIGNES DU TeAITEMENT 
ELECTKIQUE DES FiBEOMES UTERINES PAR LA MeTHODE 

DU Docteur Apostoli. — The Immediate and Final Re- 
sults FROM THE Electrical Treatment of Uterine Fi- 
broids BY Apostoli’ s Method. By Mllb. Felicia Jaku- 
BOWSKA. Paris, 1890. 

The autlior is a disciple of Dr. Apostoli, and gives the re- 
sult of following his method in thirteen cases. She precedes 
her account with a historical sketch, a description of the tech- 
nique employed, a review of the criticisms that have been 
passed upon Apostoli’s work. The following are her conclu- 
sions : 

1. The most constant result of the electrical treatment of 
uterine fibroma by this method is the rapid restoration of the 
general health, which renders this superior to all other modes 
of treatment. 

2. The arrest of hemorrhages, which is quickly obtained in 
the majority of eases, and follows slowly in a few rare cases, 
and is exceptionally wanting Avhere there are lesions of the 
annexes and fibro-eystic tumors. 

3. The pains are overcome, except in a few rebellious cases. 

4. The tumors generally diminish in volume ; sometimes 
they disappear completely. They are frequently made mov- 
able, either by destruction of adhesions or by pedicnlization. 
It is exceptional when their development is not arrested. 

5. The results thus obtained are persistent. Ten of the thir- 

teen women treated have preserved entirely the benefits of 
their cure during a period of from four to seven years. The 
symptoms presented by the others were insignificant in com- 
parison with their previous state. G. p. 

L’Asepsiaet l’Antisepsie a l’Hopital Bichat, — Asepsis and 
Antisepsis at the Hospital Bichat. Service de Chirurgie 
de M. le Docteur Felix Terrier (1883-1889). By Marcel 
Baudoin, Ancien Interne a I’Hopital Bichat. Publications 
du Progres Medical. Pp. 214. Paris, 1890. 

This book contains an elaborate description of the aseptic 
and antiseptic procedures which are employed at the Hospital 
Bichat. After a general _ discussion of the arrangements of 
the hospital, the operating room, and surgical appliances, 
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with a statement of how they are all used and all kept aseptic^ 
the writer considers the disinfection of the different portions 
of the body. 

Chapter IV. treats of vagino-uterine antisepsis. Themiero- 
orgauisms which infect the genital passa,^es of women are 
as yet poorly known; but the researches ot Winter, Steffeck, 
Doederleiu, and others show as many as twenty-seven. 

Iodoform tampons are much used, as also pencils of iodo- 
form and bichloride of mercury. The great disinfectant in 
all surgical procedures is the bichloride of mercury in solu- 
tion of five hundred and a thousand. He recommends the 
latter for vaginal injections. It has been the experience of 
the reviewer that such strong solutions of bichloride as one 
to a thousand will give rise to considerable irritation. The 
writer says that we ought not to leave too long a large quan- 
tity of the solution in the depths of the vagina, as there is 
risk of poisoning from the absorption. 

The book is interesting from its careful, detailed accounts, 
and as giving an epitome of the latest practices in asepsis and 
antisepsis, and also as showing how firm a belief has taken 
hold of the profession in the harmfuhiess of the micro- 
organisms, which the French writer calls “parasites,” and 
speaks of in a dramatic way as “encamping” in the buccal 
cavity and “living” in the different passages of the body. 

The third part of the work is taken up with a review of the 
surgical procedures. 

There is little if anything new in the work for American 
readers, but it embodies a practical statement and sets forth 
a system of hospital asepsis and antisepsis which will be found 
useful. n. I*. 

Foxctioxs DU FonoEPS : PuffnENSJON, Pkession, et Eeduc- 

TIOX DE LA TeTE. HoUVEAU FoRCEPS . ET FrOU%’’EAU 

Tracteor. Theories et Experiences a l’Appui De- 
fense DU Perinee. — The Uses of the Forceps, etc. By 
le Docteur Ohassagny, Laureat de I’Institut, Membre et 
Ancien Presi lent de la Societe Hational de Jlledieine de 
Lyon, etc. Pp. 380. J. B. Bailliere et Fils, Pai-is, 1891. 
The first part of this work is taken up with a description 
of the mechanism of labor ; the second with a description 
and defence of new forceps, the invention of the author. He 
claims for them distinction in the locking, the pressure 
brought to bear on the head, the curvature of the blades and 
their length. These statements he establishes with mechanical 
drawings and reports of cases. 

The third' part of the book is devoted to a deseription of a 
protector of the perineum during labor. This is composed of 
an oval disc, thirteen centimetres long by ten centimetres- 
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wide, made of moleskin or waxed clotk. If is affixed to the 
perineum by means of strings which, pass backward between 
the nates to an abdominal belt. It is furnished with two 
loops through ^yhich the index and ring fingers of the ac- 
coucheur can pass, so that the hand can hold it in position 
and control the movements of the head and support the peri- 
neum. 

The author claims that the use of this arrangement in the 
service of the Maternite has been extremely successful, ab- 
solutely leaving nothing to be desired. It acts like an arti- 
ficial peilneum, protecting and sustaining that of the mother. 

GRACE PECKHAM. 

Transactions of the Southern Surgical and Gynecologi- 
cal Association. YoI. iii.; pp. MO. Thirteen illustra- 
tions. Published by the Association. Atlanta, 1891. 

The third volume issued by this active and flourishing or- 
ganization is somewhat increased in size over that of last year, 
and maintains a standard which proves in a flattering manner 
the value and success of the work it is doing. Of the thirty- 
one papers, those of Maury and Peed, which have already 
appeared in our pages (see pp. 1 and 1Y2, 1891), are a fail- 
sample. Its next meeting will be held in Pichmond, Ya., 
beginning the second Tuesday in November, and promises to 
be exceptionable in enthusiasm and interest. 

An Introduction to the Diseases of Infancy. By G. W. 
Ballentyne, M.D., F.R.C.P.E., Lecturer on Diseases of 
Infancy and Childhood, Edinburgh School of Medicine ; 
Lecturer on Midwifery and Gynecology, Medical College 
for Women, Edinburgh ; Physician for Diseases of Children, 
Cowgate Dispensary, etc. With colored and other illustra- 
tions. Pp. 235, 8vo. Oliver & Boyd, Edinburgh, 1891. 
This is a most interesting and Avell- written book, which 
gives a rational conception of the differences which exist be- 
tween disease as it occurs in the infant and is met with in 
the adult. Disease, aside from a certain moiety which is truly 
peculiar to infancy, is in children modified by the anatomical 
and physiological conditions then in existence, and it is to a 
close, and in many places an original, study of these conditions 
that the author has devoted himself. He considers that the 
physician who applies himself to the study of the diseases' of 
early life is already cognizant of the symptoms and therapeu- 
tics of adult maladies, and that his immediate desire is to be 
able to apply his already acquired knowledge to the conditions 
met with in infancy ; with this end in view, he omits all that 
is not distinctively peculiar to this period. 6f the thirteen 
chapters, six are devoted to the regional anatomy of the in- 
fant and seven to an exposition of its physiology and hygiene. 



1008 


ABsntAC'r.s. 


ABSTRACTS. 


1. P. BaU-MJI : OlMIKATION KOIl VeSICO-CUUVICAL FiSTUL.E 
TiriiouGii Tfii: Eladdeu {Arehiv fiir G!jn(i!ioto(jie,li\\n(l xxxix., 
lift. 3j. — In order to operate suceessfull}’ uijon a vesical 
iistula it is absolutely necessary to have a clear view of the 
field of operation. Tliis is often extremely difficult iu cases of 
vesicouterine^ and vesico-cervieal fistulm, and in those cases 
of vesico-v.iginal hstulie in whicii tliere are cicatricial ad- 
hesions which prevent their being drawn down. Treude- 
lenbui'g proposed a method of operating ( Volkmanii'schtii 
Sammktng Idinlischev Vortniye, Is^o. 355) which overcomes 
tliis difficulty, namely, performing a suprapubic operation, 
opening the bladder to freshen the edges and to sew up the 
fistula, and then to close the bladder again, leaving an open- 
ing for drainage ; the opening in the abdomen to be sewed 
up in part, and the prevesical space to be tamponed with 
iodoform gauze. Trendelenburg reports three cases operated 
upon in this m.anner. The first two were unsuccessful, and 
colpokleisis had to be performed later on. The third case 
made an excellent recovery. 

Author reports a case of vesico-cei'vical fistula in which he 
operated first per vaginam, the fistula only healing in part. 
He then determined to operate according to the Trendelen- 
burg method. The operation was only partly successful, as 
he was compelled to operate per vaginam figain, aird even then 
a fistulous opening remained in the abdominal wound. He 
then discusses the method, laying special emphasis on the fol- 
lowing points : The technique of the oj^eration is a simple one. 
It is ab olutely necessary for the pelvis to be elevated, for only 
in this way is it possible to obtain a clear Anew of the fleM of 
operation. This is also facilitated if the bladder is j^ushed 
up from the vaginal side. The peritoneum is not injured, as 
the position of the patient causes it to fall up toward the 
diaphragm. In the case operated upon it lay three to four 
fingers’ breadth above the symphysis pubis. The amount of 
hemorrhage is slight. It is essential to tie the sutures on the 
vaginal side, this being done by using two needles, one on 
each end of the thread, and passing them doAvnward and 
allowing an assistant to tie them. Tiiis is not always easy, 
but it Avould scarcely be safe to have the knots in the bladder, 
lest it might produce a tendency to the formation of stone. 

It is advisable to use silkworm gut or wire in preference to 
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silk or catgut, as the latter absorb the urine and thus ^ay 
cause decomposition. A disadvantage, in the operation con- 
sists in the fact that after its performance it becomes neces- 
sary to change the patient’s position from one side to the 
other many times during the first day. This is quite pain- 
ful. The knees have to be kept drawn up to relax the recti 
muscles. The urine must not become alkaline after the ope- 
ration. If it does it becomes necessary to give acids to over- 
come this tendency. leonaed s. eau. 

2. Segond, Paul : Vaginal Hysteeectomt eoe the 
Teeatment of Peri-uteeine Suppuration {Annales de Gyn., 
March, 1891). — This operation was suggested by Pean, and 
described under the name of uterine castration. He believes 
it to be applicable to every case of peri-uterine inflammation 
in which a laparatomy with complete removal of the appen- 
dages is indicated, and considers it a less serious operation, 
productive of better results, less apt to be followed by fis- 
tulse, and avoiding all the discomforts incident to an abdo- 
minal cicatrix. Pean’s views have not been very cordially 
received. Terrier alone having admitted that the procedure 
might in certain eases be useful. Terrillon and Pozzi have 
lately expressed their distrust of this method. S4gond re- 
ports twenty-three eases in which he performed Pean’s ope^ 
ration for double pyo-salpinx, pyo-salpinx and pelvic perito- 
nitis, double hemato-salpingitis, bilateral catarrhal salpingitis 
with sclerocystic degeneration of the ovaries, retroflexion 
and adhesion of the uterus complicated by sclerocystic de- 
generation of the ovaries, tuberculous double pyo-salpinx, 
retro-uterine suppuration and multiple fibromata adherent to 
the uterus, etc. Out of the number there %vere nineteen 
cures and four deaths. The latter he attributes severally to 
shock, incompleteness of the operation, tubercular perito- 
nitis, and exhaustion. He calls attention to the fact that 
without surgical interference the patients would have died, 
and that in three of the cases laparatomy would certainly 
have been fatal. 

Of the successful cases, six had suppurative lesions limited 
to the ovaries and tubes, and seven had non-suppurative 
lesions ; these would undoubtedly have given good results 
had laparatomy been performed. The remaining six were of 
a more serious .character : extensive suppuration, thickened 
false membranes, fibromata, great exhaustion and depression, 
fprmed some of the complications which would have, ren- 
dered laparatomy inefficacious or harmful. 

The author, while acknowledging that these cases are too 
few in number to be conclusive, considers them of sufficient 
importance to warrant experimental consideration on the part 
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of surgeons. lie unhesitatingly indorses if. Pean’s views, 
and believes the indications for vaginal liysterectoiny to be 
the same as tiiose for removal of the appendages by lapa- 
ratomy, reserving the operation, however, for eases where a 
lilaUml removal is necesbury. This reservation should form 
an abaolnte law to all surgeons. 

The author states that Pean’s rules for the operation are to 
be strictly followed. AVhen the uterus is hxed by adhesions 
it will have to be removed in sections. The special instru- 
ments devised by Pean are not only useful but necessary. 

The patient should be in the left lateral position in every 
ease where there is difficulty in reaching the uterus, other- 
wise dorsal decubitus is preferable. 

The vaginal mucous membrane having been incised and 
the cervix freed, the section of the uterus" is accomplished by 
four chief maneuvres: (1) liberation of the anterior and pos- 
terior surfaces of the uterus ; (2) section of the broad liga- 
ments ; (3) section of the uterus into two portions ; (i) re- 
moval of those portions. 

Even in comparatively simple cases, where it would seem 
easy to remove the uterus in its entirety, fastening Eiche- 
lot’s large forceps upon the bi-oad ligaments to assure hemo- 
stasis, it would be better to proceed according to the method 
described, as this permits of freer action and more careful 
observation. Sliould the uterine appendages be so closely 
adherent to neighboring parts that their removal might cause 
injury to vital organs, we must limit the operation to re- 
moval of the uterus alone. 

Segond considers vaginal hysterectomy preferable to ovari- 
otomy by laparatomy, for four reasons : (1) the operation is 
less grave ; (2) the cures are move complete and durable ; (3) 
there is no suprapubic cicatrix ; (d) the patient is not obliged 
to wear a belt. 

Hysterectomy is of especial value in the more serious ope- 
rations ; the uterus is simply enucleated, as it were, from the 
false membranes surrounding it, pus cavities are opened and 
perfectly drained, and the intestinal adhesions, whose detach- 
ment forms so dangerous an element in laparatomies, are un- 
touched. 

Accidents following the operation are infrequent, and the 
few noted by Segond were of slight importance. 

Kemoval of the tubes and ovaries, while often successful, 
may leave various troubles unremedied ; endometi’itis may 
occur, a supjmrative process may return. The uterus being 
the usual starting point of these lesions, it is logical to sup- 
pose that its removal will give a more perfect cure. _ 

In short, the author considers that the operation under 
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discussion is destined to render valiiaUe assistance in gyne- 
cology. , A. K. 

3. Pozzr, S.: The Treatment of Pelvic Suppuration and 
Inflammatory Lesions of the Appendages by Yaginal 
Hysterectomy {Extv. from. Gciz. hel}d. de 2led. et de Ghir.y 
April, 1891). — The author felt a distrust of M. Pean’s method 
at the outset, because it seemed not to be founded upon true 
physiological principles. Realizing, however, that empiricism 
sometimes leads to valuable results, he put aside prejudice 
and carefully followed the discussion upon the subject, studied 
the published reports, witnessed Segond’s operation, and twice 
performed it successfully himself. His opinion is unaltered : 
he considers hysterectomy inferior to laparatomy in the ti’eat- 
ment of pyo salpinx. He believes, moreover, that its use will 
lead to mischievous practice in the surgical treatment of dis- 
eased appendages. 

M. Segond’s paper is entitled “ Treatment of Pelvic Sup- 
puration by Yaginal Hysterectomy,” but both he and Pean. 
in actual practice apply the operation to all inflammatory 
lesions of the ovaries and tubes. How could it be otherwise 
when by clinical examination it is so often impossible tO' 
diagnose between pyo-salpinx, hemato-salpinx, hydro-salpinx, 
parenchymatous salpingitis, polycystic degeneration of the- 
ovary, and a small cyst of the broad ligament ? 

The question is really this : Is vaginal hysterectomy prefer- 
able to laparatomy in the treatment of inflammatory lesions 
of the appendages, whether suppurative or not? 

Tlie three principal arguments adduced in its favor are: 
(1) greater efficacy; (2) lessened danger; (8) absence of cicatrix. 

As to the first, it is not to be denied that this indirect meth- 
od gives good results, but are they better or even so good as 
those obtained by direct removal of the diseased organs ? 

{a) Efficacy of hysterectomy for pyo salpinx and pelvic ab- 
scess . — These cases may be subdivided into those where — 

1. The sac is free. 

2. Sac is adherent, but can be enucleated (with or without 
fistulas). 

3. Sac adherent ; cannot be enucleated ; fistulas present or 
absent (true pelvic abscess). 

In the first and second cases, laparatomy would permit a 
complete removal of the diseased parts. By hysterectomy 
even the slightly adherent or perfectly free sacs cannot 
always be removed, and pathological tissues are necessarily 
left in the pelvis, wliere, to be sure, they may be absorbed or 
tolerated, but where there is a good chance of their causing 
immediate or subsecpient infection. These cases are by far 
the most frequent in occurrence. 
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A few ca&es there are, to be sure, of pelvic abscess where 
extirpation of the sac is an impossibility even by laparatomy, 
but these are rare. The author foimd tliree out of thirty- 
nine cases, and Bouilly tiiree out of thirty, inakiii" a pro- 
portion of one in ten. These patients were completely cured 
after laparatomy, eleaii-sin" of the cavity, washing, and inser- 
tion of a tampon of iodoform gauze according to Mikulicz’s 
method, which proves that even dilhcult cases may be cured 
by laparatomy. 

Much stress has been laid upon the incurable lesions result- 
ing from fistulous openings, transforming the pelvic floor 
into a “ purulent sponge,” which is an exaggerated figure of 
speech. Open fi&tuhe, whether in the rectum, vagina, or ab- 
domen, are assui-edly a complication, but less grave than 
might at first be supposed. They invariably close after a la- 
pai atomy, provided that the diseased parts are removed, or 
the cavity thoroughly cleaned and antiseptieally tamponed. 
Iodoform gauze forms a iierfect medium of eapillaiy drainage. 
Any h«tahe persisting after such treatment can only bo old 
fistuhe from incomplete operation, or of recent formation 
from infected sutures. 

Hysterectomy certainly permits of free drainage. Pozzi 
gives it credit for this, and considers it valuable as a secondary 
resource, should laparatomy be incomplete. 

{b) Efficacy of hysterectomy for non-jyurulent inflammatory 
lesions of the appendages. — So many lesions of the tubes and 
ovaries may simulate suppuration of the tubes that this 
operation is most likely to be widely applied, if used at all. 
The dangers of its general use are manifold, the principal 
ones being removal of the uterus of a patient in whom the 
appendages of one side only are affected beyond help, and 
leaving in place diseased ovaides or tubes adherent to the 
pelvic walls. The advocates of the method claim that it is 
undertaken only when the lesion is bilateral ; but errors of 
diagnosis are too easy to make this precaution very valuable. 
Boui sides may apparently be affected, but in reality only one 
be seriously diseased, the tumefaction of the other being 
caused by a small cyst of the broad ligament, or serous in- 
filtration due to catarrhal salpingitis. As to the after-results 
of ovariotomy, pain rarely persists, except when the organs 
removed are but slightly diseased, and even theii often 
disappears ultimately. Metritis may exist for a while, but 
usually ceases because of the uterine atrophy following re- 
moval of the ovaries. Curetting will remedy this trouble in 
any case, and its severity and importance have been greatly 
exaggerated. The relative gravity of the two operations is 
the most important point in the discussion, as well as tlie ^ 
most difficult to decide. 
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From a theoretical point of view even, the author gives the 
preference to laparatomy. In those cases where the utei’us 
is immovable, the abdominal opening gives free access to the 
diseased parts, and touch can supplement sight. The vaginal 
opening necessitates groping at the end of a deep and narrow 
cavity, hemostasis depends upon a lucky application of the, 
forceps, and the lesions, if too high or too far forward, may be 
inaccessible. 

The statistics so far obtained are also in favor of lapara- 
tomy. Bouilly and Segond are of equal rank as surgeons.. 
The first, out of thirty-three laparatomies ior pyo-salpinx, had 
four deaths ; the second, out of twenty-three hysterectomies 
^OY pyo-salpinx and othei' tubal lesions, had four deaths. 

Pozzi himself, from February 1st, 1889, to March 10th, 1891,. 
operated upon thirty-nine cases of pyo-salpinx and pelvic 
abscess, several of them being cases of the “ purulent pelvic 
sponge ” spoken of by Messrs. Segond and Rdclus as species, 
of noli me tangeee. There were in all three deaths, thirtj’^-six 
complete cures. This list in itself shows better 23ropoi’tionate 
results than the list of hysterectomies : he further strengthens 
it by the addition of eases operated upon, during the same 
period of time, for non-su 2 )purative lesions of the tubes and 
ovaries, which is as follo^ys : 


Parenchymatous salpingitis .,..19 

Hydrosalpinx 3 

Hemato-salpinx 3 

Sclerocystic ovaritis 13 


This he supplements by eight cases operated upon during 
the previous month ; three of jjyo-salpinx ; two of hemato- 
salpinx, of which one was complicated by suppuration and 
the other by an enormous hematocele ; two of large polycystic- 
ovaritis, and one sclerocystic ovai’itis. All the cases but one 
were followed by cure ; this one was hemato-salpinx conse- 
cutive to tubal pregnancy and complicated by hematocele. 
The uterus was friable, and the operation had to be terminated 
by abdominal hysterectomy. 

The total result, then, is eighty-four operations : eighty 
cures, four deaths. Hysterectomy has no such results to show, 
and, while its list of cures is on the increase, science must 
consider acquired results rather than results hoped for. 

Hysterectomy presupposes infallibility of diagnosis. The 
first incision causes sterility. Laparatomy, on the other hand, 
permits of a rectification of an error of diagnosis befox’e any 
decided step has been taken. As to the third ai-gument, the 
absence of deforming cicatrix, it will have less weight with 
surgeons than with their patients, and it has been much ex- 
aggerated. The incision is rarely larger than two and one- 
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luilf to three and oiic-lialf inches, anti never larger tlian four 
ami one-half. AToreover, a aiiture in layers will reduce the 
abdominal cieatri.x to a mere line, and give it sufficient 
strength to obviate all necessity for wearing a belt. a. k. 

4. Segond, P. : Vagin'.vl [lYSTEiincroMY (Arc//, de To- 
colofjie ft de G/jnecolo/j/e. Afay, ISO I). — In this article Dr. 
Segond replies to the various objection.s urged against Pean’s 
proce.sb of vaginal liysterectomy, and begins by classifying 
the participants in the diaCUbsion into three groups : 1. Tliose 
who accept his conclusions without reserve. Reclus and Xela- 
tou ; 2. Those who are absolutely opposed to the method, 
Pozzi being the only representative ; 3. Those who acknowl- 
edge the superior advantages of hysterectomy in special cases, 
among whom are found Terrillon, Bouilly, liichelot, Terrier, 
Lucas Championniere, Poutier, Lazy, and Reynier. 

lie claims that his friend Pozzi entered into the discussion 
without liaving lieard his communication, without having 
seen the removal of the uterus in sections, and without having 
followed the history of the cases. He states that the other 
opponents of the method have conceded vaginal hysterectomy 
to be the best operation in cases of trrave pelvic suppuration 
characterized by fixation of the uterus between multiple pus 
sacs. They have all accused him of generalizing too much, 
and, in replying to the objections, he adopts Terrier’s classifi- 
cation of cases, as follows: 

1. Return of Supjjuratioti after Lapuratoni/j . — Even Pozzi 
acknowledges vaginal hystei’ectomy to be the only operation 
possible under these circumstances. 

2. S/ojypurati/ig Pelvic Peritonitis with Fixation of 
the Pterus, Extensive Adhesions, and Jluttiple Purulent 
Pouches . — Under these conditions, all excepting Pozzi give 
the preference to vaginal hysterectomy. Three of the au- 
thorities mentioned state that laparatoray is dangerous, the 
operation often only partial, drainage insufficient, and shock 
frequent. 

3. Readily Enucleated Pxis Sacs . — The author states that 
liis opponents, Pozzi in especial, ridicule the importance which 
he gives to the absence of an abdominal cicatrix. lie reite- 
rates his belief that a cicatrix, however small, is always 
a weak spot, more especially if a drainage tube has had 
to be inserted. Quite recently in his experience, a young 
girl, upon whom be performed laparatomy two^ years pre- 
viously, developed a hernia, although the cicatrix was 
scarcely visible, very short, and to all apjjearanees perfectly 
strong. He bears testimony to the excellent results obtained 
by Pozzi, but still prefers to avoid a cicatrix whenever it be 
possible. 
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As to the prognosis of the operation itself, he considers a. 
judgment based upon mere numbers of less value than one 
formed after consideration of all the circumstances attendant, 
upon a case-. The gravity of the conditions under which he-, 
performed many of his operations surely enhances the value 
of the beneficent results. He repeats his opinion that in 
cases of ordinary severity, in which laparatomy is indicated 
and usually followed by good results, the prognosis of vaginal 
hysterectomy is quite as favorable. In cases where removal 
of the appendages by laparatomy necessitates dangerous pro- 
cedures, hysterectomy reduces the chances of death to a mini- 
mum while accomplishing a perfect cure. The vaginal ope- 
ration leaves adhesions undisturbed ; their laceration is one 
of the most dangerous complications in laparatomy, and he 
simply denies the validity of the claim that the operation 
under discussion is impossible or dangerous in the case of 
the existence of intestinal adhesions. As to the duration 
of the beneficial results, he cannot make a definite state- 
ment, as only seven months have elapsed since his first ope- 
ration. Yet some conclusion may be reached from the fact 
that all of his patients, except one, are in perfect condi- 
tion. His theoretical arguments, he says, have not been re- 
futed. M. Pozzi has spoken of the operation as hlind, and 
the wounding of the intestines as the least of the evils attend- 
ing it. The author considers his description of the operation 
as a sufficient reply to this point, and thinks that when M. 
Pozzi lias himself performed the operation he will be con- 
vinced of this fact. 

Incomplete the operation often is, as it purposely leaves the 
intestinal adhesions untouched, and does not remove the 
appendages unless this can be done readily and' with a full 
view of the organs. Por this very reason the prognosis is 
less grave than in laparatomy. In complicated cases lapara- 
tomy is open to the same reproach, and does not even remove 
the uterus; whereas in hysterectomy the chief cause of dis- 
turbance is abolished, and what is left gradually atrophies, 
while a cicatricial process obliterates all the diseased portions, 
leaving no possible chance of a return of the lesion. 

The operation certainly is a difficult one, requiring expe- 
rience and dexterity, but this should constitute no objection 
in the eyes of a skilled surgeon. 

4. Non-sitpjpumtmg Salpingo-ovm'itis . — Laparatomy is cer- 
tainly rapidly performed, easy of accomplishment, and usu- 
ally so successful that it se'ems at first sight strange to urge 
the substitution of a longer and more difficult operation. 
Yet Dr. Segond is convinced that the ultimate results are so 
much better as to justify the procedure. 

To the very just observation of M. Bazy that the operation 
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might be often performed where really not indicated, lie re- 
plies that this could not be the case if it be reserved for only 
the cases in which bilateral removal of the appendages is 
clearly indicated and the disease incurable by all medical 
measures. 

lie considers the most formidable of all the arguments 
against the operation to be the liability of error in tlie diag- 
nosis of suppuration. Even exploratory puncture will not 
solve the problem, for, though pus may be found, there is 
nothing to prove whether it come from the ovary, the tubes, 
the peritoneum, or elsewhere. But, according to his views, 
suppuration by no means constitutes the only indication for 
hysterectomy. The fact of the lesions being bilateral and in- 
curable are the important indications. The diagnosis is often 
difficult, and errors may sometimes occur. In doubtful eases 
laparatomy is preferable, biit where the diagnosis is sure his 
conviction of the superiority of vaginal hysterectomy is un- 
shaken. A. K. 

5. EREDriucQ: Tnn Treatment of Amenorrhea by Swed- 
ish Movements _( (rfls. de Gyn., April, 1891). — Thure Brandt 
treats this affection by Swedish movements, without massage 
or any local treatment whatsoever, the exercises being of 
the kind called “ congestive” to the pelvic organs. Of these 
there are two varieties, the one consisting of movements 
performed by the patient alone, the other requiring an assist- 
ant. There are ten of the first variety, which are to be 
practised once a day in regular order, a rest of five minutes 
being taken between each movement. The exercises are as 
follows : 

1. Elevation of the arms, and deep respiration in a walking 
position. To be done five or six times. 

2. Rotary movements of the feet in a semi-prone position. 

3. Lateral flexion of the trunk, in standing position, feet 
far apart, arms uplifted. 

1. Bending and unbending of the knee in a standing posi- 
tion. 

5. Flexion of the body forward and back, standing posi- 
tion, feet apart, arms lifted. 

6. Circular movement of thigh in an upright position. 

7. Running movement without leaving the si^ot, knees 
lifted high. 

8. Circular motion of the trunk in upright position, feet 

apart. > _ 

9. Abrupt backward motion of the trunk in a kneeling po- 
sition, the knees apart. 

10. Ro. 7 done very slowly. _ _ ' 

The movements requiring an assistant are divided into the 
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feebly and the strongly congestiye. There are nine of the. 
first class, consisting of motions of head and arms, flexion 
of leg and foot against the resistance of the assistant, per- 
cussion of back, circulatory motions of trunk, torsion of the 
body in the sitting and kneeling positions, elevation of the 
chest by the assistant, the patient lying down. 

The strongly congestive movements include five of the 
first list in a little different order, and three new movements, 
viz., lateral movement of the uplifted arms by the assistant, 
the patient resisting, followed by action on the part of the 
patient, the assistant resisting: bending and straightening 
the knee in an upright position against the resistance of the 
assistant, and a circular movement of the thighs. The ideal 
treatment for amenorrhea would be the execution of these 
movements, one after the other, without fatiguing the j)a- 
tient. As this is usually impossible, a judicious choice should 
be made, adapting the movements to the condition of the 
patient. Feeble and anemic subjects should perform the 
easiest exercises only, and begin with a few at a time. ~We 
hope later to be able to publish the results of our experimeu' 
tation with this treatment. a. r, 

6. PoLACco, Eomolo : The Use of Ichthyol in Gyne- 
cology {Annali di Ostetricia e Ginecologia, Milan, March, 
1891). — While widely employed in dermatology, ichthyol has 
been very little used in gynecology. The first to apply it in 
this connection was K. W. Freund, who obtained such excel- 
lent results that he considers it important, “ in all infiamma-. 
tory diseases of the female genitalia, always to give it a trial 
before advising operative procedures.” Drs. Peitmann and 
Schdnaner next tried it in one hundred cases with really bril- 
liant results, and testify that often women, who could scarcely 
drag themselves to the clinic because of pain and exhaustion, 
returned twenty-four hours after the application of the first 
vaginal tampon without the slightest difficulty in walking. 
The absorbent action of the ichthyol was found to be incom- 
parably greater and more rapid than that of all agents hereto- 
fore used. 

Richard Bloch, of Yienna, likewise applied it in a number 
of cases, even carrying it into the uterine cavity, and found it 
most beneficial. Kdtschau used it alone and in combination 
with other therapeutic measures, as massage, baths, etc., and 
obtained good results. In the out-patient department of the 
Ospedale Maggiore and in the hospital itself, it was tried upon 
one hundred and thirty patients, and was found to be a valu- 
able auxiliary in the treatment of diseases of the appendages. 
In para- and perimetritis, during the acute stages, hot ab- 
dominal stupes, vaginal tampons of glycerin, and antipyrin 
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internally, constituted the treatment ; ichthyol was "iven, after 
subsidence of the febrile symptoms, in the form of ointment 
upon the abdomen, vaginal tampons, or, better yet, painting 
of the foruices with ichthyol and glycerin; and the intermil 
administration of capsules of one and two-third grains three 
times a day and four grains twice a day. 

The cases in whicli this remedy was tried included peri- 
and parametritis, ovaritis and periovaritis, salpingitis, ovario- 
salpingitis of puerperal or gonorrheal origin, parenchymatous 
metritis, and endometritis. 

j^o other of the many remedies employed showed so 
prompt, definite, and sure analgesic effect as ichthyol. In 
onh' one case was this action at all delayed. 

its absorbent powers were less marked, and yet in many 
cases extensive exudation.^ were absorbed more rapidly, 
quietly, and completely than by the use of any other agent, 
rieither the external nor internal administration was attended 
by any disturbance whatsoever, except that a slight erytheina 
was produced by an ointment of twenty-i)er-eent ichthyol in 
lanolin, which was entirely obviated by the use of a ten-per- 
cent ointment. The combination of vaseline with ichthyol 
was found to be better than that of lanolin. 

Intra-uterine injections of a ten-per-cent solution of ichthyol 
in glycerin for endometritis caused no inconvenience, even 
when applied with a Braun syringe of tlnee times the ordi- 
nary capacity. 

Bolacco used these injections for hemorrhagic endometritis 
with most excellent results. lie appends a list of cases of in- 
flammatory diseases of the uterus and appendages treated by 
ichthyol, which substantiate his statements of the value of tlie 
drug in gynecology, and adds in conclusion that its analgesic 
properties are proved beyond question, and its absorptive 
powers are certainly equal to those of potassium iodide, to 
which it is superior because so perfectly tolerated by the sys- 
tem. In some cases sharp pain, which persisted in spite _ot 
injections of morphine and doses of one and one-half grains 
of codeine given during one night, yielded at once to gene- 
rous applications of ichthyol. a. n. 

Y. Mabboux: Ybsical Gout in Womex de G-yn. 

ei June, 1891). — The female bladder, because of its 

anatomical conformation, the shortness of its canal, and its 
relations to neighboring organs, possesses at the sarne time a 
vulnerability and a resistance to inflammatory affections. _ ^ 

Many writers touch but lightly upon the subject of cystitis 
in women ; gynecologists, however, know that it is by no 
means infrequent, and that it often complicates congestion of 
the utero-ovarian aiiparatus. Bor the last twenty years both 
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^nglisb. and French scientists have studied the influence of 
Titerine disease upon cystitis so thoroughly that there seems 
little left to discover in that line. 

Mahboux believes that many cases of cystitis in the female 
are due to gout, having reached this conclusion from an ob- 
servation of cases whet’e all other causes were absent and 
the gouty diathesis present. He "ives a list of the causes 
of cystitis, as classified by Guy on, who states that some cases, 
however, exist whose etiology it is impossible to determine. 
The two cases observed by Mahboux are as follows ; 

Case 1. — July, 1888. Mme. B., 38 years. Eepeated attacks 
of cystitis ; etiology obscure. Grandfather and father goiity ; 
mother suffers from gall stones. As a general thing, enjoys 
good health ; has a tendency to shortness of breath. Com- 
plexion blotched. Heart and lungs normal. Acid dyspepsia. 
Menstruation regular ; no uterine derangement. Within the 
past eighteen months has had three violent attacks of cys- 
titis, characterized by hypogastric pain, frequent and painful 
micturition ; urine scanty, red, and burning. 

Patient follows for twenty-one days a ti-eatment consisting 
of the ingestion of weak mineral water, of baths and vaginal 
irrigation. The cystitis reappears in the month of August of 
• the next year. Patient limps from a supposed sprain. Mab- 
houx, upon examination, doubts the sprain and diagnoses an 
•attack of gout, the idea then occurring to him that the cystitis 
is due to the same cause. 

Vesical irritability is very great, but at tlie end of a week 
there is decided improvement. During the winter of 1889- 
1890 there is a slight return of the trouble, which disappears 
under the administration of the salicylate of soda. Patient 
■considers herself cured and does not return to the baths of 
Contrexeville this year. 

Case II. — Mme. C., 48 years. Good health, except for fre- 
quent migraine. Father died of albuminuria after long suf- 
fering from gout. Has two children, the elder 25 years old. 
•Suffers from migraine, and passes urine containing uric acid. 
Menopause four years before. 

In 1888-1889 patient suffered from oppressive sensations 
without cough or fever; urine contained brick-dust deposit, 
and two attacks of nephritic colic residted in the passing of 
reddish bodies the size of a millet seed. The last attack was 
in February. In klay the patient was suddenly seized with 
suprapubic pain, frequent desire to micturate, and a sense of 
vesical fulness ; urine red and burning. Eo lumbar pains ; 
no gravel. Baths, emollient drinks, and opiated washings of 
the bladder for eight days cause a disappearance of the acute 
symptoms, but urine remains cloudy for two months. 

In August patient takes the “ cure ” at Wildungen, which 
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gives relief to the veaical catarrh ; but she suffers from pain 
in the left ankle, which is red and swollen ; big toe of right 
foot red and sensitive for twenty-four hours. The following 
winter slie suffers from asthma, and in the spring of 1890 the 
cystitis reappears. Patient comes to C’ontrexeville in July ; 
has vesical catarrh, Ileberden’s nodules on the lingers, and 
small tophi on one ear. 

Mabboux did not hesitate to diagnose gout, and the treat- 
ment was followed by prompt relief. 

The author cpiotes from Parthc/C, Todd, Garrocl, and 
Lecorche, in whose works upon gout may be found a refer- 
ence to vesical gout. Guyon, while not admitting arthritism 
as a cause of cystitis, acknowledges to having met with 
eases of cystitis ‘‘evidently related to acute attacks of gout.” 
As to its occurrence in the female, no arguments can be de- 
duced from anatomy or phy.siology in contradiction of the 
fact. The intluence of gout upon the otlier pelvic organs, 
especially the uterus, is undisputed. Why should the bladder 
be exempt from this intluence i 

The etiological diagnosis is certxinly not easy, but may be 
reached by e.xclusion and the study of commemorative signs. 
There are a few symptoms which may indicate the nature of the 
trouble : the sudden onset, intensitvof the suprapubic pain, and 
a sensation of fulne&siu the pelvis. Should the vesical symp- 
toms follow an attack of articular pain, it will simplify the 
diagnosis. In the treatment of the acute stage, the salicylate 
of soda is to be preferred to colchicum. In a chronic cuuditioii 
of vesical catarrh, mineral watera are indicated; they should 
be feebly alkaline. The waters of Contrexeville, jffartiguy, 
and Vittel, which are sulphurous and contain calcium, are 
good ; they render the alkaline urine acid, clear out the 
mucus and phosphates from the bladder, and counteract the 
gouty diathesis. The diet and habits of the patient should 
be carefully regulated ; especial care should be exercised dur- 
ing the menstrual period, because of the intimate relations 
between the uterus and bladder in respect to circulation. 

If the gouty diathesis be pronounced, salicylate of soda, or 
weak preparations of colchicum frequently administered, may 
be useful. aimee katmonu. 

8. Jacob: Cases treated by Massage {Bulletin de la 
Sooiete Beige de Gynecologie et d'‘ Ohstetrique ). — Jacob reports 
on several cases of gj’neeological affections treated by mas- 
sage, and comes to the following conclusions : 

1. In cases of simple uterine prolapsus — that is to say, with- ^ 
out complications on the part of the vagina or the annexes of 
the uterus — massage constitutes a means of rapid cure. 

2. Massage will cure prolapsus of the ovaries. 
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3. Eecent uterine displacements. 

4. It will cause para- and perimetric exudates to rapidly 
disappear. 

5. Chronic salpingitis is ameliorated. 

6. Also chronic uterine affections, as meti-itis and endome- 
tritis. Q- 

9. Lokiot: Separation of the Cord in Premature In- 
fants {Jouvn. des Sages-Femmes, February 16th, 1891). — In 
theSoc. Obst. et Gynecologique do Paris, Loriot cites the ease 
of an infant, born 'three weeks before term, whose- umbilical 
cord did not fall off until about the sixteenth day. He quotes 
Charpentier as saying that ordinarily the cord falls off from 
the third to the fifth day, but in premature infants not until 
the sixteenth, seventeenth, and even the eighteenth day. 

a. p. 

10. Desguin, Leon : Extirpation of the Rectum for 
Cancer by the V agina and Perineum, with Preservation 
OF THE Sphincter {Gazette de Gyn.^ January 1st, 1891). — 
In certain appropriate cases, especially those in which the 
recto-vaginal wall is more or less involved and the anus re- 
mains intact. Dr. Desguin recommends this operation, which 
is performed in the doi’sal position, with — 

1. An incision of vaginal mucous membrane transversely 
in the superior cul-de-sac, as for a vaginal hysterectomy. 

2. Two longitudinal incisions surrounding the vaginal per- 
foration and joining toward the inferior third of the vagina 
to the left of the posterior column ; from this point a paral- 
lel incision to the vulva, which is reached one and a half cen- 
timetres from the commissure. 

3. The incision is continued on the skin surrounding the 
anus to a distance of two centimetres as far as the ano isehia- 
tic line. This last incision is deepened, and the rectum dis- 
engaged laterally to the carcinomatous portion. The cut is 
made perpendicular to its axis, making use of portions of the 
vaginal incisions. The anus, which has been freed, is dilated 
hy a large depressor, and the portion to be extirpated is dis- 
sected from its adhesions by the scissors both througii the 
anal orifice and the lateral incisions. Sutures are introduced : 

1. Fi-om the superior portion of the intestine to the anal end. 

2. Continuous suture for the vagina without touching the 
peritoneum. 3. Some deep silver sutures for the perineum. 

G. P. 

11. Doleris, a. : Yegetating Tumor of the Tubui^ar 
Mucosa, or Papillomatous ENDosALPiNGiTis(A^oz«tW/^s Avch . 
d'Olst. et de Gyn., January 25th, 1891). — Dr. Doleris pre- 
sents a very interesting case of a tubular papilloma which 
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he removed bj’ a laiiar.itoiny. Before the tluid was with- 
drawn from it, it was about the size of a melon. Tiio right 
tube was converted into a cyst with thickened walls, the in- 
ternal surface of which was covered with arborescent vegeta- 
tions; three-quarters of the cyst was lined with them. The 
structure of the vegetations was that habitually encountered 
in papillomatous growths. 

The author calls attention to : 

1. Tlie rarity of this variety of tumor, of which, to his 
knowledge, there has not been one shown like it in France. 

2. The clinical reality of the occurrence of a periodical 
hydrorrhea of tubular origin (the patient at intervals had a 
profubC, light rose-colored discharge, so profuse as to deluge 
everything when it occurred), although the uterine orifice 
of the tube seemed too small to permit a liquid the consist- 
ence of syrup, such as filled the tumor, to filter through. lie 
goes on to state his belief in the possibility of evacuating the 
tubes b}' the uterus, even though the uterine orifice of the 
tube is so small natuially as only to admit of a bristle; under 
the pressure of the fluid the muscular structure of the tube 
dilates and permits of the evacuation, more or less quickly, 
of a tluid. 

3. The vegetating nature of the tumor is not a proof of its 
malignity, and the structure of the epithelial layer (at certain 
points of the vegetations there were double and triple rows 
of superimposed epithelial cells) has no other significance 
than that to be attached to any excessive vegetation. The 
future alone will decide this point. 

dr. In spite of the failure of such a course of treatment in 
this instance as peimanent dilatation, curetting and drainage 
of the uterus, that this course of intra-iiterine therapeutics may 
be of use in many instances of tubular and tubular-ovarian dis- 
ease should not be lost sight of. gkace peckiiam. 

12. ScKROEDER, EiciiARD (Berlin): Exasiikations ix Ke- 
PERENCE TO THE CoXSISTEXCE OF THE BlOOD DURING PREG- 
NANCY AND IN THE PuERPERIUAI, AND THE COMPOSITION OF THE 

Amniotic Fluid {Arc/iiv fur GynaJcologie, Band xxxix., Heft 
2). — Hasse in 1836 made examinations of the blood of twenty- 
seven pregTiaucy cases, and at the end of twenty years had 
examined thirty-seven more. His results showed that the 
specific gravity is diminished, especially up to^ the eighth 
month, the fibrin is increased, there is a diminution of hemo- 
globin and a diminished number of red blood corpuscles, so 
that the condition during pregnancy is really one of chlorosis, 
and that this condition will explain many of the symptoms. 
Spiegelberg and Gscheidlein, on the other hand, found (ex- 
perimenting on pregnant dogs) that the amount of blood was 
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increased during tlie last half' of pregnancy that the amonnt 
of hemoglobin is rather increased than diminished, and that 
the amount of water contained is only slightly increased, if 
at all. Cohnstein observed that the amount of hemoglobin 
is increased, hut that there is a diminution in the number of 
red blood corpuscles (experimenting upon pregnant sheep). 
Fehling experimented upon pregnant women, and found that, 
the hemoglobin was increased, as were the number of red 
blood corpuscles. He also examined the blood post partum, 
and found that in the majority of the cases (forty-seven out 
of eighty-three) the amonnt of hemoglobin was diminished,, 
in ten it remained unchanged, and in twenty-six there was 
a slight increase. The greatest diminution (forty-one per 
cent) occurred in cases of placenta previa, due, of course, to 
the great loss of blood. Counting the red blood corpuscles 
showed three to four million to one cubic millimetre (mini- 
mum 2,330,000, maximum 4:,750,000). After delivery a dim- 
inution of their number occurred. This would go to prove 
that a chloro-anemic condition is not a normal condition in 
pregnant women. For these experiments Fleischl’s appara- 
tus was employed. 

Meyer made experiments in Berne, and they gave entirely 
different results from Fehling’s. He showed, first, that in 
pregnant women during the latter months the number of red 
blood corpuscles and the hemoglobin are diminished ; second, a 
short time after delivery the number of red blood corpuscles 
and the amount of hemoglobin are markedly diminished — this 
must be attributed to the loss of blood during labor ; third, in 
the puerperal state an increase of red blood corpuscles and 
hemoglobin occurs, and this is sometimes greater at the end of 
the second week than it was during pregnancy. 

Keiul, seeing that the two previous experimenters . dif- 
fered so materially, took up the subject, and his results cor- 
responded quite closely with those of Fehling, namely, that 
there is no chloro-anemic condition normally existing during 
pregnancy. 

In making his experiments S. employed two instruments — 
Fleischl’s hemometer and Gowers’ hemoglobinometer. The 
blood was obtained by pricking the finger of the patient with 
aneedle and mixing it with distilled water. To count the num- 
ber of red blood corpuscles, themelangeur of Thoma-Zeiss was 
employed. The blood was mixed with ordinary salt solution, 
Two drops were always counted. Experiments were made 
upon forty-two cases, eight of these living in the hospital dur- 
ing pregnancy ; the remainder did not enter until just before 
their delivery. Of these eight, three showed a small amonnt 
of increase of the hemoglobin, three a marked diminution in 
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tile same, and two were chlorotic patients. In all but one case 
a diminution in the number of red blood corpuscles was ob- 
served, Of the thirty-four who lived out of the hospital, 
twenty-live showed an increase in the amount of hemoglobin, 
and only nine showed a diminution, From these resiuts we 
must acknowledge that an increase in the amount of hemo- 
globin occurs three times as often as does a diminution, as 
shown by my experiments as well as those of Fehling and 
Keinl, As to the number of red blood corpuscles in these cases, 
in the nine there was a diminution corresponding to the dim- 
inution in the amount of hemoglobin. Of the twenty-live 
cases, in all but four there was an increase in the number 
of red blood corpuscles. These experiments were all made 
before delivery. 

The blood was next examined two days after delivery, and 
in nearly all of the cases there was a diminution both in the 
amount of hemoglobin and the number of red blood corpuscles. 
This fact can probably be attributed to the blood lost during 
labor. 

The third series of e.xperimeuts were made upon the women 
from ten to twelve days after delivery. In twenty-live of the 
cases the amount of hemoglobin was increased, in eight it was 
diminished, and in four it remained unchanged. In twenty- 
two eases the numbm’ of red blood corpuscles was increased; 
in fifteen cases it was diminished. 

Experiments were also made with reference to the relation- 
ship between the conditions of the amniotic fluid and the 
hemoglobin, with the following results: We must consider 
the amniotic tliiid as a serous transudation from the maternal 
vessels, and this undergoes, the same changes as does the 
blood during pregnancy. If the amount of hemoglobin is iiy 
creased, then the amount of albumen in the amniotic fluid is 
nlso increased. lkonakd s. kau. 


ITEM. 


De. Eobeet Baenes has retired from the active practice of 
his profession, and now resides at Lyss, Hants, coming in to 
London once a week for specially-appointed consultations at 
the residence of Dr. Fancourt Barnes, Y Queen Anne street, 
Cavendish square, 'W. 
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AUTOMATIC MENSTRUAL GANGLIA— A NEW THEORY OF 
MENSTRUATION,’ 


BV 

FRED BYRON ROBINSON, B.S , M.D., 

Professor of Gynecology in the Post-Graduate Medical School, 
Chicago, m. 


The views contained in this paper are that menstruation 
is governed by nervous ganglia situated in the walls of the 
Fallopian tubes and uterus. I have designated these nervous 
•structures as axdomatiG mensh'ual ganglia. As a deduction 
■of this theory, tubal motion and tubal changes will be con- 
sidered the most marked phenomena of menstruation. 

The question may be asked, What is a nervous ganglion ? 
A nervous ganglion is a collection of nerve cells. Its con- 
stituents are nerve cells and nerve fibres. It is an ideal ner- 
vous centre having a central, conducting, and peripheral ap- 
paratus. A ganglion is a little brain, a physiological centre. 
It has the power of receiving sensation and transmitting mo- 
tion. It is automatic in itself. It possesses the power of 
nourishment and controls recreation. Reflex action can be 

‘ Read before the Gynecological Society of Chicago, June 19th, 1891. 
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demonstrated in it. Wliat are called motor, sensory, and 
sympathetic nerve fibres are found in its composition. The 
peculiar feature of a nervous ganglion is rhythm. It performs 
cyclical movements. It has a periodic function which con- 
tinually waxes to a maximum or wanes to a minimum. It 
lives a rhythmic life. Its periods of action vary from a few 
seconds to a montli 

1. The jj/'oof of the exielence of the fjaiu/lia, in the tubes and 
uterus from analogy . — All hollow viscera have ganglia in 
their walls. Histologists have long known that many viscera 
possess ganglia which have automatic power. The names of 
Bidder, Schmidt, Ludwig, Remab, Meissner, and Auerbach 
are associated with the discovery and description of these 
visceral ganglia. 

(< 2 ) I have satisfied myself many a time, in vivisection on 
dogs and other animals, that the heart has nervous centres or 
ganglia, which will continue to act independently of their 
cerebro-spinal connection. It is not only clear that the heart 
has automatic ganglia, but that nearly all these ganglia are 
centred in the walls of the auricles. I have often watched 
the heart’s action gradually die out from apex to base. "We 
know by experiment that the heart will perform its cycle of 
contraction independently of its external connection. These 
automatic nervous ganglia situated in the wall of the heart 
keep up its rhythm, its cyclical action, its ijeriodic movements. 
They explode oftener than once a second. I have severed 
the heart from its attachments in some animals and watched 
its beating cease, when, if left alone, it would be stiU for- 
ever ; but by applying stimulus to the ganglia the heart 
would again perform its rhythm. It would beat and explode 
just the same as when it was connected to the cerebro-spinal 
system. Hence few observers doubt that the ganglia of Re- 
mak. Bidder, Ludwig, and Schmidt sustain and control the 
rhythm of the heart. One can prove by experiment that there 
are several ganglia situated in the auricle by cutting pieces 
out of its wall. If these pieces are stimulated they wiU go 
through a distinct rhythm. 

(5) A lax'ge number of experiments on the intestines of 
animals (especially the dog) convinced me distinctl}'- that the 
intestines are endowed with automatic ganglia in a similar 
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manner to the heart.- These ganglia are called the plexus of 
A.uerhach and the plexus of Meissner, If a dog is killed and 
the abdomen is opened in a room of 75°, the intestines can be 
induced to perform peristalsis for an hour after death by tap- 
ping them occasionally with a scalpel. As soon as the intes- 
tines are exposed to the air or tapped with the scalpel, they 
begin to go through wonderful vermicular movements resem- 
bling a moving bundle of angle-worms. I have often demon- 
strated the peristaltic movement of the intestines an hour after 
death, so that it can be stated that the automatic ganglia of 
the bowels will perform their i-hythm independently of the 
cerebro spinal centre. I have found the intestines in autopsies- 
invaginated, and from the non-congested and non-inflammatory 
condition of the gut wall I had no doubt the invagnation oc- 
• cux'red entirely after the patient’s death. This non-inflam- 
matory telescoping of the intestines in dying subjects is called 
the invagination of death.” It can be perfectly demon- 
strated in a dog’s intestines fifteen to thirty minutes after he 
is dead. Hence the nervous bulbs studded over the plexus 
- of Auerbach and the plexus of Meissner are the automatic- 
ganglia which induce, sustain, and control the rhythm of the 
intestines. The vigorous rhythmic exercise or explosion of 
the intestinal ganglia is what causes colic, and in bowel ob- 
struction occurring in patients having thin belly walls I have 
observed this with perfection. The intestinal rhythm caused 
by the ganglia can he beautifully seen in the defecating gut 
of a patient on whom colotomy has been performed. I have 
never seen the cause of the pain in angina pectoris vexy satis- 
factorily explained. I would suggest that it is colic of the 
heart, caused by abnormally vigorous action of the lieart’s 
automatic ganglia ; that the desperate pain in angina pec- 
tox’is is due to the excessive exex’cise or abixox’inally vigox’ous, 
irregular rhythm of the automatic ganglia situated at the base 
of the heart. Hence, clinically, no doubt, we see the abnor- 
ixially vigorous rhythm or irregular rhythm of the heart in ' 
what is called neuralgia or spasm of the heart, or angina 
peetox-is. The ganglia offer the best explanation. Clinically 
we see in the intestines the exercise of Auerbach’s and Meiss- 
ner’s ganglia in vax-ious diseases. In colie and bowel obstruc- 
tion we see an excessively vigorous, irregular action of the. 
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ganglia. We note an e.xcessively irregular action of the 
ganglia in tlie desperate, painful colic of children, which I 
believe amounts in many eases to an invagination with subse- 
quent spontaneous disiuvagiimtion. It may be noted that ir- 
Tegular action of the boNvel ganglia occurs in children where 
the cerebrum is insuffieientlj' develojied to force the ganglia 
of Meissner and Auerbach into subjection and tlius secure a 
regular rhythm of the gut. We also see irregular gangli- 
onic action in the bowel where the cerebrum is diseased and 
hence has lost a controlling inHueuce, Iii chronic constipa- 
tion, and in the paralysis of the gut during peritonitis, we see 
•disease of the ganglia producing such loss of power that the 
ganglia cannot initiate or sustain sufficient peristalsis to e.xpel 
the bowel contents. 

(c) The same statement can be made relative to the blad- 
der. It is supplied with two kinds of nerves. One kind is 
tlie cerebro-spinal. The other kind is the sympathetic nerves, 
which especially go to the body and summit of the bladder. 
These nerves are studded over with ganglia which may be 
styled automatic vesicular ganglia. These ganglia are closely 
associated with the blood vessels and walls of the bladder, 
and have an influence in controlling the rhythm of this cyst. 
As an e.xample to demonstrate the action of the automatic 
ganglia in the bladder, I took from a stag weighing four- 
teen hundred pounds the bladder, penis, and rectum. In 
twelve hours after it contracted quite small I then dilated 
it, and thirty-si.x hours after it had again contracted smaller 
than ever and would not contain half a pint of fluid. This 
bladder continued its rhythmic action for more than forty 
hours. It is not mere elasticity, as-oue can watch t]ie rhythm 
of segments. It can be well demonstrated by injecting, its 
blood vessels with red fluid and then watching it for a day, 
when the slow, cyclical rhythm can be plainly seen. The 
sacral spinal nerves preponderate at the neck of the bladder 
and endow it with sensation. They likely hinder it from 
rhythm, while the body and summit of- the bladder ai’e 
mainly supplied with sympathetic nerves. They give it 
blunt sensation and rhythm. But the summit and body of 
the bladder are the parts endowed with ganglia, and they 
are also the parts endowed with cyclical rhythm. 
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If a rubber bag is inserted into tbe bladder and then tilled 
with fluid, having its external end connected with a mercury 
gauge, it can be plainly seen that the bladder undergoes 
intermittent contraction. It will demonstrate its rhythm. 
Clinically, this rhythm can often be observed in retention of 
urine. The filling bladder will periodically make vigorous 
efforts to expel its contents, and the pain felt at those times 
can be easily mistaken for colic. Hence the bladder is en- 
dowed with automatic ganglia, which are mainly situated in 
the walls of the body and summit, especially localized along 
its highways of nutrition (blood and lymph tracts). These 
ganglia preside over the rhythm of the bladder, 

{d) The analogies of the heart, intestines, and bladder are 
quite apparent, and can reasonably be carried to the uterus 
and tubes. They are all hollow organs. The tubes and ute- 
rus are no exception to the other abdominal viscera. What 
is said in this paragraph is the result of examination of over 
seven hundred uteri, tubes, and ovaries, of woman, cow, pig, 
sheep, and dog. Some of the examination was carried on 
during the life of the animal, and in quite a number of eases 
I noticed the action of the tubes in living woman during ope- 
ration. Much of the work was done on freshly butchered 
animals, where the organs were removed before the general 
muscular twitching had ceased. My first distinct attention - 
was drawn to the idea that the heart, intestines, uterus, and 
tubes acted similarly by observation in the slaughter house. 
Dr. 0. S. Miller and myself were watching the slaughter and 
evisceration of a cow weighing fifteen hundred pounds. The 
cow was in the eighth month of pregnancy. The butcher 
amputated the large uterus, containing the calf, a little above 
the internal os. I noticed that the amputated portion of the 
uterus containing the calf went through a peculiar series of 
rhythmic motions. But the interesting scene was the ampu- 
tated stump left on the body of the cow. The stump was 
about six inches long and three inches thick. This stump 
performed its peculiar rhythm long after the cow was dead.. 
It slowly described circles and arcs with diameters varying 
from an inch to four inche.s. Each muscular layer of that 
tbick uterus worked in perfect harmony. Ho uterine layei- 
of muscles interfered with any other. Every part of .the 
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uterine stump seemed to work with intelligence or a kind of 
cpiasi-judgment during the rhythm. At one time tlie cir- 
cular muscular layer would go through a slow hut distinct 
rhythmic circle before any other muscular layer would begin. 
Then, gradually, the longitudinal muscular layer would begin 
to act, and the end of the stump would describe a rhythmic 
cycle, and thus it continued to repeat the rhythmic action 
until we left an hour after. During the activity of the stump 
the most striking e.xample of the action of the two muscular 
layers of the utenis could be seen, for while one layer worked 
vigorously the other remained still. Another striking exam- 
ple to show that the hollow uterus has its own automatic 
ganglia may be observed b}* taking the uterus out of a cow 
immediately after death. The uterus should be that of a 
multiparous cow, because such have long, thick, tortuous, 
helicoid arteries. Now carefully inject the utero-ovarian ar- 
teries with red fluid. Observation will easily detect rhythm 
in the segments of this uterus for some forty hours after death, 
in a 75° room. The rhythmic waves that pass over the 
uterus will shift the fluid from on.e segment to another, so 
that the quantity of fluid is not uniform in each segment. 
The rhythm sometimes takes place very slowly. This phe- 
nomenon is not elasticity. But, clinically, the rhythm of the 
pregnant uterus has been known since the art of obstetrics 
began. My purpose here is simply to draw attention to the 
independent action of the uterus from a cerebro-spinal con- 
nection, and to show that the uterus has automatic ganglia 
like other hollow viscera. 

Labor will take place under profound anesthesia. Children 
have been expelled from the uteri of dead women. All this 
is due to the nerve apparatus of the uterus. Some Ereneh- 
man severed the spinal cord of a pregnant sow below the 
brain, thus pai’alyzing all the voluntary muscles which aid in 
parturition, yet the sow had her pigs. The uterus drove one 
pig into the vagina, but as the abdominal muscles were para- 
lyzed the pig had to be driven out by the second pig, which 
was pushed against the first by the contracting uterus. 

(e) The Fallopian tube is simply a continuation of the 
muscular walls of the uterus, but not of the endometrium. 
The endometrium seems to be a temporary gland, whose 
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•duration of active life is the menstrual period. The analogy 
of the hollow tube of the intestine or heart is very close. 
ITearly all the original work done on this subject was in rela- 
tion to the tubes, for I consider them the most important 
organ in menstruation. The object of menstruation is to get 
an egg from the ovary to the interior of the uterus. This 
can be done by a properly prepared Fallopian tube. It seems 
to me that menstruation begins and ends in the tubes, and 
that the importance of the tubes overshadows all other or- 
gans in menstruation. When the tubes begin their rhythm 
the girl has arrived at puberty. Tubal motion is a sign of 
womanhood. When the tubes begin their cycles it is a her- 
aldic sign that the gland called the endometrium is prepared 
to nourish an ovum. The endometric gland is no doubt often 
prepared to nourish an ovum before tubal motion or men- 
struation, and from the examination of nearly eight hundred 
ovaries I am fully satisfied that ovulation goes on from be- 
fore birth until the end of life, or till the germinal epithe- 
lium is worn out. Actual observation of animals convinced 
me of that. One can see no changes in the ovary at puberty, 
except that of increased vascular supply. I never could find 
any periodicity, nor signs of it, in the ovulation of woman, 
cow, or sheep. The ovules simply ripen progressively and 
bm’st when they are mature, whether that be at menstrua- 
tion or at some other time. 1 am sure they often burst by mere 
mechanical accident. Hence it does seem that menstruation 
and ovulation are two different processes. Two statements 
may then be made relative to an egg being carried into the 
uterus : First, when the tube goes through its menstrual 
rhythm it may secure an egg, if it happens to be ready and 
bursts. Second, the tube may secure an egg, if its fimbriated 
funnel becomes glued on to the ovary at a point where there 
is a maturing ovum. 

2. The pi'oof of the existence of the ganglia in the tubes 
from direct observation and expen'iment . — ^If a female dog 
is taken and well anesthetized, and her abdomen opened, 
the short white Fallopian tubes can be found just posterior 
to the kidney, at the abdominal end of the double uterus. 
Two important matters will be observed— first, the condi- 
tion of the tube ; second, the position of the tube. If the 
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animal is not in rnt, wliicli is very analogous to raenstnia- 
tion, the tubes will be very white, small, and still. They 
are very much contracted, and the fimbriated end generally 
lies as far from the ovary as the fimbria ovarica will per- 
mit. In short, in the interestrual time non-congestion and 
quiescence mark the tubal condition. The condition and 
position of the tube at the period of rut are wonderfull}’ 
changed. The tube is very much swollen and elongated ; 
it is dark blue from, especially, venous congestion. The 
surrounding blood vessels arc enlarged, tortuous, and distend- 
ed. The tube shows convolutions and tortuosities plainer 
now than at other times. The tube having become longer 
and thicker, its entire position is changed. The strip of 
(muscular) tissue which connects the fimbriated end of the 
tube to the ovary has shortened, and the funnel mouth of the 
Fallopian tube is closing on to some portion of the ovary. At 
the climax of the menstrual rhj’thm the fimbriated mouth of 
the tube is often glued or cemented on to the ovary by a kind 
of glairy exudate. The cai’eful examination of nearly eight 
hundred tubes satisfactorily demonstrated to me that the 
tubes go through a distinct rhythm at menstruation. Men- 
struation is a periodic cycle of the tubes. The tubes go 
through a peristaltic or vermicular motion exactly analogous 
to the intestine. JN’ow, there is only one kind of apparatus 
which produces a rhythm, and that is a ganglion. Hence the j 
tubes go through a rhythm, and they must be influenced by 
a ganglion. The changes in the tube at puberty are as follows : 

(a) It assumes rhythmic movements, {b) Its muscular wall in- 
creases. (c) Its vascularity is much increased, {d) It straight- 
ens out and loses its corkscrew or spiral shape of fetal life. 

(a) Its epithelium becomes ciliated, if) Its gross activity ap- 
pears mainly at the abdominal end. The automatic menstrual 
ganglia during their rhythm produce such changes in the 
tube as will best prepare it to float an egg from the ovary to 
the uterus. As the rhjdhipic peristalsis of the tube reaches 
its climax the tube becomes thicker, longer, and its calibi’e 
wider. The fimbria ovarica shortens and draws a tubal fun- 
nel over a part of the ovary. The tubal walls become deeply 
congested, and the lumen of the tube becomes filled with fluid, 
so that an egg can float through it. A dry, contracted tube 
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witli a narrow lumen offers difficulties for the passage of an 
ovum. If the epithelium of the tube is so altered by disease 
that it does not secrete fluid, the egg may not be able to float 
through the tubal canal, but may become arrested in its pas- 
sage, causing ectopic pregnancy. The reason why an egg- 
does not get into a child’s uterus is because its tube is deficient 
in motion, the fluid in its interior and ciliated epithelium are 
deficient. The ciliated epithelium whips an egg into the ute- 
rus by means of a fluid medium. The rhythm of the tubes, 
caused by the ganglia, prepares them for their function. 
This is done by first drawing the mouth of the tube over a 
part of the ovary ; and, second, by flooding the lumen of the 
tube with serous fluid. Of course it will be only accidentally 
that the mouth of the tube will cover a matured ovum. . The 
vast majority ovulate into the peritoneal cavity. Ovulation 
is a whole life process, while menstruation, or rather tubal 
rhythm, lasts about thirty years. The almost entire separa- 
tion of the tube from the ovary is peculiar to the liigher ani- 
mals, and no doubt lessens the chances of excessive reproduc- 
tion. In the hen the ovary and oviduct are continuous. The 
active explosion of the automatic menstrual ganglia are the 
most marked at the abdominal end of the oviduct. By direct 
experiment it is easy to make the tubes perform their rhyth- 
mic, vermicular movements for half an hour after their re- 
moval from the living. The tubes of a coio, sheep, dog, or 
^ig can be kept going in a warm medium by stimulating or 
pinching them, just in the same manner as pinching the lieart 
or tapping the intestines will keep up the movements of those 
organs in vivisection. I have made this experiment many 
times on the normal tubes of woman where they were re- 
moved for various causes. While the operation is going on 
one can see the tubes going through a rhythm from mere 
manipulation. As soon as a Avoman’s tube is removed, if 
it be normal, one can make it begin to form a rhythm by 
pinching it. The two muscular layers of the tube will work 
separately before the eye. The external longitudinal mus- 
cular layer shortens the tube, while the internal circular 
muscular layer narrows the tubal lumen. A ivoman’s tube 
will keep up this rhythmic motion for about half an hour, if 
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pinelied or stimulated in a medium (salt water is a very good 
medium). 

The large range of movement of a woman’s tube under 
stimulation is very marked, and the vigorous manner in which 
the two muscular layers of the tube work is very noticeable. 
If the circular layer is well stimulated, it will contract with 
such vigor as to resemble a pale, contracted band around the 
point of irritation. The endometrium may be looked on as a 
temporary gland, whose duration of life is the child-bearing 
period. So the automatic menstrual ganglia which govern 
the rhythm of the tubes and make fecundation possible are 
only temporary ganglia, at least so far as function goes. The 
automatic menstrual ganglia begin their functional life in the 
incipient tubal motion. This is not the only organ that acts 
merely at a definite period of life, though the organs exist 
anatomically during the whole of life. The thymus gland is 
largest at birth. Tlie thyroid gland becomes most active in 
girls about 15. The sebaceous glands of males spring into 
functional activity at about 18. When the menstrual ganglia 
of woman begin to cease their functions forever, the sebaceous 
glands of her face assume an active function, and a beard re- 
sults. The salivary glands do not act for three months after 
birth. Ho doubt the woman’s facial sebaceous glands existed 
always, anatomically but not functionally. It has appeared to 
me for some time that there exists some relation between the 
testicles and sebaceous glands in the male, as there does be- 
tween the automatic menstrual ganglia and sebaceous glands in 
the female. 

Whether the rut of animals and the menstruation of woman 
are the same or different processes we will not discuss now. 
Blit the function of the ganglia and their actual rhythmic pro- 
cess would be precisely tlie same in either case. In mammals 
a tubal rhythm with its associated changes is almost a neces- 
sity to transport an ovum from ovary to uterus. I could not 
observe any difference between the state of the tnbe and the 
relation of its mouth to the ovary in animals in rut and the 
menstrual process of woman. The gross anatomy of both 
processes appeared identical. 

Premenstrual Pain . — The pain immediately preceding 
menstruation is generally not well understood. I have ob- 
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served that many gynecologists of the present day attribute 
the premenstrual pain to the uterus. They say the jDain is 
due to the mechanical obstruction to the menstrual fluid. 
These views may occasionally apply to cases. But we will hold 
that the main premenstrual pain is due to an excessive action of 
Ihe tubes or a too vigorous rhythm of them. The automatic 
menstrual ganglia are overexcited and act ii'regularly. The 
excessive stimulation arises mainly from the fluid which finds 
its way into the lumen of the tube. The fluid in the lumen 
of the tube, arising out of its congested state, acts like a for- 
eign body and excites tubal action. The ganglia become im- 
moderately excited in tubes whose lumen is partially or wholly 
closed. The vigorous attempts of the tubes to expel thefluid 
confined in their lumen produce well-known agonizing pain. 
Time after time I have examined women with distended tubes, 
when the patients would repeatedly tell me that the pain ex- 
cited by the examination would last for hours. The dis- 
tended tubes were simply excited into peristalsis by ir- 
ritation of their ganglia. Dyspareunia, so frequent in. tubal 
disease, is not merely a story of pain at the time of connec- 
tion, but of pain that endures for liours. Part of the pain is 
due to trauma of irritable nerves, but the worst pain is caused 
"by setting in motion the vermicular action of the diseased 
tube. The confined fluid in the tubes excites them into peri- 
stalsis, just as irritating substances excite the intestine into 
painful peristalsis. If an intestine, through obstruction, can- 
not expel its irritating contents, the picture of pain is almost 
.identical with premenstrual pain. In fact, I have often won- 
dered whether I was dealing with intestinal or tubal colic. 
It must be remembered that muscle governed by sympathetic 
ganglia acts quite differently from muscle governed by spinal 
Tierves. One is slow and rhythmic, while the other is rapid 
and more spasmodic. 

AnatomioaL — The distribution of the sympathetic nerve 
supply and the spinal nerve supply to the uterus and tubes 
strengthens the theory of automatic menstrual ganglia. Ana- 
tomists agree that the uterine sympathetic plexus branches 
off to supply the uterus and tubes above the point where the 
«acral spinal nerves join the sympathetic chain. The sympa- 
thetic plexus of nerves with its ganglia supplies the upper 
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portion (bodj and fundus) of the uterus and the whole of the 
tubes, while the sacral spinal nerves mainly go to the cervix. 
Now, it is very likely that the (sacral) spinal nerves have little 
to do with any rhythm or cyclical action. It is quite probable 
that they hinder rhythm. They would thus intiuence the cer- 
vix to live a steady life. The ganglia on the sympathetic ute- 
rine and tubal plexus, on the other hand, are posses.«ed of a 
peculiar property called rhythm, so tlieir ganglia would endow 
the uterus and tubes with rhythm. This agrees with the obser- 
vation that the bod}' and fundus of the uterus and the tubes 
are the main part of the genital tract involved in menstrua- 
tion, while the cervix and vagina, mainly supjilied with spinal 
nerves, remain fairly still. The cervix is a mere guard to 
the uterus, and does not share in menstruation. These gan- 
glia mainly follow the blood vessels and the tortuous helicoid 
ai'teries supplying the uterus and tubes, and, being long, give 
much space for ganglia to exist. The ganglia no doubt con- 
trol blood supply by regulating the calibre of the artery and 
the stay of the lilood in the veins. 

3. The microscope^ or sometimes a large lens, will demon- 
strate the existence of the ganglia on the plexus of nerves 
going to the uterus and the tubes. The nerves show uneven- 
ness. At places they coalesce into masses, and the microscope 
demonstrates their ganglionic character. I have frequently 
been able to trace the nerves showing distinct bulbs on the 
posterior part of the uterus. Histologists have some time ago 
shown that little ganglia existed in the walls of the uteri of 
animals. But space forbids further discussion here. Every 
visceral organ has its own supply of sympathetic ganglia 
brought to it on the walls of the blood vessels. Each visceral 
organ requiring it has its own established cycle initiated in 
primordial life. The rhythm becomes strengthened by dif- 
ferentiation into special organs and repetition. 

It seems to me that knowledge of the various visceral 
ganglia will render the function of those organs and their dis 
eases more intelligible. To intelligibly minister to an organ 
diseased one must know its pathology. The treatment of 
any disease comprehends part if not all of its pathology. 
To me the action of the heart under varying states and 
pressure of the blood is more intelligible with some knowl- 
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edge of the automatic ganglia which control its rhythm and 
motion. A knowledge of the functions of the cardiac ganglia 
clears up many an obscure problem and explains the heart’s 
action under varying conditions. The same may he said of 
the ganglia of Meissner and Auerbach in rendering intelligi- 
ble intestinal peristalsis. So a study of what may be termed 
the automatic menstrual ganglia will perhaps throw more 
light on the action of the tubes and uterus — organs around 
which woman is built both mentally and physically. "We 
suggest that the rhythmic function of the endometric gland, 
its nidation and denidation, should not be neglected as a part 
■of menstruation ; but space forbids discussion. 

The ganglia in the uterus and tubes of woman generally 
induce a cycle once a month during their functional activity. 
The ganglia explode monthly. In the lower animals the au- 
tomatic uterine and tubal ganglia explode in periods which 
correspond to the cycle of the rut. It is here concluded that , 
whether rut and menstruation be the same or different pro- 
cesses, they are governed in their rhythm by the automatic 
uiterine and tubal ganglia. 

"Will these automatic ganglia aid in explaining the funo- 
■tion of the uterus, tubes, or ovary after surgical or other de- 
structive procedures on any one of the three? I think they 
will. That menstniation is closely connected with the ner- 
vous system, and that, too, with the sympathetic as it has 
Thythm, is a common observation. Herve disturbances dis- 
turb menstruation and its rhythm. A sprain in the wi’ist 
has checked menstruation. I know a patient who while men- 
-struating became frightened by a whistle from a train and 
did not menstruate for a year. Sudden changes in tempera- 
ture will alter its rhythm. The mere expectation of marriage 
will occasionally make its rhythm regular. Marriage, by 
mental and physical stimulation to the genital apparatus, will 
often induce regular menstruation. When the nervous sys- 
tem is impaired in strength by wasting disease, there may not 
be enough vital energy to induce and sustain menstrual 
rhythms. Tubercular girls cease to menstruate. It is a 
•common observation that fat persons have wealc resisting 
powers, and fat girls are notoriously irregular. In a preeo- 
-cious, abnormally developed girl we may see early menstrua- 
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atiou. In pregnancy and nursing, menstruation is arrested 
because the nervous vitality is expended in nourislnnent. 
The miserable and painful failure of an infantile uterus in 
menstruation is rather from a deficient endometrium. If 
vital energies are directed into different channels, or vitality 
gets to a low ebb, the remaining powers may be insufficient 
to initiate and sustain the regular menstrual rhythm. 

From the views entertained in this paper, that menstruation 
and ovulation are separate processes, and that the automatic 
ganglia are situated along the oviducts and uterus and pro- 
bably closely related with the ovary, it would not be expected 
that removal of the ovaries would cause menstruation to 
cease suddenly. The automatic ganglia of the tubes and the 
uterus are still intact and will execute their rhythm. iVIahy 
gynecologists give evidence that this agrees with natural 
facts. Ovaries arc extirpated and tubal motion continues. 
However, the destruction of a jiart of a connected complex 
organ soon destroys the nice balance, and nourishment of the 
gauglia would in time doterioi-ate, and then insufficient nerve 
vitality with lack of ganglionic harmony would fail in start- 
ing and maintaining a menstrual rhythm. Extirpation of the 
tubes would quite elfectually aid in arresting menstruation, 
though not entirely, as many ganglia would be left in the 
uterine wall. Yet in the very plan of the machinery the tube 
is no doubt designed to execute more motion than the uterus, 
which could perform its functions while remaining quite stifl. 
By the German gynecologists, during several years’ residence 
abroad, I was informed that, removal of the tubes in a vast 
majority of cases caused a rapid checking of menstruation. 
Mr. Lawson Tait writes that the total removal of the tubes 
arrests menstruation in ninety per cent of cases. Is it not 
strange that a tube cut otf two inches from the uterus will 
maintain the rhythm? Actual cases prove that when only 
the diseased ovaries are removed from women, with inflam- 
mation existing in the tubes, they are but little helped in 
their misery. The active organ in menstruation is the tube, 
and it will execute its rhythm unless removed. Ligating the 
tubes is not a rational method, as it will not check the rhythm. 

Finally, the tubes and most of the uterus being removed, 
menstruation will neaidy always stop. The ovary, left without 
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a tube, would not sustain menstruation. Cases are reported- 
where the tubes and ovaries and most of the uterus were re- 
moved, but menstruation continued. In such cases, no doubt, 
a sufficient number of automatic ganglia were left to start 
and sustain a menstrual rhythm. In such cases I suggest that, 
investigation of total removal of the organs and also of the 
reality of continued menstruation should be carefully done> 
Patients often call any bleeding menstruation. 

I Avish to thank Dr, C. S. Miller, of Toledo, Ohio, Avho- 
worked so long Avith me on this subject, and Dr. Christopher 
Martin, of Birmingham, England, who kindly aided me very 
much in the Avork. 

999 W. Madison Street. 


A EEPORT UPON CERTAIN OPERATIONS DESIGNED TG 
PRESERVE THE UTERINE APPENDAGES.' 


BY 

AVLLHAM M. POLK, M.D., 
New York. 


I AssoME that the larger number of Avorkers in the field of 
uterine disorders agree upon the propriety of abdominal sec- 
tion when, in spite of the proper application of non-operative 
measures, a sufficient amount of disease persists in the uterine 
appendages to render the possessor a chronic invalid. The 
lesions presented in such cases may be roughly classed under 
certain headings, such as “ hydro-salpinx,” “ hemato-salpinx,” 
“ chronic endosalpingitis and parenchymatous salpingitis ” 
(chronic salpingitis and pyo-salpinx), “purulent and blood 
cysts of the ovary,” and “ pelvic abscess.” 

Ovarian tumors might be mentioned here, but as lam deal- 
ing Avith lesions commonly presented in conjunction with, or 
resulting from, peri-uterine inflammations, such tumors are 
not here referred to, nor do I refer to disease dependent xipon 
tuberculosis or cancer. 

Hydro-salpinx, no doubt one of the closing stages in a sal- 
pingitis, has generally associated Avith it a disseminated cystic 

'A paper read before the Obstetric Section, American Medical Association 
at Washington, May 6th, 1891. ' 
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degenenifcion of the ovary, whicii, taken with the condition of 
the tube, forbids the hope of a restoration of the function of 
the organs, save in such an imperfect manner as to render it 
rather a curse than a blessing. But even if the attempts at 
menstruation should be measurably painless, yet it is evident 
that beyond menstruation the organs cannot go, and this 
holds good for the remainder of the patient’s life. 

There is much reason to believe that a like statement may 
be made touchiug most cases of liemato-salpinx, although here 
tlic ovary is less likely to be irreparably diseased than in the 
former condition. liemato-salpinx exists in two forms. One 
is no more than a tube, closed probably at the outer end, which 
contains menstrual blood; the closure arrests the current, and 
the blood forms, much as we find it in the stumps of tubes 
after salpingotomy. Ultimately the blood may be discharged 
into the uterus. There is no coaijulation. Another form is that 
in which the tube contains a blood clot made up of concentric 
layers, the layers obviously the result of successive hemor- 
rhages from the diseased membrane lining the tube. This 
clot may attain the size of the normal non-pregnant uterus, or 
be even larger, and can only be dissipated by a process of de- 
generation and absorption similar to that which pertains to 
such clots elsewhere. It is possible that this last condition 
is but a more advanced stage of the first mentioned, but when 
it has occurred there is abundant reason to assume that the 
tube is destroyed. An examination of a tube so filled will, I 
think, bear out this statement. But not so in the cases where 
you have merely the fluid, or, as 1 believe it to be, menstrual 
blood. Here the tube in the main is in a condition which 
permits us to believe that it may be restored. 

The next condition is chronic salpingitis — a condition prer 
senting various aspects. These may be classed as presenting 
the following features, more dr less combined in many in- 
stances; endosalpingitis and parenchymatous salpingitis. In 
all there is an accumulation of mucoid or purulent fluid ; in 
some the purulent accumulation is excessive, causing a dilatar 
tion of the tube, this dilatation equalling in extreme cases 
the dimensions of a distended intestine. This is the pyo- 
salpinx, or pus tube. "Whenever the cavity of the tube is 
•distended, the ends, especially those of the fimbriae, are closed 
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by a prior inflammatory action. The so-called parenchyma- 
tous salpingitis is that form in which the walls of the tube 
are thickened, in some instances to such an extent as to en- 
croach upon and almost close the cavity of the tube, even 
at the infundibulum. Peritoneal adhesions prevail in nearly 
every case of salpingitis, and yet in quite a number of in- 
stances of salpingitis— the parenchymatous forms — we find 
the fimbriated end of the tubes open, and it is to be pre- 
sumed that the uterine end is likewise free. 

Turning now to the ovaries, we find that they present the 
following changes ; enlarged from prolonged congestions ; dis- 
seminated cystic degeneration (this does not refer to the 
small, pearl-like bodies confined to the surface of the organ, 
which appear to be harmless) ; one or two cysts, involving a 
third or even one-half of an ovary; and, lastly, cysts containing 
pus or blood. The cysts containing blood are the hematomata 
of the ovary, not corpora lutea. 

I do not make any apology for this condensed statement of 
the conditions met with in chronic inflammatory disorders of 
the appendages, because I intend using it only as a ground- 
work for the suggestions I now propose to offer touching the 
conservative management of them. 

It is idle to suppose that, with our present means of di- 
agnosis (including the aspirator), the conditions presented 
in chronic diseases of the appendages can be differentiated 
short of an exploratory incision. A single fact, which has 
no doubt been observed by many of you, substantiates this 
statement. I refer to cases in which upon removal the ovaries 
are found to contain pus, and yet, for months prior to the 
operation, no symptoms pointing to distinct purulent ac- 
cumulation have been present. The problem, then, as to 
the contents of the diseased tube or ovary, short of an ex- 
ploratory incision, is unanswerable in many instances. I am 
therefore prepared to maintain that every ease of chronic dis- 
ease of the appendages which has resisted non-operative treat- 
ment for a reasonable length of time, and in which the symp- 
toms are such as to indicate danger to the patient’s life, or 
even render her a chronic invalid, demands an exploratory in- 
cision— this being, as I understand it, the broadest application 
of the proceduic known as the “ exploratory incision.” The 
66 
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iueisiou having been made, the questions which will be pre- 
seiitedare those that I propose bringing to yourattentiou to-day. 

What are we to do after we have exposed the diseased 
appendages 1 

In York Medical Iteco/'d of Se 2 )teinber IStli, 1886, 

I jiublished a 2 )aper in which, while writing of the treatment 
of the different forms of salpingitis, I said : “ It behooves us to 
be slow in laying operative hands upon these tubes in acute 
salpingitis, never unless it be to cut short a jjeritonitis that 
threatens to become general ; but in chronic cases, whenever 
other measures have heen fa it/i/idly tried and found wanting, 
every patient should be offered that measure of relief that 
surely can be gotten from abdominal section. 

In the interest of conservatism, let us hope that this will 
not always mean extirpation of the tubes and ovaries, for 
who can say that the abdominal surgeon may not devise 
means by which those oi'gans may be so treated as to secure 
health without always robbing of the possibilities of mater- 
nity? Some recent work of my own in that direction encour- 
ages me to think that this may yet be an accomplished faet.’^ 

In compliance witli the suggestion contained in this last 
jiaragrajih, I ju’eseuted in 1887 to the New York Obstetri- 
cal Society a report of four cases of chronic sal^ungitis with 
adhesions, which were treated merely by separating the ute- 
rus and the ajjpendages from the structure to which they had 
become attached (see American Journal of Obstetrics, vol. 
XX,, page 630), This paper was followed by another, upon the 
same subject, in Sejptember of the same year ; four cases were 
then reported, making in all eight (see Transactions American 
Gynecological Society, 1887). 

The gist of the contention in these ])aj)ers was to the effect 
that chronic salpingitis did not iu all cases demand removal 
of the appendages, even though laparatomy might be called 
for. In furtherance of this same idea I now present forty- 
two additional cases, each one representing some one of the 
methods of “ conservation” aimed at. These cases have been 
classified and arranged under six headings. 

Class A. represents those cases in which the tubes were 
operated upon without amputating, in order to render them 
patent at the outer end. 
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Glass ,B represents cases in which the infundibulum was 
amputated, the ovary remaining. 

Class C represents cases in which the tubes and ovaries 
were simply freed from imprisoning adhesions. 

Glass D represents cases in which the principle of “ ex- 
ploratory incision” was applied to the ovaries. 

Glass E represents cases in which the ovaries, enlarged 
from prolonged congestion due to misplacement, were treated 


by suspension. 

Glass F i’epresents eases in which ovaries affected with 
one, two, or even three cysts, were treated by enucleation of 
the cysts. 

CLASS A. 


1. M. S 

3. A. D. (died) 

3. A. B. (died). 

4. M. K 

5. V. K..:.... 

6. M. G 


GOOD. BAD. 

1 


1 

1 

1 


UNKNOWN^ 


1 

1 



CLASS B, 

1. D.M 

3. A. R 

3. K. B...; 

4, S. B 


GOOD. BAD. DNKNOWNU 

.. . 1 
1 .. 

1 ■' .. ■ 

1 


Total 


3 


1 


CLASS C. 

GOOD. BAD. DNKNOWN.- 


1. c. B 1 

3. R : 1 

3. P. L 1 

4. M. K 1 

5. E. R. (1 preg.) • 1 

6. R, L 1 

7. R 1 

8. R 1 


9. A. B 

10. K. M 

11. W.. 

13. M. D 

13. E. M...,: 

14, H. M. (3 preg.) 
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CLASS C (continued). 



GOOD* 

DAD. 

xjyKSovnf, 

lo, H. K 

1 



16. E. H 


1 

17. W 


X 


18. C. (1 preg.) 

1 



19. A. R 

1 

• • 


Total 

14 

4 

1 

CLASS D. 

GOOD. 

BAD. 

DNK-SOWN. 

1. E. G 

1 

1 



2. M.L 



3. C. H 

1 

• • 

• • 

Total 

3 

• • 

• • 

CL.VS3 E. 

aoou. 

D.iD 

U.VKXOW.V. 

1. C. B 

1 



3. J. D 

1 



3. T 

1 


• • 

4. M. C 

1 

• • 

• • 

Total 

4 

« • 

• • 

CLASS F. 

GOOD. 

BAD. 

D:^K^'OWN. 

1 . c. J 


1 


2. D. L 



1 

3. B, M 

1 



4. M. W 

1 

. • 

• . 

J , P •••••••••• •••• 

1 

. • 

• • 

6. C. K 

1 



Total 

4 

1 

1 

TOTAL. 

GOOD, 

BAD. 

X:^’B^'OWK• 

dass A 

3 

1 

3 

“ B 

3 


1 

“ G 

14 

4 

1 

" B 

3 

• . 

* * 

E 

4 



" TT . . . 

4 

1 . 

1 

Total 

31 

6 

5 


Already reported, eight (see Amerioam Journal of Ob- 
stetrics, vol. XX., page 630, and Transactions of American 
Gynecological Society for 1887). Of these eight all re- 
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covered from, tlie operation, and but one bas reported an 
unfavorable result. 

Recapitulating the results in the fifty eases, it is found 
that forty-eight made good recoveries from the operation, 
and that two died. 

As to the therapeutic results of the operations, thirty-eight 
have made favorable reports. In seven it was bad, and in 
five it could not be ascertained, completing the report upon 
the fifty cases to date. 

In reviewing these results it is proper to call attention to 
the fact that the mortality of the procedures compares favor- 
ably with the best that has been obtained in total extirpation 
of the appendages. This becomes all the more evident when 
I state that one of the two deaths was in all probability de- 
pendent much more upon my lack of judgment than upon 
any inherent defect in the procedure adopted. 

Reverting to the cases set down in the table of results as 
“ bad,” a few words as to the peculiarities of each may prove 
instructive. (Mention of the case of failure in the original 
eight has already been made ; see Transactions American 
G-ynecological Society, 1887.) 

Case I., Glass A . — Here the operation was essentially 
faulty in principle. The ends of the tubes, owing to the 
action of the drainage tubes, were soon covered with granu- 
lation tissue, and in consequence speedily closed. Menstrual 
blood accumulated in each, producing hemato-salpinx. Great 
pain together with persistent metrorrhagia resulted, necessi- 
tating finally the removal of the appendages. Amputation 
of the dilated ends of the tubes might have sufficed, but at 
that date it had not suggested itself to me. 

Case I., Glass G. — Here' we have a distinct demonstration 
of the now recognized fact that extirpation of the appen- 
dages, no matter how thoroughly done, will sometimes fail 
to relieve a jiatient. This circumstance is, therefore, pre- 
sented for your consideration ; and it should be carefully 
weighed, because it seems to show that there are enougb 
therapeutic failures in amputation of the appendages to war- 
rant an acceptance of some proportion of like failures in 
these attempts at conservatism, without invalidating their 
claim to a place among our resources. 
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Case IX., Class 0 . — Tins patient, after liaving the uterus 
and appendages freed from tlie adliesions, M’as treated by 
hysterorrliaphy to keep the structures in the normal position. 
The sutures did not maintain their position, however, so that 
the organs dropped Ijack as before, in retroversion and pro- 
lapse. 

Case XIV., Class C. — The ultimate results for a period of 
some sixteen montlis were all that could be wished for, be- 
cause during this period two pregnancies occui*red, the first 
resulting in a living child, the second only terminating as a 
result of criminal interference. This operation was the cause 
of the salpingitis and peritonitis which destroyed the appen- 
dages I had allowed to remain. It would’ seem, then, that the 
placing of this case among the “ bad ” results is not wholly 
warranted. 

Case XVII., Class C, proved abortive because of the sub- 
serpient growth of cysts in the ovaries, ehiefiy in the right. 
Had the cysts been enucleated in the first operation, as tliey 
might easily have been, there is reason to believe that the re- 
sult would have been good. 

Case I., Class F. — This ease has already been reported in 
The American Journal of Obstetrics (Transactions of the 
Hew York Obstetrical Societj') for 1890, as one showing that 
enucleation of a cyst does not harm an ovary. The cyst 
was removed, and the opening left in the organ was closed 
with silk sutures. At the same operation hysterorrliaphy was 
performed. In passing the sutures both were placed too near 
the Fallopian tubes, so that when some inflammation occurred 
around these sutures the tubes became involved and were 
closed. This was discovered some mouths after the operation, 
when the abdomen was again opened in order to see what 
•caused the severe pain from which the patient continued 
to suffer. The tubes had been so much damaged, all the 
appendages were removed. It was then seen that the enucle- 
ation practised upon one of the ovaries in the first instance 
bad proved a success, as the organ was in excellent condition, 
but few remnants of the silk used upon it remaining. This 
case would then appear to be one whose position in the 
column of bad results is open to some question. 

It will be noticed that the only two cases that died are 
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placed in the “ nnlinown ” column. • This has been done be- , 
cause, owing to the im/inediate bad result, no ultionate thera- 
peutic result was obtainable. 

Deducting these twelve-cases (seven bad and live unknown); 
thirty-eight of the whole series remain. All of these have 
been seen and examined after not less than one regular men- 
strual epoch subsequent to the operation, and thirty at periods 
ranging from six months to three years after the operation. 

Three of these eases became pregnant, one of them twice — 
two living children wei*e born — and there were two miscar- 
riages, one of the miscarriages depending upon a severe fall, 
the other having been induced criminally. 

A comparison of the results in the different groups is in- • 
teresting, but, owing to the essential differences of the pro- 
cedure in each, it is not specially instructive as yet. More 
time must elapse before sound deductions can be drawn in 
that direction. 

I will now present a case which does not belong to this- 
series, and wliieh may seem out of place, but it is given for 
two reasons. It shows that we may have a raw surface, such 
as is presented by a stump after removal of the appendages, 
as it is usually performed, which not only escapes adhesions, 
but which becomes covered by a tissue to all intents identical 
with the peritoneum. And, again, it bears testimony to the 
virility of ovarian tissue, for we have here an instance of a 
segment of an ovary, no doubt lying outside of a ligature 
(this must have been the ease, judging from Dr. Coe’s state- 
ment ; see the history), which was rehabilitated and continued 
to perform its function, as proven by the presence in it of a 
recent corpus luteum. The bearing of the two facts thus ob- 
served upon questions suggested by this paper is self-evident, 
and sufficient excuse for bringing in the report. 

Case. — L. C., age 28, married, United States, housewife. 
Admitted February J4th, 1891. 

Menstruation began at 15 years. Regular until two months- 
,ago. Some pain during flow. It lasts eight days. Loss of 
blood is profuse. Last menstruation was in Kovember. 

Leucorrhea. — Had a very slight leucorrhea for a few days 
two years ago, just before she was operated on. 
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Family History. — Mother died Avlien oO years of age from 
cancer of the womb. Fatlier died of consumption at 52. 

Frevious History. — Before marriage suffered from palpi- 
tation of the heart, l^^ever had any uterine trouble before 
marriage. Has been married eleven years, Fia'c children ; 
number living, two. First child premature and did not live. 
Last child five years ago. Just before the first child was born 
she had a fall, striking her abdomen. The child was born 
soon after. From that time and until two vears ago she suf- 
fered from constant and severe pain in both inguinal regions, 
in the suprapubic region and back. This caused her so much 
trouble that, at the advice of her physician, she consented to 
undergo an operation. This was performed by Dr, H. C. 
Coe two years ago last January. In answer to a letter of 
inquiry. Dr. Coe said that he removed a typical double pyo- 
salpinx. So far as he could see, both ovaries were also re- 
moved. There were firm adhesions. Irrigation, drainage. 
Hon-febrile convalescence. After the operation the patient 
was free from pain until she began to again take up her 
household duties. It then began to come back, and she has 
had it ever since. 

Present History. — Present trouble began about a week 
after she returned home after her operation two years ago. 
She suflters from pain in the suprapubic region, left side, and 
back. There is some slight pain on the right side also, but 
it is not as bad. The pain is constant, increased by walking, 
bending over, or any motion. It has grown steadily worse 
up to date. She also suffers from severe headaches. Men- 
struation has been regular since her operation, and the pa- 
tient says it is just the same as before. Bowels are very 
constipated, and defecation is accompanied by considerable 
pain. Has no pain in passing urine, but for some time after 
passing it suffers from intense bearing- down pains. Urine 
1.024, acid, amber, normal ; microscopical examination nega- 
tive. 

On Admission, temperature 99.2”, pulse 98, respiration 22. 

Diagnosis. — Chi-onic peritonitis on left side. 

Physical Signs. — A mass about the size of a walnut can be 
felt on the left side close to the cornu of the uterus. 

Operation. — By Dr. Polk, February 23d, 1891, at clinic. 
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Operator made an incision two and one-half inches long in the 
median line close beside the old cicatrix. There was con- 
siderable hemorrhage, but this was controlled by means of 
artery clamps. As soon as the peritoneum was opened, ope- 
rator introduced two fingers into the abdominal cavity. On 
examination, by touch and vision, the stump of each tube was 
found to be about one inch in length. 

The right stuinp was perfectly free from adhesions, and cov- 
ered with peritoneum which had become translucent and was 
in all respects similar to surrounding peritoneum. This stump 
was free from all ovarian tissue. 

The left stump contained a piece of ovary about the size 
of the last phalanx of one’s middle finger. The mass was 
covered by adherent omentum. Both tubes were undilated. 
Operator removed the remainder of the left ovary and all of 
the tube close to the cornu of the uterus. The ovary was 
found to contain a recently ruptured Graafian follicle. 

The specimen was sent to the laboratory for examination, 
and the report of examination was that there was no trace of 
the ligature, and the tissue was normal ovarian tissue. 

Discharged cured March 17th, 1891. 

It is more than probable that this paper will suggest to you 
a similarity between some of the results arrived at in the pro- 
cedures mentioned and those sought after in the Schultze and 
Brandt methods of treating some of the conditions here pre- 
sented. If time permitted, I might enter upon a consideration 
of the relative merits of each. For the present we can only 
say that it is a question first of mortality, next of results. My 
own impression is that in results these procedures will ul- 
timately be found superior ; as to mortality I am not pre- 
pared to express an opinion. 

In closing this paper, I beg to suggest that, as there are 
so many questions involved, a wide discussion might be pro- 
voked and thus the essential pointsmightbe smothered. To 
avoid this I ask permission to suggest the salient proposi- 
tions : 

1. In cases of chronic disease of the appendages the incisions 
should be in the nature of “ exploratory incisions.” 

2. The question of removal should be in the main left for 
determination after the organs Jiave been exposed. 



1050 


POLK : CEUrAIN OPEKATIONS DESIGNED 


3. That the condition of the ovary sliould be the cliief fac- 
tor in determining the question of procedure. 

4. That, if need he, thin may be determined by exploratory 
incision of the ovary, 

5. That if the ovary contains pus, it and the associated 
tube should be removed, it being the rule that whenever an 
ovary is removed the tube must accompany it. 

0, That if the tube contains pus, the ovary being free from 
pus or disseminated cystic degeneration, tlie ojierator is at 
liberty to recommend either the removal of both organs or 
else the partial amputation of the tube, leaving the ovary; 
and that the same rule apply in cases of hydro-salpinx and 
hemato-salpinx. 

7. That cysts of the ovary do not indicate removal, pro- 
vided they are not general throughout the organ and can be 
enucleated — hematoma of the ovary a possible exception. 

S. Ovaries enlarged from congestion, as in misplacements, 
need not be removed. 

9. Tubes with open infundibula, even though adherent 
and affected with parenchymatous intlammation and endo- 
salpingitis, do not demand removal, excepting when one opens 
into a pus cavity, 

10. A tube whose outer end is closed may be opened, 
cleansed, and its inner and outer coats coaptated, and then be 
returned to the abdominal cavity, provided it does not con- 
tain pus and possibly old blood. 

11. Adhesions do not demand the removal of the tubes 
and ovaries, unless they be so dense that in breaking them 
the appendages are seriously injured. This presupposes that 
the appendages in themselves are not sufficiently diseased to 
demand removal. 


APPENDIX. 

I submit the following abstracts of reports as examples 
of the conditions treated and of the methods adopted. To 
present all the histories (in full) of the forty-two cases 
Avould extend the paper beyond proper limits. Therefore I 
have selected typical eases from each class, and have con- 
densed the reports as much as possible, in order that the sali- 
ents in each might readily appear. Of the whole series, 
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^o^ty-eigllt wero treated in Bellevue Hospital, one in St. 
Luke’s Hospital, and one at her own home (Case XI., Class C). 


CLASS A. 

Case I.— H. S., set. 21, married, United States, house- 
keeper. Admitted February 2d, 188T. Married three years 
ago. One pregnancy only, which ended at term two years 
ago. Health good until October last, when she was treated' 
for a gonorrhea. This passed through successive stages while 
under treatment at the College Dispensary, until it ended, a 
month ago, in salpingitis and pelvic peritonitis. 

Upon admission somewhat anemic. Suffers from pain and 
soreness in back and pelvic regions. Physical examination 
revealed a mass of exudation about the sides and behind the 
uterus. This organ fixed and tender on pressure. 

The abdomen was opened on March 9th, 1887. Double 
pyo-salpinx was found. The ovaries were healthy, but, to- 
gether with the tubes, were bound down by recent adhesions. 
The appendages were freed, and the tubes, opened at the fim- 
briated extremities, were then washed out with one to five 
thousand solution of bichloride of mercury. The open ends 
were then stitched to the incision, small rubber drainage 
tubes were fastened in the tubes, and a glass drain was 
placed in the abdominal cavity. Dpon the sixth day all the 
drainage tubes were removed. Under cocaine the attach- 
ment of the tubes to the abdominal walls was severed, and 
the outer wound was then allowed to heal by granulation. 
The patient made a good recovery, and was discharged in ex- 
cellent condition April 15th. 

Eeadmitted June llth. The history of the case showed 
constant pain in the abdomen upon both sides of the incision. 
This came on soon after leaving the hospital, at the recur- 
rence of her menstrual flow. This flow had been greatly 
prolonged and was excessive. The chief complaint, however, 
was the pain. June 17th the abdomen was opened the 
second time. The tubes were adherent to the anterior ab- 
dominal wall ; they were closed and contained a small amount 
of bloody fluid. They were sUghtly dilated, but the walls 
were in good conditionj in fact much improved as compared 
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Avitli their state at the first operation. All the appendages 
were removed. 

The subsequent condition of the patient was much im- 
proved as regards the pain, but the bleeding from the uterus 
continued to be excessive. This was finally arrested by the 
application of gauze drains to the uterine cavity. Final con- 
dition very good. 

Case II. — A. D., ret. 24, married, United States, house- 
keeper. Admitted February 12th, 1SS7. During past eight 
years patient has had ten abortions, occurring between the 
second and third months; known causes indefinite. Says she 
never attempted to produce an abortion, being very anxious 
to have a living child. During tliis time she enjoyed com- 
paratively good health until one jear ago, when she had a 
miscarriage followed by pelvic peritonitis. Two months later 
she had pneumonia, and some time afterward was sick and 
the doctor told her she had ovaritis. After this she was well 
for about three months. 

In December, 1S80, she had her last miscarriage,- after 
which she suffered considerably from pain in the hypogastric 
region and extending across her hips. 

Courses began at the age of 12, since which time she has 
menstruated every three weeks. Menses last eight or nine 
days, and she loses considerable blood. Family history good- 
Patient denies any gonorrheal infection. 

On Admission . — Patient in excellent physical condition- 
Suffers some pain in back and lower part of abdomen. Last 
menstruation two weeks ago. Says she is troubled with fre- 
quent and painful micturition. Temperature and jjulse nor- 
mal. 

J&camination . — All the left side of pelvis filled in with in- 
duration extending downward along vaginal w'all. Fundus 
of uterus felt as a movable mass a little above and to the 
front of the cervix. Uterus anteflexed and fairly movable. 
Canal of normal length. Mass felt to left of cervix supposed 
to be a dilated tube. 

March 2d. Patient developed a marked attack of pleurisy 
on the left side. Treated with poultices and anodynes. 

March 6th. Signs of pleurisy gone. 

March 14th. Patient menstruating. 
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March 15th. Urine normal. Taken to Marquand Operat- 
ing Eoom. Dr. Polk’s instruments used. Operator, Dr. 
Polk. Incision two and a half inches long made in median 
line, beginning two inches below umbilicus. Peritoneal 
cavity opened. Examination showed both Fallopian tubes 
enlarged, the left being larger than .the right, and both con- 
taining pus. Both ovaries in normal condition. A small 
purulent cyst was found in the broad ligament just below 
the left ovary. The right tube was drawn out of the incision 
and punctured at its fimbriated extremity, its interior thor- 
oughly washed out with hot water. The lining mucous mem- 
brane was now stitched to the peritoneum surrounding the 
tube, to prevent occlusion of the opening in the fimbriated 
extremity. After again thoroughly washing out the tube, it 
was dropped back into its normal position. The right Fallo- 
pian tube was treated in the same manner. While this tube 
was being manipulated the small cyst in the broad ligament 
was ruptured and its contents escaped into the peritoneal 
cavity, which was instantly washed out with hot water. A 
Sims drainage tube was then placed in position and the 
external wound sutured with floss silk. Combined antiseptic 
dressings applied. Patient came out of ether well, but pulse 
was very rapid both before and during operation. Patient 
began to fail immediately after coming out of ether, suffer- 
ing severely from shock. Died March 15th. 

Case IY. — M. K., mt. 18, Russia. Admitted November 
11th, 1889. 

Symptoms and Signs . — Leucorrhea and pain in the hypo- 
gastric, right inguinal, and lumbar regions for past three 
months. Pain is sharp and paroxysmal in character. Yagi- 
ual discharge purulent and fetid. 

Examination . — ^Uterus enlarged, sensitive, and fixed. Sen- 
sitive masses in both lateral fossae of Douglas. 

Operation November 25th, 1889.— Median incision, two 
inches long. Eight Fallopian tube adherent, but othersyise 
healthy. It was freed from the adhesions. Left tube also ad- 
herent, inflamed, and the fimbriated extremity closed. The 
adhesions were relieved, and the fimbriated extremity slit up 
;a distance of fom--fifths of an inch. The mucous lining of 
the tube was stitched to the serous covering, and allowed to 
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remain liigli up in tlie pelvis. Discharged January 14th, 
1890. Eesult very good. 

CaseV. — V. K., set. 27, Poland. Admitted ISTovemher 
7th, 1890. 

Syuijitoma and Siyns . — Owing to unfamiliarity with the 
language spoken, no history taken. 

Eicainination . — Uterus lixed. Masses on both sides in re- 
gion of broad ligaments. 

Operation December Ist, 1890. — Pight tube and ovary 
bound down by adhesions. Fimbriated extremity of tube 
firmly adherent to ovary and vermiform appendix. Ad- 
hesions were separated, the tube was slit at its distal ex- 
tremity and washed out. The mucous lining of the tube and 
its peritoneal covering were stitched together at the artificial 
opening. The left tube and ovary were enlarged and firmly 
adherent ; they were therefore removed. Two months after 
operation, uterus movable, no masses in pelvis. In good con- 
dition ; was therefore discharged. 

CLASS B, 

Case I. — D. M., let. 24, Ireland, married, seamstress. Ad- 
mitted September 19th, 1890. Menstruation began at 18 ; 
has been regular and painless. lias been married for three 
years. One pregnancy only. This terminated in a miscar- 
riage at seven months one year ago. !Made a good recovery, 
and remained well until four months ago, when menstruation 
ceased for two months ; then had a profuse menstrual flow, 
which was, no doubt, iln abortion, although the patient is not 
clear on that point. Since this flow, has suffered constantly 
from pain in the back and in the left ovarian region. 

Four weeks ago the menstrual flow again appeared. It 
was profuse and accompanied by an increase of the pain in 
the back and that in the left ovarian region. This discomfort 
has continued up to date, and has become so annoying as to 
incapacitate her for work. 

Physical Exannination . — All the organs are in normal con- 
dition, except the uterus and its appendages. The uterus is 
retroverted and fixed at the floor of the pelvis. Upon both 
sides are hard and tender masses, the larger being upon the 
eft. These masses correspond to the position of the appen- 
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dages. The mass upou the left extends into the corresponding- 
half of Dong as’ cul-de-sac. The diagnosis made is ‘‘ Retro- 
verted and adherent uterus, with chronic salpingitis, peri- 
ovaritis, and peritonitis.” 

Treatment . — Abdominal section was made on September 
29th, 1890. The left tube and ovary were found embedded 
in a mass of peritoneal adhesions. When freed the tube was 
found to contain about half a drachm of pus. The ovaiy 
was enlarged, softened, and it contained several small cysts 
filled with an opaque, milky fiuid. Tubes and ovary were 
removed. The right appendages were fixed by peritoneal ad- 
hesions. When freed the ovary was in good condition. The 
uterus contained about half a drachm of pus. All the 
dilated portion was cut away, leaving about an inch of that 
part next the uterus. A suture was so passed in the tissue 
between the free end of the tube and the ovary as to approxi- 
mate the two. This suture controlled the bleeding from the 
cut end of the tube. The uterus had already been freed from 
its abnormal position, and the shortening of the upper border 
of the broad ligament, caused by the removal of the left ap- 
pendages, being sufficient to give it a good position, nothing 
further in that direction was done. The right appendages 
were sutured to the abdomen and the wound closed. The 
patient made an excellent recovery, and on October 30th was 
discharged in good condition, able to menstruate. The uterus 
was freely movable and in good position. 

Case II. — A. R., admitted October 19tli, 1890, set. 22. 
Married three years. Housework. Two pregnancies, both 
aborted at third month ; the last was one year ago. 

With the exception of sick headaches, health good until 
July last, when she began to have, a profuse and bad-smelling 
leucorrheal discharge. This was soon followed by pelvic 
pain and backache. This pain has grown steadily worse, and 
is aggravated by effort and by coition. Menstruation mode- 
rately painful and profuse. 

Present Symptoins . — Pelvic pain ; general nervousness, the 
patient being of a neurasthenic type. 

Physical Examination shows that the uterus is pushed 
forward, and that it is fixed ; behind and to the left of the 
organ there is a large and sensitive mass filling the whole 
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left posterior half of the pelvis and encroaching upon Douglas’ 
cul-de-sac. On tlie right side there is a smaller, sensitive 
mass. Both masses are continuous with the uterus. 

Abdominal Section was done October 25th, 1890. The 
right ovary was found to be the seat of an extensive hema- 
toma; both it and the con*esponding tube were removed. 
On the left side the ovary was normal, but the tube was the 
seat of a hemato-salpinx. The tube was cut off just inside the 
dilated portion, about an inch from the uterus, and its end at- 
tached close to the ovary. Adhesions were extensive on both 
sides. Drainage. 

Six months after operation the patient’s menstruation nor- 
mal. iSTo pelvic pain, except after great e.xertion ; it soon 
ceases, however, and causes her but little annoyance. Gene- 
ral health is much improved, although the headaches con- 
tinue. Position of uterus normal, normal in size and in its 
mobility. No pelvic tendeimess. Ovary on the left recog- 
nized, as the patient is thin ; but it is of about normal size. 
Pelvis free from masses. 

Case III. — K. B , mt. 2S, housework, Italy. Admitted 
October 28th, 1890. Married eleven years. Two pregnancies, 
one ten, the other three and a half years ago. Both went to 
term. Present illness began after the last confinement (three 
and a half years ago). It consists principally of constant 
•and increasing pelvic pain referred to the left side ; it is ag- 
gravated by any effort. For four months past has had profuse 
menstruation, amounting at times almost to a metrorrhagia. 

Present Symptoms. — Pelvic pain, weakness from excessive 
blood loss. 

Physical Examination. — Organs healthy, except the uterus ; 
this is fixed and pushed forward. Dpon each side are sensitive 
masses, Avhich, filling the lateral fossm of Douglas, encroach 
upon the cul-de-sac ; that upon the left side is the largei’. 

Abdominal Section was done December 3d, 1890. The 
appendages were adherent throughout. The ovaries were 
somewhat enlarged and contained a few cysts; these were 
opened and enucleated. Hemato-salpinx was found on both 
sides ; they were cut off about an inch from the uterus, and 
Tvere attached close to the ovary. Drainage. 

Six months after the operation, general health good ; able 
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to attend to lier duties ; menstrual flow normal in amount. 
Some pain at menstruation, but not severe enough to annoy 
her more than a few hours. Uterus normal in all respects. 
No pelvic tenderness. No masses. 

Case IV.— S. B., aet. 31, German. Admitted December 
4th, 1890. Occupation, housework. Married flve months. 
No pregnancies. All the organs, except the uterus and ap- 
pendages, normal. 

Symptoms. — Pelvic pain for three years, mainly on the left 
side, increased by work and at menstruation. Dmxng the last 
four months has had prolonged and profuse menstruation. 

Physical Examination of Pelvis. — Uterus flxed ; a hard, 
sensitive mass on either side in the region of the appendages, 
each mass apparently about as large as a lien’s egg. 

Abdominal Section December 8th. — ^The right side of the 
pelvis contained a pyo-salpinx and an extensive “ hematoma 
ovai-ii.” These appendages were removed. The left side of 
the pelvis contained a, pyo-salpinx and a normal ovary. Here 
as well as upon the right side the appendages were adherent 
to adjacent structures. The left tube was cut off at the point 
where the dilatation ceased, and its open end secured close to 
the ovary. The organs were then returned and the abdo- 
men was closed. Drainage. 

Pesult. — Four months after operation, free from pain, able 
to work. Menstruation profuse for two months; now nor- 
mal. Uterus movable. No masses in pelvis. 

CLASS 0. 

Case I. — C. B., ast. 21, United States, bookkeeper. Ad- 
mitted October 10th, 1888. Has had pelvic pain for several 
months. Took a prolonged bath in the sea on September 28th 
last while menstruating. That night had severe pelvic pain, 
followed by swelling of the abdomen. Has suffered continu- 
ously up to date. 

Examiination shows her to be suffering from pelvic peri- 
tonitis. The uterus is very painful to pressure, while all 
about its lower, lateral, and posterior regions there is a boggy 
sensation. Pulse and temperature show mild constitutional 
disturbance. 

Under treatment improved ; but, as the pain in pelvis per- 
67 
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sisted, particularly when menstruating, she sought an ope- 
ration. 

Physical EicaDiination showed, on December 1st, that the 
uterus was movable, hut tenderness persisted. The tissues 
about the uterus appeared free of e.xudation, except upon the 
left side high up. This was supposed to be the inflamed tube 
and ovary. 

December 3d, 1888, the abdomen was opened, and the ap- 
pendages were found adherent on both sides. On tlie left 
the ovary was much enlarged and fluctuating, and the end of 
the tube was closed. Both w^ere removed. Upon the right 
the appendages, after being freed from somesliglit adhesions, 
were found to be in good condition. TJiey were therefore re- 
placed. While in the hospital subsequent to the operation this 
■woman seemed improved A'ery much, but she still felt pain 
upon the right side. This increased so much that about one 
year later Dr, Coe removed the appendages upon that side, 
finding them diseased. Still she had pain and excessive men- 
strual flow. One year later, two years after the first operation, 
Dr, Coe opened the abdomen again and found that the stumps 
of the tubes upon both sides showed dilatation, which ac- 
counted, as we supposed, for the continuance of the suSei-- 
ing. Both dilatations were carefully removed at the cornua; 
yet, when seen six months after by me (the writer), her pelvic 
symptoms were practically the same as after Dr. Coe’s first 
operation, and worse than they had been before any ope- 
ration. 

1 Case X. — K. M., mt. 32, Canada, married. Admitted Aj>ril 
19th, 1889. 

Symptovis and Signs . — Dysmenorrhea and menorrhagia. 
Pain in both inguinal regions ; constant weight and aching, 
increased during defecation and coition. Urine normal. 
Symptoms became severe after miscarriage seven months 
ago. Constant headache. Cardiac palpitation and occasional 
syncope. 

Examination . — ^Uterus enlarged and sensitive, retroverted 
and retroposed. Indurations in region of broad ligaments. 
Uterus not movable. 

Operation April 37th. — Uterus and appendages found re- 
troverted and adherent. Adhesions were broken up and 
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uterus freed. The round ligaments were sutured to the sides 
of the incision. 

Result. — Discharged June 29th, 1889. 

Last seen December 2d, 1890. Was free from all discom- 
fort and felt herself to be well. Uterus movable and the 
region of the appendages free from indurations. All the pel- 
vie organs in good condition. 

Case XIII. — E. M., mt. 21, married. United States, domes- 
tic. Admitted November 3d, 1890. 

Symptoms. — Xotwell since the birth of her child four years 
ago. Eor two years has suffered from leucorrhea, backache, 
and pelvic pain. Pain is increased by walking, standing, and 
working, and very much during menstruation. 

Physical Examination. — Uterus retroverted and fixed in 
pelvis. Small masses felt upon either side of the uterus ; pres- 
sure upon these masses and upon the uterus causes much pain. 

Operation Kovember 10th, 1890. — Uterus and appendages- 
were found firmly bound down by adhesions. After some 
difiQculty the organs were freed, and the appendages were' 
brought successively into the incision. The ovaries contained' 
each two small cysts, which were evacuated. The fimbriated 
ends of the tubes were open and the tube walls somewhat 
' thickened. All the appendages were returned to the ab- 
dominal cavity ; then the round ligaments, one inch from the 
uterus, were stitched to the abdominal wall near the incision. 

Discharged December 14th, cured. The uterus was in good 
position, and the pelvis was free from masses of any kind. 

Seen last June 20th, 1891. She, except for some constipa- 
tion, was in excellent health, menstruating without pain, in 
all respects naturally. The uterus was in good position, and 
she was free from any pelvic abnormality. 

CLASS D. 

Case I. — E. G., coloi-ed, ast. 22, United States, single,, 
laundress. Admitted Eebruary 25th, 1890. 

Symptoms . — Leucorrhea for the past two and a half years.. 
Bowels constipated ; slight pain on defecation. Pelvic pain. 

Examination.— fixed. Xearly all of posterior half 
of pelvis occupied by masses, one on either side. Salpingitis- 
and peritoneal adhesions evidently present. 

Operation March 12th, 1890. — ^Mermiform appendix ex- 



lOGO 


I'OLK : CEUTAIN OPERATIONS DESIGNED 


teucled from cecum at right pelvic brim to tlie sigmoid flexure 
at the left pelvic brim. Below it the uterus and appendages 
found embedded in adhesions, greater upon the left. Ovary 
and tube on left contained pus ; were therefore removed. On 
right, tube thickened, but the fimbriated end open, although 
the entire tube had been bound down by adhesions. Ovary 
enlarged in order to determine its contents ; it was laid open 
freely, almost to the hilum, the cut surfaces showing only 
thickened tissue (no cysts). They were brought together 
with fine silk. The pressure exerted by the sutures was 
sufficient to control bleeding from the cut surfacos. The 
appendages upon the right were then replaced. Washing with 
plain warm water was freely applied. .Made a good recovery. 
Discharged April 22d, 1SS9, cured. Uterus and right ap- 
pendages movable. No pain. Menstruates with very little 
discomfort. 

Seen one year after operation, and said she had been very 
well ; had done her work and could no longer call herself a 
sick person. There were no indurations about the uterus, 
and the organ was movable. 

Case II. — M. L.,. let. 20, Germany, married, housework. 
Admitted January 7th, ISOl. 

Symptoms. — Dysmenorrhea, leucorrhea. Pain for past 
seven months in back and in both iliac regions, brought on 
by lifting a heavy weight. Pain constant. 

Examination . — Uterus apparently normal. High up on 
right side, at brim of pelvis, a small tender mass found. 

Operation February 2d, 1891. — Median incision, two and 
one-half inches long. Left ovary found to be cystic. The 
organ was laid open and the cysts evacuated. The edges of 
the incision were drawn together with fine catgut. ^^The fim- 
briated extremity of the right Fallopian tube was found to 
be adhei’ent to the ovary and the walls of the pelvis. The 
end was open. The adhesions were broken up, and the ovary, 
which was found to be enlarged, cut open to about its centre. 
No cysts found. Sewed up with catgut. All the appendages 
returned. 

Discharged March 6th. Has menstruated without pain. 
Condition in • all respects excellent. Physical examination 
fails to reveal any pelvic disorder. 

• April 20th. Condition the same as on March 6th. 
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CLASS E. 

Case I.— C. B., jet. 19, United States, single, domestic. 
Admitted March 26th, 1889. 

Symptoms and Signs. — Dysmenorrhea. Leucorrhea for 
past six years. Pain in right iliac and sacral region, constant, 
and dragging and aching in character. Micturition" frequent 
and painful. Headache and constipation. Never has been 
in good health. 

JLxamination. — Uterus retroflexed. Ovaries prolapsed, en- 
larged, and tender. No adhesions, no masses. 

Operation April 21st, 1889. — Uterus found to he retro- 
flexed. Ovaries enlarged from congestion and cystic to a 
slight extent. The round ligaments were attached at a point 
one inch from the cornua of the uterus to the anterior abdo- 
minal wall. The appendages were not molested, as their con- 
dition was considered to be due to the effects of the malposi- 
tion. 

Result . — Six months after operation, excellent, the uterus 
and appendages being in good position. 

CLASS E. 

Case lY. — M. W., domestic. Jet. 48, married, Germany. 
Admitted January 5th, 1890. 

Symptoms and Signs. — ^Menstruation painful and pro- 
longed. Leucorrhea for past six months. Pour weeks ago 
began to suffer sharp pain in right groin. Headache and 
constipation. 

Examination . — ^Posterior fornix of vagina bulging. Ute- 
rus displaced forward and to the right. 

Operation. — Median incision, three inches long. Tubes 
normal. Cyst of right ovary incised, its lining membrane 
detached, and its walls united with silk. The left ovary was 
one-half inch in diameter and cystic, and was removed with 
the Fallopian tube. 

Result. — Discharged March 8th, 1890, cured. 

Ultimate Result . — Has now ‘‘ no trouble as far as operation 
is concerned.” This was written one year after the opera- 
tion. Menstruation had continued regularly. 

Case Y. J. P., jet. 28, United States, married, house- 
keeper. Admitted March 2d, 1891. 
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Symjjtoms and Signs. — Dysmenorrhea. Leucorrhea con- 
stant, fetid, and irritating. Present illness began fourteen 
years ago with pain in left side, dull aching in character and 
constant. Pain in back. Constant headache and constipa- 
tion. 

Examination revealed a retroverted and retrotle.xed uterus, 
•with enlargement of the right ovary. 

Operation ]\[areh IGth, 1801. — Median incision, two and 
one-half inches long. Eight ovary found to be enlarged and 
cystic. The cysts were enucleated and the incisions in the 
ovary sewed up with catgut. The retroversion was over- 
come by bringing the fundus forward and stitching the round 
ligaments to the abdominal wall. 

Result. — Discharged April ISth, 1S91, cured. Examina- 
tion failed to show any abnormality in the region of the 
appendages. 


THE TREATMENT OF NON-MALIGNANT RECTAL 
STRICTURES.' 
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Professor of Surgery, Chicago Post-Graduate Medical School ; Surgeon to 
Cook County and Chicago Charity Hospitals. 


The object of this paper is, if possible, to present for your 
•consideration a definite scheme of the treatment of rectal nou- 
malignant strictures ; to insist upon the invai’iable direction 
■of therapeutic effort to the complete removal of the pathologi- 
cal and symptomatic consequences of stricture by the adequate 
■treatment of their cause; to especially deprecate the inclusion 
of colotomy in the category of frequently indicated opera- 
tions ; and to advocate the more frequent application of radi- 
cally curative operative measures. 

Etiology. — Since the different anatomical forms of rectal 
stenosis depend to a great extent upon their origin, a brief 

. ' Inaugural thesis read before the Gynecological Society of Chicago, June 
19th, 1891. ' 


I 
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reference will be made to etiology. Aside from the congeni- 
tal strictures,' which have their origin in developmental ano- ' 
malies outside the scope of present consideration, tradition 
makes syphilis the scapegoat of this condition in the majority 
of the cases. This view, supported by the observations of 
Allingham, who found fifty-two out of ninety-nine stricture 
cases siiffering from syphilis; of Gosselin, Wales, Juliusburgei’, 
and others, is founded upon probability rather than the most 
careful scientific study of local conditions. Evidently Julius- 
burger " is correct in asserting that our knowledge of the 
causation of strictures must begin in a study of the processes 
that produce the ulcers which, in the majority of cases, ante- 
date the cicatricial contraction. This Juliusburger has en- 
deavored to do ; but with the less success because, as a rule, 
even these ulcers are brought to the attention of the surgeon 
only at a late date, when the signs diagnostic of their origin 
are obscured. A series of strictures produced by continuous 
inflammatory action without ulceration is ascribed by bim to 
constipation ; to slow digestion, supposed by Ashton to cause 
the feces to become too harsh in chemical composition ; to the 
action of irritating materials brought in- contact with the rec-, 
turn, such as strong cathartics and too hot clysters. 

Ulcerative processes, which would seem, a jpriori, to be re- 
sponsible for a larger proportion of the cases of contraction, 
may occur after inflammation and suppuration of hemoiv 
rhoidal nodules ; as a result of the action of fissures, as sue-- 
gested by Koenig ; as a result of wounds by foreign bodies 
acting from above or from below; following lacerations in 
childbirth ; following traumas in pederasty ; and, finally, as a 
result of fistula formation. Dysentery, usually leaving its 
mark high up in the bowel, tuberculosis, follicular gonorrhea, 
soft chancre, and syphilis are each responsible at times for 
losses of substance which are followed by scar contraction and 
stenosis. 

But by whatever manner loss of substance may occur in the 
rectal walls, the resulting stricture is caused, immediately, 

‘ Trelat, “ Congenital Stricture of the Rectum in the Adult ” Union 
Med., Paris, 1886, xli., pp. 253-260. 

* “ Beitrilge zur Kenntniss von den Geschwuren und Stricturen des Mast- 
darmesi” Breslau, 1884. 
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by insufficient regeneration of normal tissues in their original 
proportion, and a substitution of inflammatory connective 
tissue for muscle and mucous membrane. 

It must be remembered that, once a narrowing of tlie rec- 
tal calibre lias occurred at any point, conditions are present- 
ed, analogous to those found in urethral strictures, favorable 
to the maintenance of inflammatory action both above and 
below the point of stenosis. Ulceration above is kept up by 
the pressure of hardened feces ; below by the constant dis- 
charge of escaping pus from above. Perij)roctal inflammation 
and consequent thickening are produced by the proximity of 
the ulceration in the bowel. The ulceration above the stric- 
ture often results in abscess formation, and their rupture 
through the skin or vagina leaves permanent fistulas. The 
frequency of this complication is illustrated by the occurrence, 
among one hundred and eighteen cases of ulcers and stric- 
tures, of twenty-four instances of recto-vaginal and eighteen 
perineal fistulas. 

Morhid Anatomy . — The situation of cicatricial stenosis of 
the rectum has been studied by a number of writers. The 
observations of Perret ‘ are the most numerous and at the 
same time the most accurate, as they were made post mortem. 
His cases are fifty-eight in number. Of these four involved 
the anus, extending upward for varying distances. In thirty- 
two cases the stenosis was within 6 centimetres; in three at 
6 centimetres (2f inches) ; in seven between 6 and 9 centi- 
metres ; in four at 9 centimeti’es ; in five beyond 9 centime- 
tres; and in three at the junction of the rectum and colon. 

Curling “says stricture is commonly from 1^ to 2 inches 
from the anus, he having found the stenosis at that distance 
in twenty-eight tabulated cases. In two of the remaining 
cases it was somewhat nearer, and in five at a greater distance. 

Gosselin, quoted by "Wales, places syphilitic strictures at 
between 4 and 5 centimetres (1-| and 2 inches) above the 
anus. In other words, thirty-nine of fifty-eight cases exhib- 
ited stricture at or within 6 centimetres, or 2f indies, above 
the anus. 

’Hermann Klimmell, “Ueber Hocligelegene Slastdarm Strikturen,’ 
SammlUng klinischer Vortrilge, No. 285. 

P. S. Wales, Baltimore Medical CLronicle, 1382-3, i., 77. 
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The presumably congenital stenoses of the rectum de- 
scribed by Eugene Pailhes ' were found to be 3| centimetres 
above the anus. 

Juliusburger collected and tabulated with much care one 
hundred and eighteen cases of rectal ulceration and of stric- 
tures diie to ulceration, noting the height of the disease 
above the anus. He says : “ The affection begins more or 
less distant from the anal opening, generally in tlie upper 
part of the sphincteric region, and extends up to a greater or 
less height in the bowel. He found among one hundred and 
eighteen cases the beginning of the ulceration or the stric- 
ture, in seventy-nine eases as much as 3 centimetres (1-|- 
inches) from the anal border, and in twenty-one eases several 
centimetres from the anal border ; in the remaining cases the 
beginning was not accurately given.” The breadth of the 
ulceration and the quantity of the resulting cicatricial tissue 
have been found very variable. Thus Juliusburger found 
that the majority of the ulcerations extended upward on the 
average from 6 to 7 centimetres ; an almost equal number 
reached a height of 10 to 13 centimetres ; the remainder had 
a slighter or greater longitudinal extent, and only a few ex- 
tended up to the flexure. 

Gosselin says that the thickness of the cicatricial bands is 
never very great. On the cadaver he found it from 5 to 10’ 
millimetres, and on the living subject, in eight cases where- 
incisions had been made of 3 to 4 millimetres, he had not ex- 
ceeded the limits of the rectum. In width it ranged from 
the card-like narrowing of mucous membrane to a band of 
several inches. In syphilitic stricture Gosselin says it rarely 
reaches a centimetre, so that the finger in his cases was al- 
ways able to reach its superior border. 

There are no statistics of which I am aware to establish 
the relative frequency of the valve-like strictures, and of 
those broad, thick, unyielding stenoses which are described 
by English authors as tubular. The latter, as implied by 

’ E. Pailhes, “ Th^se de Paris,” No. 124, 1886. 

= Mr. Harrison Cripps, page 200 of his “ Diseases of the Rectum and 
Anus,” says “ he agrees with Brodie. Syme. Kelsey, and Van Buren as to- 
the rare occurrence of stricture of the upper part of the rectum.” 
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Gosselin, would seem to be of much less frequent occurrence 
than the former. 

It is not to be fori'otten that in the severe cases of steno- 
sis resulting from e.xteusive ulceration there is often a cer- 
tain degree of implication of the periproctal tissue, so that 
the rectal walls are, as it were, fused into the surrounding 
structures. 

Cicatricial stenosis of the rectum must be studied as a con- 
dition, not as a disease ; hetiee the basis of classification must 
be anatomipal rather than pathological. It is necessary, in 
order to adapt treatment to individual cases, to make a diag- 
nosis not only of the fact that stenosis exists, but of the lon- 
gitudinal extent of the constricting band, and of complicat- 
ing conditions if they exist. 

On the basis of longitudinal extent, strictures of the rec- 
tum. fall naturally into three classes, viz., valve-Uhe strictures, 
thin, membranous, and generally yielding; second, annular 
contractions, usually hard and unyielding, and including 
those cases in which the band of scar tissue may in longitu- 
dinal extent be fairly compared to a finger ring; and, third, 
those more extensive cjdindrical masses which have been de- 
scribed as tulular. Especial indications for treatment are 
presented when either of these three forms of stricture is 
complicated by the co-existence of other strictures, of ulcers, 
or of fistulae. Indeed, the majority of cases of stricture 
have as their origin or consequence ulcers above or below 
the seat of constriction. They may also be complicated by 
fistulae leading to neighboring cavities or the external in- 
tegument. 

Diagnosis . — In the subject of the diagnosis of rectal steno- 
sis we are not at present interested, except in so far as is 
concerned the amount of involvement of the bowel as sug- 
gested by the above classification. 

The accurate clinical studies which are now made of the de- 
gree of contraction and the longitudinal extent of urethral 
strictures would strongly suggest the importance of similar 
studies in the condition wliich we are now considering. This 
point is easily cleared up if the finger can be passed through 
the stricture. This being the ease only in the minority of in- 
stances, it is necessary to use the larger sizes of olive-pointed 
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TU’ethral bougies. Even these are unsatisfactory, as the olive 
■only gives information of a difference of calibre at different 
points, not of the amount of that difference. In other words, 
i£ an olive-pointed instrument passes through a stricture of 
■the rectum into a free space, we assume that above the nar- 
Towest point of stenosis there is a wider space, but not that 
the calibre of the bowel is nomial at that point. The urethra- 
meter of Otis would easily suggest a similar apparatus which 
would determine the full calibre of the rectum above the 
outer contraction and establish the existence or non-existence 
of other strictures. The extent of the contraction is usually 
made known when the stricture has been severed posteriorly 
by linear proctotomy preparatory to further treatment. 

Treatment . — The present status of the treatment of cica- 
tricial rectal strictures is approximately as follows : ' 

1. When the stricture consists of a thin, valve-like fold, 
•gradual dilatation. 

2. When the cicatrix is small but dense, incisions, with or 
without rapid dilatation, are sometimes practised when gradual 
dilatation has failed (internal proctotomy of Gosselin “). 

3. When the stricture is thick and dense, and is attended by 
some ulceration or by fistulse, external incision through the 
•stricture. 

4. In cases complicated by extensive ulceration and burrow- 
ing of pus, and especially in those demanding speedy and cer- 
tain relief, colotomy.^ 

I have omitted mention of the treatment by galvanism, 
:since as yet the results seem to be identical with those of 
dilatation, nevertheless- the advocates of the method, and 
especially Eobert newmau,* contend that it has a wide range 
of applicability, and is often successful where “ other methods 
have failed.” 

' Mr. Harrison Cripps considers the methods of treatment under the 
heads: 1. Gradual Dilatation ; 2. Internal Division; 3. Complete Sec- 
tion of Stricture, with Division of External Parts; 4. Colotomy. (“ Dis- 
eases of Rectum and Anus,” 1884.) 

0. B. Kelsey considers treatment under: 1. Dilatation; 2. Division; 
3. Colotomy. (“ Reference Handbook Med. Sci.," vol. i., p. 278.) 

^ Proposed originally by Amussat. • 

’ Allingham, “ Internat. Encycl. Surgery,” vol. vi., p. 118. 

^ R. Newman, Journ. Am. Med. Assoc., May 17th, 1890. 
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In America, partly owing to the stimulus given by the in- 
vention among us of lYales’ bougies, the inclination is to place 
much reliance upon gradual dilatation. It is not the present 
intention to discredit that method in the cases in which it ac- 
complishes stretching of the cicatrix with reasonable rapidity 
and to such an extent that the ulceration above and below is 
brought to an end. In such cases gradual, gentle dilatation is 
strongly indicated ; indeed, a more severe course would be 
unwarrantable. 

In the severer forms of the condition, in which the dilata- 
tion produces little effect on the sear, the method is open to 
the following objections, which I believe are obvious: 

1. The treatment is only palliative, i.e., simply permits the 
patient to void the feces with more or less effort, but does not 
give a free outlet. 

2. The treatment is never finished, the patient being 
obliged to continue the process of dilatation during the re- 
mainder of life. 

3. Though usually the pain caused by the treatment is 
bearable, especially with cocaine, it is in some cases excruciat- 
ing, even when every care is used. 

•i. The patient, weakened by the long delay and the pain 
of the treatment, will occasionally lose hope, and, ceasing' aU 
effort to obtain a cure, fall a victim to the complications of the 
condition. 

5. The method is not devoid of danger in its application, 
since each introduction of a conical bougie is itself a source 
of traumatism, and in the highly septic rectum exposes the 
patient to the dangers of infection to an unusual degree.' 


> That considerable force is necessary for the so-called gradual dila- 
tation of these strictures is proved by the fact that the rectal walls 
above the stricture are unable to force the hardened masses of feces 
through the narrowed channel. The surgeon should not forget that the 
amount of dilating force exerted by the Wales’ bougies is greater in 
proportion to the slowness with which the canal expands. A compa- 
ratively blunt bougie will, in other words, require greater exertion on 
the part of the surgeon for its introduction than a slowly tapering one, 
and will thus warn the , surgeon when he is in danger of rupturing or 
unduly stretching the rectal walls. 

31. Paul Berger cautions against accidents in dilatation (Gaz. des- 
Hopitaux, December 4th, 1883). 
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6. Tlie patient, before the slow treatment has given suffi- 
cient exit to the feces, runs a certain risk of fecal impaction. 

T. The degree of stretching obtained hy the bougie treat- 
ment in the severer forms of stricture of the rectum is, in 
the hands of the majority of careful surgeons, too slight to 
satisfy those who bear in mind prominently the constant 
danger to which a patient with rectal stenosis of any degree 
is exposed in pylephlebitis, hepatic abscess, septicemia, sup- 
purative peripi’octitis, and, in long-continued suppuration 
above the stricture, amyloid degeneration of viscera. 

8. Finally, though the stricture may be sufficiently dilatable 
to permit of extrusion of the feces, a sufficieht degree of 
stenosis will usually remain in the severer eases to render the 
patient miserable by the continuance of unrelieved symptoms, 
such as pelvic and dorsal pains, alternating diarrhea and con- 
stipation, painful and even hemorrhagic defecation, hemor- 
rhoids, and offensive discharges of pus from ulcerating sur- 
faces, not to mention the constitutional debility, loss of 
a,ppetite, indigestion, headaches, and especially the increased 
liability, from impairment of health, to intercurrent diseases. 

It is in these severer eases, and in those still more grave in 
which local complications have already presented themselves, 
that a method of treatment is imperatively demanded which 
shall afford immediate and permanent relief. In the present 
status of professional opinion, there is no generally accepted 
intermediate treatment between external proctotomy and 
colotomy. 

When external proctotomy has failed, or when it is in any 
way contra-indicated in the opinion of the operator, colotomy 
is the only resort. In England colotomy has gained such 
favor that a very large number of cases have been reported, 
many surgeons doing the operation upon indications which 
would here be considered inadequate.* The disadvantages of 
an artificial anus are so numerous and so obvious that it is 
unnecessary to dwell upon them here. The procedure 'of 

‘ An an example (of whicU there are many), the case published by N. P, 
Bloker, Lancet, July, 1881, p. 659, may be cited. A boy, aged 16, had a 
hard annular stricture which was thought to be of a syphilitic nature. 
Antisyphilitic treatment was instituted and kept up till the patient almost 
■died of obstruction, when colotomy was performed with immediate relief. 
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colotomy will always be considered a very disagreeable last- 
resort, often restoring the patient to life and general health, 
only to condemn him to perpetual physical and mental dis- 
comfort, often almost unendurable. 

Professor Senn (“ Intestinal Surgery,” p. 112) speaks forci- 
bly upon this subject, while urging the importance of remov- 
ing or rendering hnrmle.«6 tlie cause of intestinal obstruction 
or immediately restoring the continuity of the intestinal cauaL 
He says : 

“A patient with ati artificial anus is indeed an object of 
commiseration, as experience has sutKeiently demonstrated 
liow dilKenlt it is in many instances to close the abnormal 
outlet, even after the cause of obstruction is subse(|uently re- 
moved or corrected spontaneously, without exposing him a 
second time to the risks of life incident to another abdominal 
section. If the causes which have led to the obstruction are 
of a permanent character, all attempts at closing the tistulous- 
opening will, of course, prove wor&e than useless, and the 
patient is condemned to suffer from this loathsome condition 
tlie balance of his or her lifetime, without a hope of ultimate 
relief. I believe I can safely make the statement, without 
fear of contradiction, that most of these unfortunate patients 
would prefer death itself to such a life of misery.” 

Various attempts have beeu made from time to time to 
establish a method by which the severer strictures could not 
only be relieved but permanently cured without resorting to 
the makeshift of colotomy. 

The hope of permanent relief from internal incisions (in- 
ternal proctotomy) must have been based ujmn the expecta- 
tion of a possible union of the wound l>y the adhesion of the 
uppei* with the lower wound edges, rather than by the substi- 
tution of scar tissue which in a short time would contract as 
much as the original cicatrix. 

The rude, unscientific method of rapid dilatation or divul- 
sion must have been employed upon the same unsubstantial 
theoretical grounds. 

A pupil of Pean* has recently published a method which 
has some merit of originality. Pean makes a posterior proc- 

' Andre Jacquinot, “ Contribution a I’etude et au traitement du relre- 
cissement venerien du rectum,” Paris, 1890, G. Steinheil. 
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totoiny as the iaitial step of his procedure, and closes the 
lozenge-sliaped wound tlius presented by sutures which unite 
the mucous membrane to the skin. This operation coiild be 
easily performed in those cases in which the stricture is near 
the anus. The result may be a permanent cure of the stric- 
tures. The most serious objection to it, after that of its 
limited applicability, is that the external sphincter is perma- 
nently disabled, so that the patient cannot retain fluid feces or 
gas. 

Plastic operations have been tried by the implantation of 
a mucous flap from above upon the wound surface, made 
by a posterior incision through the stricture and contiguous 
tissues. 

DiefEenbach proposed, many years ago, the removal of the 
cicatricial mass and the bowel below it, and uniting the stump 
of the rectum to the skin. Themethod often failed and never 
became popular, because it was difficult to perform, was 
limited in application to the lowest strictures on account of 
the proximity of the peritoneum, and because primary union 
did not occur on account of the lack, at that date, of antiseptic 
methods. 

The general indications to be followed in the treatment of 
cicatricial strictures of the rectum are twofold, viz,, to restore 
the normal calibre of the bowel and to remove the pathologi- 
cal conditions causing the stricture or consequent upon it. 

I conceive that the first general indication is to be met by 
radically different methods, depending upon the character of 
the stricture. In the first group of the anatomical classifica- 
tion, that of valve-like strictures, whether congenital or ac- 
quired, our hope of success by the method of dilatation is 
greatest. Occasionally we find in the literature of this sub- 
ject accounts of such cases that seem to have been perma- 
nently cured by gradual dilatation. Certainly, in all uncom- 
plicated valve-like strictures this method should be tried. 

In the second class of eases, the annular strictures, we have 
the most debatable ground. The mere condition of stenosis, 
other things being equal, should be treated by dilatation. If 
the contracture is of recent formation, and is yielding and 
flexible, it may be sufficiently stretched to give no fiirther 
trouble ; but if there is much periproctal cicatrization, and if 
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the scar is old and hard, the amount of dilatation will be 
small. It is in such cases as this that it seems our resources 
should he increased. The mere e.\trubion of feces is not the 
only end to be accomplished by dilatation. The e.xistence of 
strictures of lar^e calibre is of as much import in the rectum 
as in tlie urethra, and treatment which only partly removes 
the encroachment upon the lumen of the bowel is not a com- 
plete success, even when the patient rejoices in his newly 
found ability to freely defecate. The ulceration above the 
stricture will go on, and any neglect of the continued use of 
the bougie will result in recuntractiou of the scar. 

Tubular strictures arc less doubtful as regards their iudica- 
tions for treatment, inasmuch as dilatation is less frequently 
successful than in the annular form. 

Complications of either of these forms b}' extensive ulcera- 
tion and by listulm give additional indications for the com- 
plete removal of stenosis. 

in none of the forms of this condition is forcible, rapid 
dilatation indicated. The procedure is so dangerous and un- 
scientific that it is now practically dbsolete, and its discussion 
is unnecessary. 

Internal incisions through the strictui’e have been fre- 
quently practised with success in the valve-like form, and 
may occasionally be serviceable when combined with subse- 
quent dilatation. Their employment, however, is hazardous. 

Pean’s method is not especially indicated in any of the 
forms mentioned, and the destruction of the external sphinc- 
ter would seem still further to limit its applicability. 

E.xternal proctotomy — a posterior incision through stric- 
ture, periproetal tissue, and skin almost as far as the coccyx — 
occasionally gives a permanent cure by spontaneous healing 
analogous to that which takes place in Pean’s method. 

External proctotomy is indicated when dilatation has failed, 
and when the patient is found to be too weak for a more 
extensive operation on account of disease elsewhere or on ac- 
count of the results of the stricture itself. It is so easy to 
perform, and gives such excellent drainage, that it should be 
performed as a preliminary operation when, in cases of acces- 
sible strictures, complications exist, such as extensive ulcera- 
tion and fistulte, vvhich would prevent the success of a radl- 
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cal procedure. It ■will iu sucli junctures obviate the necessity 
of colotoiny by allowing temporary free escape of feces and 
complete drainage of the bowel. 

The indications for colotomy are exceedingly limited. It 
is resorted to in Great Britain in very complicated and diffi- 
cult cases. It would seem that it should be applied only in 
case posterior linear proctotomy is unavailable, i.e., in high 
tubular strictures (above the peritoneal limit) complicated by 
higher strictures,* by fistulse, or by extensive ulcers. Such 
cases are very rare, and it is sincerely to be hoped that we 
will in the future hear of fewer colotomies for this condition. 
This delectable state of affairs cannot, however, be attained 
unless the stricture can be permanently removed. 

Excision of the stricture, with circular suture of the bowel, 
must be followed by failure in the majority of eases, be- 
cause, as Mr. Harrison Cripps has observed, the cicatricial 
tissue resulting from the operation would have as great a 
tendency to contract as that which had been removed. This 
would not hold good, however, if primary union were se- 
cured. But in the septic rectum this is difficult to obtain, 
•except by a special technique to include drainage and appro- 
priate antiseptic dressings. 

The procedure to be presently described provides for 
drainage and dressings, and renders possible a primary union 
through a certain extent. The recent labors of a large num- 
ber of distinguished operators have done much for the com- 
plete removal of malignant neoplasms of the rectum. It 
would seem that in so serious a condition as we find in even 
non-malignant stenosis their experience should he utilized. 
Dieffenbach’s operation — amputation of the rectum — is modi- 
fied to give easy access to the line of sutures for disinfection 
.and dressing, and by leaving the external sphincter as nearly 
as possible intact the patient retains control of gas and fiuid 
feces. The procedure may be termed modified amputation. 

The object of the operation being to annul the action of a 
circular ,mas3 of scar tissue surrounding the bowel and en- 
croaching upon the lumen of the tube, it is obvious that it is 

* It is possible that some of the highest strictures may hereafter be re- 
lieved by anastomosis, which is now so easily performed by the use of ap- 
proximation plates. ■ ■ 

68 
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necessary either to permanently remove all the cicatricial tis- 
sixe in question, or to pernxanently prevent rceoutraction of 
the ring by removing a portion of it and sulxstituting at that 
point normal, easily distensible tissue which shall unite to the 
other structures by a minimal cicatrix. This latter method — a 
plastic procedure carried out by the introduction of a mucous 
flap — has been repeatedly tried, as already mentioned, and as 
often abandoned on account of the great difficulty in getting 
the necessary primary union of a septic mucous flap in the 
septic rectum. Hence it is best, in all eases in which it is 
possible, to remove the entire mass of cicatricial tissue. 

The operation is performed in the exaggerated lithotomy 
position. Access to the parts for this purpose is attainable by 
stretching the sphincter and operating, as it were, within the 
tube of the rectum. This method is to be criticised because it 
does damage to the sphincter muscle, because it does not give 
an abundance of space for manipulation, and because drain- 
age and rest during after-treatment are not guaranteed by 
it. Access to the parts, with subsequent rest and drainage, 
are best secured by a median posterior incision through the 
bowel, the periproetal connective tissue, and skin, beginning 
above the stricture and extending almost to the coccy.x. 
Hemorrhage is almost entirely capillaiy and is usually ar- 
rested by pressure. 

The second step of the operation consists in denuding the 
surface of the bowel below the stricture, so that the rectum, 
loosened by the subsequent excision of the scar and by dis- 
section above, may be brought down over a raw surface to be 
united to the skin. This denudation is accomplished by be- 
ginning at one extremity of the severed anal margin a super- 
ficial incision through the mucous membrane, and carrying 
it around to the opposite side of the anus. This incision, 
merely passing through the integument, simply furnishes a 
starting jDoint for the separation of the mucous membrane. 
This dissection, though not difficult, must be done carefully, 
since if too much tissue is removed the intimately adherent 
sphincter muscle will be impaired or destroyed. Blunt in- 
struments should be used as far as possible, in order to avoid 
hemorrhage. An abundant supply of liemostatic forceps 
should be at hand for the small arteries, which at first bleed 
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freely, but cease readily after pressure has been applied for a 
few minutes. 

Dissecting out the cicatricial tissue, the third part of the 
operation, is easy and rapid where the stricture is annular* 
and is not so high up as to endanger the peritoneum. The 
tube of mucous membrane, originally split by the posterior 
incision and loosened by dissection from the surrounding 
tissues, is conveniently grasped by a heavy hemostatic forceps, 
affording a firm hold of the cicatricial mass above. Making 
traction upon the constricting mass toward one side of the 
operator, the scissors are carefully used to separate it from 
the surrounding normal lax connective tissue, under constant 
control of the palpating finger. Hemorrhage here is more 
copious than before, but is easily controlled by pressure for- 
ceps. The annular strictures offer more favorable conditions- 
for removal than the cylindrical, being palpable from the 
vagina through their entire longitudinal extent. The vagina 
and the peritoneum can, in such cases, be easily and certainly 
avoided by constant, painstaking palpation, since the cul-de- 
sac of Douglas, the lowest peritoneal fold, can be located in 
this way. 

In the case of cylindrical stricture, the upper edge of which 
can be felt by rectal palpation to lie above the level of Doug- 
las’ sac, when the operation has reached this stage it would 
be better to dissect out the stricture more extensively behind 
than in front, in order to avoid the peritoneum. As was in- 
timated before, if primary union took place no recurrence of 
stenosis would follow sxrch an operation, providing the pos- 
terior portion of the cicatrix were thoroughly extirpated,, 
since the circular continuity of the scar would be permanently 
interrupted. 

At this stage of the operation the peritoneum may be acci- 
dentally or purposely opened. 

The accident may be avoided by deliberate and careful pro- 
cedure, aided by constant irrigation or attentive sponging, or 
by both alternately ; by frequent palpations, and by full ex’:- 
posure of the seat of operation -with retractors. Shouid the 
accident occur, the opening must be immediately closed by 
interrupted sutures with fine aseptic silk, these stitches to be- 
buried subsequently by others. When the peritoneum has 
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Ijeen thus opened iii the corresponcUng operation for eareino- 
inata, experience lias taught that, if feces have not passed 
into the abdominal cavity before the application of tlie su- 
tures, the accident is not of the gravest importance. It should 
be remarked that before the last step of the operation, the 
application of sutures, has been performed, there should be a 
careful search made for openings into the peritoneum. 

The intentional opening of the peritoneum would be en- 
tirely unnecessary in the removable .strictures Ijing below the 
peritoneal level. In those situated somewhat higher, with a 
portion of the scar mass lying between the anterior aud pos- 
terior peritoneal limits, the procedure suggested above — viz., 
to leave a jiortion of the scar in front while removing all of 
that behind — may be adopted. 

In the case of that minority of strictures, cylindrical or an- 
nular, which lie at or above the peritoneal level, the deliberate 
opening of the abdominal cavity may be undertaken with due 
precautions and proper conservatism. In dense Strictures at 
this point, producing the usual interference with the functions 
of the alimentary canal, gradual dilatation must be tolerated 
as long as it gives complete relief, in view of the additional 
danger of opening the peritoneal cavity, nevertheless I am 
unable to see why, with an improved technique, the briuging- 
down of the bowel to the anus through the opened peritoneum 
should be more dangerous than the establishment, at one sit- 
ting, of an artificial anus in the colon. Indeed, the surgery 
of the rectum seems strangely encumbered even yet by the 
old-time dread of the peritoneum, in marked contrast to the 
aggressiveness of vaginal surgery, which does not hesitate to 
operate in the peritoneal cavity through the vagina, and, on 
occasion, to drain the jperitoneal cavity into that septic tube. 
"When the surgeon has decided, by using olive-pointed bougies 
or by digital palpation, that a tubular stricture extends above 
the peritoneal limit and that the bowel must be drawn down 
through an opening in the peritoneum, the posterior incision 
will extend upward only to a safe distance, and not through 
the whole of the stricture. The dissection of the mucous 
membrane and submucous tissue is begun as already described. 
But before the peritoneum is opened the separated mucous 
tube, with its supporting connective tissue, must be included 
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in a strong ligature drawn so tightly that fecal matter cannot 
escape. The site of operation is then to he carefully disin- 
fected with an antiseptic solution, the instruments inspected 
to see that all are clean, the hands of the surgeon rinsed, or 
washed, and the wet towels about the field of operation 
changed. The peritoneum may now be opened in front of 
the bowel, and, the left forefinger being introduced into the 
pelvic cavity, the rectum can be separated from its peritoneal 
attachments and drawn down. Before the strictured portion 
of the intestine is cut off, the parietal peritoneum must be 
carefully sutured to that of the rectum by a double row of 
Lembert sutures. The vascularity of the rectum will insure 
it against sloughing, if the sutures are not introduced too 
deeply. 

Tlie removal of the scar tissue having been effected by cut- 
ting of the dissected bowel with scissors (whether the peri- 
toneum has been opened or not), the final step of the opera- 
tion consists in the application of sutures to hold the rectum 
in position with the anal margin. The anus, laid open pos- 
teriorly, forms a crescent with horns embracing the wound in 
the retro-rectal tissue. The bowel above, already dissected . 
out, is drawn down and presents a corresponding crescentic 
outline. The horns and middle points of the two crescents 
are now united by deep sutures, and the space intervening 
between these sutures carefully closed by fine superficial ones^ 
The abbresdated rectum now lies in contact with the external 
sphincter and is sutured to the auus. 

The posterior wound is not immediately closed, but is pro- 
vided with two or three deep sutures left untied until union 
has occurred between rectum and anus, when, after granula- 
tions have covered the exposed surface, the threads may be 
tightened and the wound speedily closed. When this wound 
has healed, the external sphincter will again be able to act. 
Excellent drainage is provided by thus leaving the outer wound 
open for a time, and an additional safeguai’d is given against 
septic infection. 

The dressing of the wound demands the introduction of a 
stiff but smooth rubber tube six inches long, with a few large 
holes near the upper end, into the rectum, and packing abont 
it with iodoform gauze. The anterior portion of the wound 
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is especially protected, by moderately tight packing, against 
discharges. The end of the tube projects into a large mass 
of absorbent dressing material which is frequently changed. 

By the daily use of opium, movement of the bowels is 
prevented for a week or more, giving ample time for firm 
union. 

Juliusburger reports several cases in which strictures and 
ulcers of the rectum were treated by e.xcision with excellent 
results. 

The following ease is presented merely to illustrate the 
possibility of permanent cure by amputation. The external 
sphincter was unfortunately not preserved. 

Case. — Mrs. M., aged 20 years, began to menstruate at 16. 
years of age. At 21 years of age she was married, and in six 
months Iiad a miscarriage. During couvalesceuee from this 
accident patient passed blood from the bowels in what seems 
to have been a dysenteric attack. At one time she observed 
a “ piece of flesh ” in the stool, accompanied by a little stringy 
blood. There was at this time much pain in the rectym. 

The patient denied the existence at any time either of gon- 
.orrhea or syphilis. She denied rectal traumas, and especially 
unnatural coitus. 

In January of the following year she noticed the first diffi- 
eulty in securing a passage of the bowels. There seemed an 
inordinate desire to defecate, but the stricture resisted her 
■efiforts, except when the feces were liquefied by strong cathar- 
tics. The patient lost strength, appetite, and weight, became 
subject to headache, was tortured by pains in the back and 
Tectum, and, failing to digest her food, her bowels bloated to 
•a considerable degree. 

An unsuccessful operation was performed in ISSS, one and 
a half years after the beginning of the symptoms of stricture. 
This operation consisted in posterior proctotomy combined 
Avith excision of a part of the stricture mass. The excision 
Avas limited entirely to the cicatricial band, and as the thermo- 
eauteiy Avas, very improperly, applied to stop hemorrhage, 
the resulting circular cicatrix Avas thicker and denser after six 
months than before the operation. The general health de- 
teriorated on recontx’action of the sear, the old symptoms of 
purulent dischax'ge, pain, etc., took place, and, as the passage 
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of bougies gav6 great pain,- she clanaored foi* an operation to 
give permanent cure. 

Amputation of the rectum was performed by me. The, 
hard annular stricture was excised, and the gut above sewed, 
to the anal margin. • • . 

In dissecting ont the inucons membrane, there were no pains r 
taken to leave the external sphincter muscle ; consequently 
the woman has no control over thin feces. 

At the end of two years there is no difficulty in the move- 
ment of the bowels, no contraction, and the flow of pus has 
long since ceased. Had it then occurred to me to preserve 
the external sphincter, the result might have been much better. 
The case may be regarded as a permanent cure, as eontrac-, 
tion always takes place, if at all, in less than two years. 

Conclusions . — In conclusion, kindly allow me to submit the 
following propositions as representing my personal convic- 
tions, if not the inevitable logical conclusions of the argu- 
ments presented, 

1. The treatment of rectal non-malignant strictures should 
not stop short of the complete removal of the symptomatic 
and pathological consequences of the stenosis. 

2. Tor therapeutic purposes every case of rectal stilcture 
should be carefully examined and referred, according to its 
longitudinal extent, to the category of valve-like, annular, or 
tubular stenoses, and, according to its pathological relations, 
to the class of uncomplicated or complicated strictures, 

3. Most valve-like strictures are amenable to treatment by 
gradual dilatation. 

i. Some of the annular strictures are sufficiently distensible 
to be relieved by gradual dilatation ; but this treatment must, 
in this form of malady, be kept up indefinitely. 

.5. The uncomplicated annular contractures not amenable to 
gradual dilatation, aud the tubular strictures, below the peri- 
toneal limit, are permanently curable by Pean’s method, by 
modified amputation, and occasionally (but with much uncer- 
tainty) by posterior linear proctotomy. 

6. Cases of stricture complicated by ulcers or fistul® must 
usually be simplified by a preliminary posterior proctotomy 
and scraping out of fistulm before the radical operation is 
attempted. 
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7. Treatment by gradual dilatation, prolonged indefinitely, 
as is usually necessary, must be tolerated only when relief is 
complete and when the patient is sufticiently intelligent to 
comprehend its importance. 

8. Forcible dilatation or divulsion is dangerous and should 
be abandoned. 

9. Internal proctotomy leaves a wound exposed to infection 
without proper dressings or drainage, and should be regarded 
as dangerous. 

10. External proctotomy is a valuable temporizing measure, 
giving free outlet to feces and pus, and allowing the patient 
to recuperate in general health so as to bear a radical opera- 
tion. 

11. Pean’s operation is objectionable, because it perma- 
nently destroys the action of the external sphincter. 

12. Plastic operations by the introduction of a mucous 
flap fail because of suppuration. 

13. Colotomy should be resorted to only in those exceed- 
ingly rare cases in which there are undilatable tight strictures 
too high up to permit of excision, and in which anastomosis 
cannot be performed. 

14. If ever resorted to, colotomy should be done in such a 
way that the preternatural anus can be subsequently closed, if 
found desirable. 

15. Modified amputation of the rectum, as described, offers 
almost if not quite the only reasonable hope of permanent 
cure without loss of sphincteric control in the undilatable 
strictures, annular and tubular. 

16. The peritoneum is to be opened for the treatment of 
this condition with the same pi’ecautions as are adopted in the 
operation for the removal of malignant neoplasms. 
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POTJE CASES OF REMOVAL OF MYOMATA BY ABDOMINAL. 

SECTION. ’ 


BY 

JAMES F. W. EOSS, M.D., 

Ijecturer on Abdominal Surgery, Toronto University ; on Diseases o£ Women,. 
Woman’s Medical College ; Gynecologist, Toronto General Hospital, Toronto 
Dispensary, and St. John’s Hospital for W omen. 


(With ten illustrations.) 


Case I . — Hemoval of an intraligamentous myoma growing 
in the right hroad ligament and weighing about twenty pounds / 
recovery. — M. J. D., aet. 45, Peterboro. Sent by Dr. Gold- 
smith. Has been unwell regularly until two months ago, 
when she missed a period. Illpara ; last child 15 years old. 
Looks well. Says she noticed that she was gradually enlarg- 
ing in size. Four years ago she noticed a lump in right lower- 
abdomen, but of late there seemed to be a steady, gradual en- 
largement. Ho pain and but little inconvenience. On ex- 
amination found a tumor enlarging the abdomen and feeling 
very much like an edematous myoma, butfelt that it might be 
ovariau, either solid or with colloid, non-fluctuating contents.. 
Sound passed into uterus and proved that the uterus moved 
freely from the tumor. Tumor size of a man’s head. Ad- 
vised operation, chiefly on account of the doubtful nature of 
the case. 

Operation . — Chloroform by Dr. Barker. Assisted by Dr. A., 
H. "Wright. On opening abdomen a small quantity of ascitic 
fluid ran out. Passing Angers down, felt the uterus to the left 
and the left ovary and tube. Right ovary, with correspond- 
ing tube, stretched over the tumor after it M’as drawn out of 
the abdomen. Contents of tumor solid, though giving an 
indefinite sense of fluctuation; therefore diagnosed as an 
edematous myoma. It was entirely developed in the right 
broad ligament. Tied the broad ligament with five or six 

‘ Read by invitation before the Huron Medical Association, July, 1891 . 
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chain sutures, applied the rope clamp, cut away the tumor, 
transfixed with the hy&tereetomy pins, pl.iced the permanent 
wire clamp in situ, and put a glass drainage tube into the 
cul-de-sac of Douglas. The peritoneum was then carefidly 
adjusted around the stump by putting the sutures next the 
pedicle close together, and b}' taking with each of them an 
extra broad edge of peritoneum. The sutures were of silk, 
and passed through skin, muscle, and jjeritoneum. iNo sepa- 
rate sutures were used for the peritoneum alone. The stump 
was then tucked up on iodoform gauxe and tanned with iron 
solution. Iodoform was dusted freely around the jsarts to 



Fio. 1.— Diagiam of Casa I., sean from bebiuS, sliowmg tumor m right broad liga- 
ment, and uterus and ovaries crowded down to the left 

avoid any descent of septic matter along the opening through 
which the pedicle emerged. 

The drainage tube was removed on the fifth day. 

Temperature rose to 100 p evening of first, second, and 
third days, as it does after nearly all abdominal operations. 
Pulse 91 evening of fourth day. Average pulse T2-82. Ab- 
domen quite distended at end of first twenty-four hours ; much 
relieved by flatus tube. This distention is undoubtedly due 
to tension and dragging forward of rectum, and, if not fatal, 
becomes less as the clamp sinks in and drops back a little, 
and thus relieves the tension. The right uterine cornu had 
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the clamp diagonally across it from base of right broad liga- 
ment to centre of the fundus. This is not, therefore, a hys-- 
tereetomy in the ordinary and strict sense of the term, but is 
a case of removal of a large myoma developed in the right 
broad, ligament, of one ovary and tube, and of part of the 
right uterine cornu. 

T31oody discharge appeared from vagina on seventh day, 
rather later than usual after operation. Bowels moved on 
fifth day. Distention was troublesome in colon until the 
seventh day. The clamp came off on the eighteenth day, 
leaving a deep, granulating hole. Some slough was removed 
beyond the clamp. The wound soon filled up, and the patient 
went home in splendid health. 

Case II. — Removal of an intraligamentous and uterine- 
multmodular myoma, weighing in all about forty pounds / 
hroad ligaments filled out hy the largest part of the Immor, and 
uterus raised up bodily hy the large mass in the pel/uis ^ enu- 
■cleation / terrific hemorrhage ^ death thirty-six hours later . — 
H., singles over 50. She looked about 50 to 55 years. 
Sent by Dr. Dickson, of Parkdale. Last menstruation several 
years ago. "Was very regular before thatj but lost a good 
deal. She noticed a tumor on right side of lower abdomen 
three or four years ago. She was never laid up with any 
attacks of severe pain. Looks anemiCj On examination 
found a large, irregular, non-fluctuating tumor. Contents feel 
semi-fluctuating. Diagnosis lies between ovarian tumor with 
colloid contents and edematous myoma. Uterus drawn up, 
but could not be outlined, and sound could not be passed. 
Large mass pressing down into pelvis in front of rectum. 
Distinct sense of fluctuation not made out. Tumor was as 
large as full-time uterus, and woman was much inconve- 
nienced. Tumor growing larger. 

Operation. — St. John’s Hospital. Chloroform given by 
Dr. McMahon. Assistant, Dr. A. Davidson. On opening the 
abdomen found a large tumor having some of the appearances 
of an edematous myoma with nodules, but, even at this stage, 
of a doubtful appearance. Spreading out the folds of the 
broad ligament, it filled the pelvis, and there was as much 
tumor below the vesico-uterine pouch as above it. The myo- 
ma corkscrew had been inserted, and the puncture bled so 
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freely after removing it that I determined to remove the 
growth. There could now be no doubt tliat it was a solid 
tumor, or at least an edematous tumor, and that if not re- 
moved the woman would bleed to death. I was thus facins: 
a terrible undertaking in a woman of over 50. Contrary" to 
my expectation, the tumor was what many deny ever exists, 
an edematous multinodular myoma, and the capsule could 
7iot be peeled off or the tumor enucleated. The hemor- 



Fia. 2. — Diagram of Case 11., seea from beliiml, showing uterine fundus with small 
fibrous nodules and larger tumor, also position of tubes and ovaries and tumors filling 
pelvis. 

rhage was terrific. I tied off the broad ligaments in sections 
as rapidly as possible, and as far down as possible, but there 
was a wealth of tumor beyond with a broader base in the 
pelvis than above. I had plenty of clamp forceps of different 
kinds, and soon had them neai'ly all in situ, controlling one 
portion or another of the capsule. The capsule would peel 
off a little distance, and then sink in deeply into the tumor 
and tear off. I therefore manufactured as best I could two 
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pedicles, and applied two serre-neuds. These pedicles or 
stumps were so short that the wires were dipping down into 
the abdomen. Peritoneum stitched around the stump, to 
leave free drainage and shut o£E the peritoneal cavity. Inci- , 
sion extended from midway between umbilicus and tip of 
sternum to crest of pubes. This was dosed. Bladder re- 
quired peeling off the front of the tumor. The early ligation 
of the broad ligaments did not increase the mobility of the 
tumor. The pelvic vessels were readily seen in the large 
gaps left in the broad ligament on either side formerly filled 
by the tumor. The bemorrhage was now controlled’ and pa- 
tient put to bed. I was afraid she would die on the table. 
The arms and legs were bandaged, to force the remaining 
hlood to the head to sustain life. Enemata and subcutane- 
ous injections were given. The patient improved. At 2 p.m. 
temperature 97.6°, pulse 8i. The pulse then went up to 100, 
on further to 106, to 110. Alittle oozing took place from the 
wound. The clamp was tightened ; oozing continued. One 
clamp seemed to tighten too readily, and I have no doubt it 
slipped and allowed the hemorrhage to occur from the small, 
short pedicle I was forced to make on the left side. It was 
so short that no pins could be passed through it to prevent 
the slipping of the wire. The patient was so weak that any 
further endeavor to stop this hemorrhage would haiive been 
useless, Nothing but a wire clamp would do it, and a wire 
■clamp would slip off owing to the fact that the broad end of 
the tumor was situated in the pelvis. It was like tying a fold 
on the surface of a rubber ball. The urine was bloody. The ^ 
patient lived for thirty-six hours. I have seen a great many 
hysterectomies done and a great many myomata, but 1 never 
saw any as unfortunately developed as this one. The tumor 
would weigh about forty pounds. On the opposite page is 
•a sketch of the growth that will give you some idea of the 
difficulties of the case. 

Case III. — Removal of a large thirty-f/ve-pound myoma 
growing hy a ‘pedicle, about six inches in diameter, from the 
upper postei'iov surface of the left broad ligament, together 
with the removal of a pregnant utemts (about four and a half 
iofive months, fetus macerated) and both ovaries and tubes ; 
recovery.— H., set. 39. Sent by Dr, Giles. Menstrua- 
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tion regular until February, 1801, when it ceased. Saw a 
slight sign the last week in April, Tliouglit she was preg- 
nant when the flow ceased in February, Has had three chil- 
dren, the last ten years ago; never pregnant since, Ayear ago- 
last February she noticed a lump in left iliac region, about the 
size, she says, of a lion’s egg. It steadily increased in size up 
to the present time. For a year after she noticed this lump 
the menstrual flow was increased and clotted. Had more 
pain with it, and for a year before she noticed the lump she 
complained of pain in the back. On examination I found 
abdomen very much distended ; intestine pi’cssed upward 



Fio. 3.— Large mass is the tumor; the smaller should have beeu drawn as an ovoid 
body representing the gravid uterus. 

and into loins ; lower abdomen full, and an apparent sulcus 
dividing the large mass of tumor to the left from the smaller 
mass to right and below. In the larger mass of tumor there 
was a semi-fluctuating sense, but in the smaller mass distinct 
fluctuation. Cervix soft, vagina purplish. 

Diagnosis . — Edematous myoma and pregnancy. 

Advised operation. 

Operation . — Knowing the formidable nature of the under- 
taking, I had an extra quantity of instruments — twenty-four 
compression forceps, eight or ten large flat sponges, as well 
as small sponges, and my large satchel well supplied with 
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extra clamps, etc. Done in theatre, Toronto General Hos- 
pital. A wineglass of brandy given before anesthetic. Be- 
gan with chloroform, and then gave ether. Anesthetic given 
by Dr. Hill. Assistant, Dr. A. H. "Wright. 

Opened abdomen in the middle line. At once made a 
good free incision, so as to lose no time. Found the preg- 
nant uterus and ovaries to right. and below, and a large, solid 
or edematous myoma springing from a pedicle, the thick- 
ness of a man’s thigh, from the back of the left broad liga- 
ment. Ligated the broad ligament on right side with no 
difficulty, and stripped it down to gain more room. The 
omentum, which was adherent over whole front of the tumoiy 
was hastily peeled off by my assistant while I drew out the 
tumor manually. Ho corkscrew was used. Then tied off 
with more difficulty the outer end of left broad ligament, 
and put the I’ope clamp over tumor and pregnant uterus, 
thus making a pedicle of the cervix uteri. After tightening 
this, cut away the tumor, weighing about thirty-five pounds, 
and the pregnant uterus. Liquor amnii gushed out and a 
macerated fetus showed itself. In endeavoring to remove 
this 1 found, much to my annoyance, that the fetal head had 
become fastened below the rope clamp — an accident that 
could not have been foreseen. What was to be done ?■ 
Clearly only one thing — to slacken up and remove and re- 
tighten. I therefore grasped the edges of the stump in 
large forceps and gave them to Dr. Wright. Dr. O’Keilly 
agreed to extract the head. Dr. Grassett I asked to press up 
the uterus per vaginam, and T myself attended to the rope 
clamp. The removal of the head Avas managed like a boy’s 
race, with a “one, two, three, and away,” and if it did not 
cover us with glory it covered us with blood. The blood 
fiowed fast and furious, but by a few rapid turns of the han- 
dle of the clamp the rope sank home to its destination and 
the storm ivas over. The placenta ivas peeled off readily, 
and evidently was not active. The fetus would indicate a 
four and one-half to five months’ pregnancy. The wire 
clamp was nmv applied, pins inserted, and the stump dressed 
as in Case I. The subsequent vomiting was severe, and I 
believe due to tension on the pedicle and to the distention 
noticed in the colon as in Case I. 
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Twenty-four liours after operation she had one grain of 
calomel every hour until eight grains had been given. jSTu- 
tritive eneinnta and liatus tube used. JVIore calomel was 
given and simple enema ; but this proved inelfectual, and 
vomiting and di&tention continued. Pulse SO, temperatm-e 
respiration 20. Slie had nineteen eneiuata altogether 
to open the bowels, besides numerous nutritive ones at a 
later and earlier date. Champagne given by enema. Pace 
flushed. Cold perspiration. Vomiting incessantly. In all 
she must have vomited about one and a half times the capa- 
city of a patent pail of tluid. It seemed as if the peristalsis 
had been reversed, though there wat. no fecal odor to the 
vomited matter. The vomiting was at its worst on the 
third and beginning of the fourth day. At G p.m. on the 
fourth day the first mouthful was retained, and from this 
time on the vomiting ceased. Kespiratiou fell to 20 and 18, 
pulse remained about SO to 90. Temperature about normal 
until sixth day, when it rose to 101}° ; it dropped again in 
twenty-four hours to normal. The clamp was taken off on 
the nineteenth day. No drainage tube was inserted. Slough- 
ing tisaiie behind clamp removed by dressing forceps. A 
large hole, into which I several times passed the full length 
of my first finger, remained and closed gradually. On the 
Sth of July, one month after the operation, one of the broad- 
ligament ligatures was removed from the hole, and two 
vmeks later a second one came away.' Patient is now able to 
move on the lounge and is rapidly gaining strength. This 
case brings up the question. How should we proceed when 
abdominal tumors are complicated by pregnancy ? I intend 
making this the basis of a paper for the meeting in Septem- 
ber of the American Association of Obstetricians and Gyne- 
cologists, and hope the discussion of the paper will throw 
some light upon the subject. 

Case 1Y. — Uterine myoma oftiboxd ten jpoxmds j the attempt 
to remove ovaries and tubes loas, by the force of cirGumstances, 
superseded hxj hxjsterectomy ; recovery. — M. C., mt. 3J. Sent 
by Dr. Wilson. Has had one attack of very severe menor- 
rhagia. Consulted Dr. Wilson, who discovered a tumor the 

* Another broad-ligament ligature arrived yesterday by mail (August 
19th, 1891), having come out of the hole made by the pedicle. 
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size of a man's head, and brought her to me for my opinion. 

I agreed with his diagnosis of soft myoma,, and felt sure that 
it was connected with the uterus. There could be no doubt , 
that the tumor was increasing in size. Advised removal of 
ovaries and tubes as a first resource. 

Ojgeraiion . — Chloroform by Dr. Davidson. Assistant, Dr. ' 
ACachell. On opening abdomen 1 found a large, edematous 
myoma. As feared before operation, I found a large incision 
above the tumor and much handling necessary to effect re- 
moval of ovaries. The right ovary had been felt prolapsed 
and probably imprisoned before operation, and I had oarte- 



Pio. 4— Large area within broken lines gave dulness with no fluctuation; small 
area fluctuation; outside o£ broken iines there was bowel resonance. 

'blanche from the patient to do whatever I deemed advis- 
able. After a great deal of difficulty I managed to tie and 
remove the right ovai-y (the one prolapsed) and part of the 
right tube. The left ovary and tube I removed first. It 
seemed madness to put a ligature on such a round, convex 
surface, because it must surely slip off after a few hours. 
Blood oozed from the surface of the much-handled and much- 
pressed tumor ; and having seen a case in the practice of a con- 
frere die only a few weeks before — where the same difficulty 
existed, the same amount of handling was required, and the 
.tumor left behind — determined to take out the whole mass. 

69 
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This was rapidly done, as described in the otlier cases, clamp 
put on, pins inserted, wound closed, and stump dressed. 
Patient did well for about a week. A drainage tube was put 
into the cul-de-sac of Douglas, and taken out on third day. 

On the seventh day the temperature rose to 103°, pulse 
90, respiration 21. Pain over the abdomen ; distention. At 



Fia. 5.— Dmgrnm show Uiff large, smooth tumor ith teube broad ligament runmng 
off from either side 

once purged. Distention diminished, and temperature fell. 
Clamp removed by scissors on the eighteenth day. Patient 
then looked as if in the third Week of typhoid fever. A 
small piece of tissue, as thick as a match, had to be cut through 
before the pedicle could be removed. This seemed alive, but 



Fia. G.— ShoA\s drainage tube, pedicle, and clamp. 


sloughs of tissue were to be seen around it. It had no sooner 
been cut than it bled profusely, necessitating a silk ligature. 
One of the ligatures applied to the broad ligament welled up 
with some pus from the side of the granulating hole, as hap- 
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peiied in Case III. Patient is now, a inontii after the opera- 
tion, ahle to sit iip. 

And now, if you will iiear witli me for a moment, 1 will 
outline what I believe will be the operation of the future. 
But, before doing so, I would like to digress for a moment. 
My belief in the frequency of the old-fashioned shock is not 
deeply rooted. Shock following these abdominal operations 
generally means hemorrhage, or the effect of the prolonged 
manipulations of those who are not familiar with the abdo-. 
men, or are so slow in their surgical ways that they should 
never undertake such cases. The abdominal surgeon should' 
always think and act for himself. Two golden rules apply 
to abdominal surgery — rapidity of execution and accuracy of 
detail. 

Ligatures more frequently slip off the pedicles of novices. 
Septic deaths only occur in the practice of the careless, or of 
those surrounded by those who are careless. No nurse is 
allowed to even touch a drainage tube in the belly of a pa- 
tient of mine, unless she has washed her hands. Every drain- 
age tube and sucker is heated red hot in a Bunsen burner 
flame before it is used again for another case. Every thread, 
every instrument, every piece of rubber is boiled, my hands 
and the hands of my assistant are clean, and any other hands 
around are clean, no post-mortem or dissecting-room attendants 
are admitted, and the nurse who handles the sponges is not 
allowed to handle vomited matters and lift around tables after 
her hands are cleansed. And thus we keep the 'septic material 
out of the peritoneal cavity, and I pull and tear and handle 
this membrane with perfect comfort. The temperature after 
the most severe operations runs an almost normal course. The 
silkworm-gut ligatures are a boon. They produce less irri- 
tation than silk. I left them in the abdominal wall of a doe- 
until they became completely buried, and' that without any 
pus formation. The peritoneum is a wonderful membrane, 
and, when I have once closed it, I do not bother with iodo- 
form, or bichloride, or any other germicide. If the germs of 
septic infection are not already inside before the peritoneal 
surfaces are approximated, your patient is safe from septic 
peritonitis ; and if they are inside, all the foul-smelling 
powders the chemist can supply us with will do no good. I 
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know that this is so. My operations of the most severe nature, 
clone in tlio theatre of tlie Toronto General Hospital, speak 
for themselves. Every care is taken to cleanse everything 
that can carry such germs inside of the peritoneum; none are 
allowed ai'ound the operating table and instruments, except 
those immediately occupied ; the operations are done asrapidly 
as possible, and every ease has recovered, with one exception 
— opening and washing out tlie abdomen of a case of late 
gonorrheal peritonitis, wliere ovaries and tubes and portions 
of bowel weie in a gangrenous condition and the patient 
almost in anticulo 7n(»‘tiii.' In ordinary cases I use nothing 
over the wound but absorbent cotton jjads in gauze; no ioclo. 
form, boracic acid, or other chemical is put near the wound. 

But let us go on one step further. lYheii we have a 
gangrenous pedicle lying over a cavity lined by such a pecu- 
liarly otfensivc and defensive membrane as the peritoneum, we 
must take precautions nece.ssary now, but superlluous before, 
and protect the intervening granulating wound surrounding 
the pedicle from the malignant potency of these germs of 
putrefaction. And we must also use remedies to prevent or 
retard such putrefaction. With such precautions this terrible 
operation of abdominal hysterectomy can run a perfectly 
aseptic course and the death rate can be kept down. I dread 
this operation, and feel tempted to try some of the other 
methods that have been thought out, but return again to tlie 
one described when the critical time comes. I am not, on 
account of the difficulty encountered in the form of hemor- 
rhage (and one must remain within easy call of his cases, 
knowing that they may bleed morning, noon, and night, though 
he tightens the clamp with his own e.xperienced hands to the 
verge of cutting) — I am not, on this account, in favor of 
sinking the stump, as done by some, between the edges of the 
wound in the abdominal wall, suspended by threads, ready for 
upheaval if hemon-hage occurs. 

I have thought of various methods of dealing with these 

' These operations have been done in the theatre, not from choice or the 
love of the extra vigilance required, but from necessity, owing to alterations 
in the buildings of our woman’s department. In this department we have 
a special theatre for such operations, and nothing very septic comes into 
.this theatre. 
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tumors. The great difficulty before us, in the abdominal hys- 
terectomy of to-day, is the separation of the extra-abdominal 
pedicle. After many years the extraperitoneal pedicle of 
ovariotomy was replaced by the intraperitoneal pedicle, the 
one now generally adopted. But two facts preclude the pos- 
sibility of such a treatment for myomata, namely, the impos- 
sibility of controlling hemorrhage by ligating the stump, and 
the danger of necrosis of the pedicle on the proximal side 
of the clamp wire when formed of myomatous tissue. This 
hemorrhage occurs with the extraperitoneal wire clamp ; this 
necrosis also occurs with the extraperitoneal wire clamp. W e 
must therefore give up all ideas of any new treatment pn[^this 



Fig. 7.— Scheme of loops. Short loops are on vaginal surface. 

direction. One line alone remains ; a return to, and an im- 
provement of, the old “Freund’s” operation. 1 have more 
than once determined to carry out the following procedure, 
but have each time backed down when the time came to ope- 
rate and have proceeded in the old way. 

The operator begins by personally disinfecting the vagina, 
with a 1 : 500 solution of bichloride of mercury, so strong that 
it coagulates the albumen of the superficial epithelial cells. He 
provides himself with a long thread of strong and tried silk 
well boiled, threaded in the eye of a sharp-pointed, blunt-edged 
perineum needle. This needle should be firm and only 
slightly curved, and should have a longer handle than usual. 
He should practise the stitch on a piece of chamois leather 
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previously, so that he can, without hesitation and without 
bungling, run a chain suture. The operation is now performed 
in the usual way by tying olf the broad ligaments, putting on 
the temporary rope c*lair.j), removing the tumor, placing a 
pedicle pin in situ, and adjusting the temj)orary wire clamp. 
The rope clamp is then removed and the pedicle rapidly 
trimmed down to the limit of safety. The assistant can now 
readily control what is left of the uterus, and can draw up on 
it and bring the cul-de-sac of Douglas well in view, or hold it 
upward and backward and bring the utero-vesieal pouch well in 
view, or draw it to either side to enable the operator to out- 
line the ureters on the opposite side. Now there is tissue lying 
close around the cervix, separating the vaginal cavity from the 
abdominal cavity, that can be readily compressed by hand- 
tied ligatures — tissue that is not edematous and therefore not 



Flo. 8.— Loops cut niul ready for tyiug. Dotted lines show where crossed. 


likely to shrink. The perineum needle can now be accurately 
carried up from the vagina along and close to the clamp-stead- 
ied jiedicle, to emerge just below the wire of the clamp into 
the abdopien. One end (the short one) of the thread is now 
drawn out far enough to leave a good tying end, and the 
iteedle still on the thread is withdrawn and again lost sight 
of in the vagina, only almost instantly to reapj)ear one-half 
inch further to the right. The thread in the groove (whether 
the front groove or back groove of the needle) occupied by the 
short end at the last puncture, and now corresponding to the 
short end, is withdrawn in a loop long enough to leave two 
good tying ends of equal length, when the loop is cut and 
the needle is again sunk into the vagina, only to reappear as 
before. In this manner the whole cervix is surrounded by a 
chain, suture exactly similar to the one I applied to the broad 
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ligament of Case I. This chain suture cannot wound the 
ureters, if made to hug closely uterine tissue until it 
emerges just below the wire clamp. The tying loops are 
now all in the abdomen and the compressing loops are all 
in the vagina. Each thread is crossed with its neighbor to 
interlock, and the last loop tied is the most important and 
should be tied very tightly. After the loops are all tied no 
bleeding can take place from the stump, and to demonstrate 
this fact I believe that it would be well to loosen the wire 
clamp. If it bleeds, the tying is faulty and must be done 
over again. ISTo cutting should be done to remove the re- 
maining cervix until this is demonstrated. When satisfied, 
the cervix can easily be removed by means of a sharp, short- 
bladed scalpel. I should think the incision should follow the 
track of the clamp, and should slope downward and inward 
toward the known position of the vaginal and cervical junction. 



During this procedure the bowels must be kept either up 
in the abdomen or on the abdomen by large, flat, warm 
sponges, A short sound in the bladder could readily drag 
it up out of danger. The peritoneal edges, from between 
which the cervix has just been cut, should be held together 
with two or three stitches, the vagina packed with iodoform 
gauze, the abdomen closed, and the wound dressed in the 
usual way. 

If this operation can be carried out there is no reason why 
it should be accompanied by any greater immediate danger 
than the other, and the remote danger, so great after the 
operation in which the gangrenous stump is left behind 
would be almost nil. 

My reason for bringing this before you is to gain other 
ideas and hear criticisms. We have as yet no satisfactory 
method of doing abdominal hysterectomy. To experiment 
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on the cadaver is unsatisfactory for two reasons : first, the 
tissues have lost their natural elasticity and pliability ; and, 
secondly, the relations of the parts are altered, owing to the 
absence of a tumor. Such an operation as I have outlined 
would have been impossible in Case IT., but could very read- 
ily have been caiwied out in Cases III. and IV. During the 
operation on Case III. my assistant, who has seen a large 
number of abdominal operations, made the remark that he 
had never seen the cul-de-sac of Douglas so beautifully de- 



Fia. 10. — SUowiug method ot passing ligature. 

monstrated before. The demonstration was purely accidental 
during the forward elevation of the pedicle to allow of spong- 
ing of the cul-de-sac. 

If such an operation can be done it will have an ever-in- 
creasing field, provided that it lowers the mortality and les- 
sens the severe illness accompanying the present extraperito- 
neal or “ uterine-stump ” operations. In cases without severe 
adhesions, done early, in young women of 20 to 40 who have 
ever-increasing tumors occasioning ill health and great discom- 
fort, the tumors filling the abdomen like a five or six months’ 
pregnant uterus, this ojperation should have but a slight, if 
any, increase over the mortality 7of vaginal hysterectomy. In 
practised hands vaginal hysterectomy has a mortality of six 
to eight per cent. The risk occasioned by a second cut 
through the peritoneum cannot be great. In vaginal hyste- 
rectomy the abdomen is opened, and in such a combined 
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abdomino-vaginal operation we have simply the superadded 
abdominal incision and a little more handling of the perito- 
nenm. 

Abdominal hysterectomy of to-day is only done late in the- 
disease, owing to the dread the surgeon has of submitting 
his patient to such a great risk. This was so a few years ago 
in cases of ovarian tumor. To-day we find a small ovarian 
tumor, and advise its immediate removal, and, therefore, our 
difficult eases of ovariotomy are the neglected cases. Witb 
abdominal hysterectomy all the cases are the neglected and 
obstinate cases ; and this should be so until we can hold out 
to the patient a positively curative and slightly dangerous 
procedure. A sloughing pedicle resting on an abdomen is to- 
me like a lighted torch flaming over a powder magazine. It 
is unsurgieal. and we may surround the torch by water, as the 
pedicle with germicides, and the danger, though diminished, 
is still present. And what a relief of mind the surgeon 
feels when the stinking, dirty thing has come away! To- 
appreciate this feeling one must have experienced it. 


OVARIOTOMY DURING PREGNANCY.' 


By 

CHRISTIAN FENGER, M.D., 
Chicago, Ul. 


It would seem strange to bring this important subject be- 
fore the ^eiety with only one case as an illustration. I do 
not pretend to bring forward anything new or anything of 
my own in this connection, but merely desire to present to 
the Society the thoughts and reflections that I experienced 
after looking over the literature on the subject. This has 
been the more interesting to me because of the radical 
changes in the views as to the choice of treatment of this con- 
dition which have taken place within the last ten years. 

Case. — Mrs. G. E., 30 years of age, primipara. Health 
always good up to the time of this sickness ; she had never 
' Read before the Chicago Gynecological Society, May 22d, 1891. 
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been treated for any uterine disease. First menstruated at 
Id. Until the nineteenth 3’ear she was occasionally troubled 
with frequent and profuse menstruation. From tlie iiine- 
teentli to the twentietli year the menstrual flow was regular, 
but scanty. After the twentieth year it again became normal, 
and continued so until the time of last menstruation, lyiay 
21st. lS9(t. 

• She was married in ISSG at the age of 25, and was well 
from that time until pregnancy, with the exception of some 
attacks of pain in the lower part of the abdomen, radiating 
from the lumbar to the inguinal regions. The pain would 
come on suddenl}', had no connection with meiistruatiou, 
would last from fifteen minutes to half an hour, and woidd be 
followed for several days by tenderne&s over the lower part 
of the abdomen. She generally felt chilly during these 
attacks, but had neither fever nor vomiting. She has had 
five attacks in all : the first one five years ago, the second a 
few days later, the third a month later, the fourth a year after 
the third, and the last attack during January, lb90. Dr. 
Ilartman, her family physician, to whom I am indebted for 
the information as to her previous history, considered these 
attacks to be ovarian colic. She consulted Dr. Ilartman on 
July 2Gth, 1S90, when she complained of failing health, 
general weakness, loss of appetite and flesh, having lost six'- 
teen pounds within five weeks. She further complained of 
pain and considerable tenderness in the left inguinal region, 
and had not menstruated since May 21st. 

On bimanual e.Namiuation the uterus was found slightly 
enlai’ged, mobile, and pushed over to the left side by a tumor 
which partially filled the pelvis minor. It did nol> appear to 
be firmly adherent to the uterus. An upper portion of the 
tumor projected above the brim of the pelvis in the right 
lower part of the hypogastric region. It appeared movable. 
The surface, although smooth, was not uniform in appearance, 
inasmuch as the portion in the large pelvis appeared to be 
solid, while the portion felt through the vagina was elastic 
and appeai’ed to fluctuate. Dr. Ilartman made a diagnosis of 
dermoid cyst, and this diagnosis was confirmed by the exami- 
nation October 2I:th, 1890. The gravid uterus was now found 
projecting in the hypogastric region, the size of the uterus of 
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the fourth, month. Auscultation revealed uterine bruit, but 
no fetal lieart sounds. The tumor had also increased in size, 
and on examination was found to almost fill the pelvis, minor. 
The wall was in some parts hard and nodular. The upper 
part could now be only indistinctly felt, as it was covered by 
■the gravid uterus. The patient had not felt any fetal move- 
ments, but had had frequent shooting pains in the mammse, 
which as yet were not enlarged or changed in appearance. 
Her general health had im]3roved during the summer. 

October 21th I examined the patient in consultation with 
Drs. Hartman and Lee, and confirmed the diagnosis of der- 
moid cyst in the small pelvis on the right side of the uterus, 
and pregnancy of the fourth month The ovarian tumor was 
immovably fixed in the small pelvis, and the vaginal portion 
of the uterus could now be felt high up to the left side and 
apparently movable against the tumor. 

In consultation held as to what course to pursue, it was 
thought likely that this ovarian cyst, which almost filled and 
was incarcerated in the small pelvis, might be a dangerous 
■complication to the delivery, or might rupture later on in the 
course of pregnancy. After considering the choice between 
the induction of premature labor and subsequent ovariotomy 
on the one hand, and ovariotomy during pregnancy on the' 
other hand, the latter was decided upon, and the patient taken 
to the Emergency Hospital and prepared for laparatomy in 
the usual manner. 

October .30th, in the presence of the doctors from the Poly- 
clinic and some of my students from the college, and assisted 
by Drs. Bernauer, Lee, and Hartman, the anesthetic being 
administered by Dr. Bosa Engert, the operation was per- 
formed as follows : 

An incision was made in the median line from the sym- 
physis pubis to the umbilicus, the pyriformis muscle trans- 
versely divided, and the parietal peritoneum sutuicd to the 
skin. The gravid uterus presented through the abdominal 
wound, and the tumor could be felt deep down and behind, 
the uterus, but was inaccessible until the incision had been 
prolonged above the umbilicus to midway between the latter 
and the ensiform cartilase. 

On introduction of the left hand into the abdominal cavity. 
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a cyst could now be felt of the size of a small child’s head, 
the lower part of the tumor filling the small pelvis to the 
right of and behind the uterus, an upper portion projecting 
up into the pelvis major. The cyst was so firmly incarcerated 
in the small pelvis that it could not be removed so as to bring 
it \ip into the wound. As I expected to find a dermoid cyst, 
I did not want to empty its contents in order to facilitate its 
removal. Therefore I enlarged the abdominal incision still 
a little further upward, and everted the gravid uterus out 
through the wound. The uterus was wrapped in warm asep- 
tic cloths soaked in sterilized water, and was held on the 
side of the abdominal cavity and to its left side by Div 
Bevnauer. 

I now introduced the left hand down into the small pelvis 
behind the cyst, and lifted it up and out through the abdo- 
minal wound. It was found to have a smooth surface and to 
be non-adherent. After having packed the abdominal cavity 
around the pedicle, the cyst was removed entire. It was 
somewhat difficult to ligate the broad ligament, as the pedicle 
was short, especially in the upper part of the broad ligament, 
which was unfolded and filled bv the gravid uterus. The 
pedicle was transfixed and then dropped, without, as I usually 
do, dividing it on the clamp by Pacpielin’s cautery, because 
the pedicle was too short to permit the application of the 
clamp. After dropping the pedicle the cloths around the 
uterus were removed, and, after ttirniug the patient on the 
side, a pitcher of sterilized water was poured over the uterus, 
which, after the removal of the large flat sponges, was re- 
placed. It was somewhat difficult to push the uterus back 
through the wound, the borders of which had to be tightly 
di'awn during its replacement. Several small, subserous ec- 
chymoses had formed on the surface of the uterus during 
its stay outside. Small sponges on sponge holders, pushed 
down behind the uterus, showed the abdominal cavity to be 
free from blood and serous fluid. The abdominal wound was 
then united with alternate deep and superficial sutures ; no 
drainage. 

At the end of the operation, which lasted an hour and a 
quarter, the patient was in natural condition ; ijulse 90, strong; 
no symptoms of collapse. 
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The second evening aftei’ the operation temperature rose 
to 100.8°, pulse to 96. During the rest of the first week 
after the operation the morning temperature did not reach. 
99°, the evening temperature being about 99°. During the 
second week morning temperature was normal, the evening 
temperature about 99°. Drom tbe beginning of the third 
week the temperature remained normal. 

During the first two weeks the only important symptom 
was occasional severe paroxysmal pain, simulating uterine 
contractions; it could, however, be controlled by repeated 
hypodermic injections of a quarter of a grain of morphine. 
This pain made me fear impending abortion, but it gradually 
decreased, and entirely ceased at the beginning of the third 
week. 

On the fifth day the dressings wei'e changed and the wound 
found to be perfectly dry and aseptic. The patient was sit- 
ting up at the end of the third week. 

The subsequent course of the pregnancy was entirely nor- 
ma], and on February 19th, 1891, the patient fell in labor, 
which lasted fifteen hours, the child being delivered by for- 
ceps. The child was fully developed, at full term, and 
weighed six pounds. The convalescence after delivery was 
not attended by fever, but was somewhat tedious. The pa- 
tient had only a small quantity of milk, and so after three 
weeks artificial alimentation was tried, but proved injurious 
to the child. A wet-nurse was' then procured, after which 
the child Vecovered and is now doing 'well. The mother re- 
gained her strength slowly but fully ; she suffered for a time, 
however, from looseness of the bowels and indigestion. 

In the cicatrix at tbe line of incision and at the point of 
insertion of the sutures a remarkable degree of pigmentation 
took place. Dr. Hartman stated that the entire cicatrix be- 
■came deeply pigmented— in fact, almost black. The patient 
herself declared that this pigmentation did not begin to ap- 
pear until after labor (?). It reached the maximum degree 
of color after delivery, from which time it began to fade, and 
.at the end of nine weeks had almost disappeared, leaving only 
.a light-brown cicatrix. 

The tumor was a dermoid cyst with the usual characteris- 
vtics of such tumors. At the time of removal it was about 
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tlie size of ii child’s head at tcrui *, it now appears conside- 
rably smaller on account of the shrinking of the cyst wall in 
the alcohol. The outer surface is smooth, free from adhe- 
sions, hut uneven ; in some places thin, in others consisting 
of hard, nodular tumors from a quarter of an inch to an inch 
in diameter. One portion of it forms a solid mass the size 
of ii small hen’s egg, which consists of whitish solid tissue and 
includes a cyst, the size of a walnut, densely packed with brown- 
ish hair. On the inner wall of the larger cyst, which is 
smooth in its upper portion, may be seen, down near the large 
tumor, a number of smaller cysts from the size of a pea to 
that of a hazelnut. In some places the cyst wall is quite 
thin and transparent, indicating the liability of rupture upon 
manipulation or by ju'cssurc during delivery. 

— Ovarian tumors, which are at all times a source 
of danger, are still more so when complicating pregnancy, as 
the two conditions when in combination mutually influence 
each other, to the detriment of both mother and child. The 
ovarian tumor is subject to acceleration of growth, to more 
rapid development, during pregnancy. The gravid uterus is 
liable to cause torsion of the pedicle by changing the form 
and position of the latter, or by circulatory disturbances in 
the pedicle, resulting in gangrene or perforation of the cyst. 
"When situated in the pelvis minor, an ovarian tumor is espe- 
cially liable to become an obstacle to the delivery of the child, 
and to cause diflicult and consequently dangerous labor which 
may result fatally to both mother and child. 

In discussing the measures for the prevention of these dan- 
gers, we will first consider the fate of the mother and child 
when the pregnancy is left to run its eoirrse. The dangers to 
the mother, as gathered from the statistics, are the following: 
Litzmann has collected fifty-four cases, with twenty-four 
maternal deaths ; Jetter, two hundred and fifteen deliveries 
iu one hrindredand sixty-five mothers, with sixty-four deaths; 
Playfair, fifty-seven deliveries, with twenty-three deaths; 
Praxton Hicks, six deliveries, with no deaths ; Rogers, five 
deliveries, with no deaths; Spencer "Wells, eleven deliveries, 
with one death ; Fritseh, four deliveries, with one death. In 
all three hundred and fifty-five deliveries are reported, with 
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ooe hundred and thirteen maternal deaths, or a maternal moiN 
tality of about thirty-two per cent. 

The mortality to the children from either abortion or pre- 
mature labor, according to Engstrbm, is much greater. In a, 
series of two hundred and sixteen cases a mortality is reported, 
of forty-eight per cent. 

The pi-olif era ting cystoma is the form of cyst most com- 
monly observed. They are frequently located outside of the- 
small pelvis, and are often overlooked during pregnancy. 
They rapidly increase in size, and may cause over-distention 
of the abdomen and severe pressure symptoms from the oi’- 
gans of the abdomen and thorax, necessitating speedy relief.. 
In such cases the treatment by puncture ^comes in question. 
As these cysts are located outside of the small pelvis, they are 
not liable to prove a serious impediment to delivery. Thus 
it would seem that small dermoid cysts located in the pelvis- 
minor constitute the gravest complication of ovarian tumors 
with pregnancy. 

Dermoid cysts are common. Jetter found thirty-seven 
dermoid cysts in one hundred and sixty-five cases. They are- 
often small, and thus remain in the pelvis ; are easily diag- 
nosed by vaginal examination, and therefore, as Olshausen 
states, are seldom ovei-looked. These are the tumors which 
most frequently prove a serious difficulty at the time of de- 
livery, when immovably incarcerated in the pelvis minor. 

Puncture of the dermoid cyst is dangerous, as its contents - 
are more -poisonous than those of most of the other ovarian 
tumors ; but puncture becomes unavoidable at the time of de- 
livery when the cyst cannot be pushed out of the way up into 
the abdominal cavity. The usual location of dermoid cysts, 
in the pelvis minor makes liable the occurrence of spontane- 
ous rupture during delivery, with consequent septic peritoni- 
tis resulting partially from infection from the contents of the- 
cyst and partially from mixed infection through the puerpe- 
ral wounds. 

Treatment.— While, outside of pregnancy, prompt extirpa- 
tion of an ovarian tumor is always indicated, widely different 
measures have been advocated for the treatment of ovarian, 
tumor when complicated with pregnancy. 

1. Induction of abortion and premature labor has been. 
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recoininended by Barnes, but in most cases tliis sacrifices tlie 
child and is not without danger to the inotlier. In five cases 
cited by Olshausen two mothers died. As ovariotomy neces- 
sarily must follow, this method of treatment exposes the 
mother to the dangers of two .serious operations. 

2. Puncture of the cyst, to relieve the symptoms and so 
permit natural labor to be undisturbed. This procedure, 
like the preceding one, is of course only temporary and re- 
sorted to with a view of awaiting the earliest opportunity for 
ovariotomy. Puncture of the ovarian tumor may relieve tiie 
dyspnea and prevent abortion. It is not more dangerous in 
pregnancy than under ordinary circumstances, but the punc- 
ture of ovarian tumors in general is attended by a mortality 
of nineteen per cent. Cohn states that one out of every six 
ovarian cysts is malignant; therefore puncture might cause 
rapid diffusion of the inaliguaut tumor in the peritoneal cav- 
ity — malignant peritonitis. The more rapid growth of ova- 
rian tumors during pregnancy is apt to cause refilling of the 
cyst after puncture, and thus necessitate repeated punctures, 
wliich, of course, will increase tlie danger to the mother. 
Colmstein states that of six motliers in whom puncture had 
to be repeated three or more times during pregnancy, five, or 
eighty-three per eeirt, died within a short time after delivery 
from exhaustion. Puncture does not predispose to the inter- 
ruption of pregnancy in more than eighteen per cent of the 
cases. 

The ditiiculty in differential diagnosis bet\veen an ovarian 
tumor and the gravid uterus is apt to lead to piincture of the 
latter. Olshausen states that in seven cases the uterus was 
mistaken for an ovarian tumor and punctured. The opera- 
tor then made a Cesarean section, sutured the uterus, and 
closed np the abdomen. This was done in five cases with 
success ; in two cases the puncture terminated fatally. 

3. During the last few years a third method of treatment 
of ovarian tumors during pregnancy has come into the field, 
namely, ovariotomy during pregnancy. This operation is 
comparatively new, as in 18Y7, according to Olshausen, only 
fourteen cases were on record. In the next year over forty 
cases were on record, and now this method of treatment bids 
fair to become a regularly established procedure. Although 
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ovariotomy in the pregnant woman was at first performed 
with a good deal of apprehension, it has been seen from the 
vei'y beginning that the dangers were highly overrated, and 
that the mortality for mother and child has been decreased by 
this operation far beyond our expectations. In 1886 Olshau- 
sen collected eighty-two cases with only eight deaths ; but he 
points out that individual operators had a much lower mor- 
tality, as out of thirty-six cases operated upon by Lawson 
Tait, Spencer Wells, and Schroeder, only one mother died. 

Engstrom, in 1890, reported a series of forty-eight cases 
with only two maternal deaths, or a mortality of four and 
two-tenths per cent, as follows : Schroeder, twelve cases, no 
deaths ; Lawson Tait, eleven cases, one death ; Spencer Wells, 
ten cases, one death ; Olshausen, eight cases, no deaths ; and 
Engstrom, seven eases with no deaths. 

I consider the mortality of the operation to-day to be be- 
low five per cent ; therefore ovariotomy during pregnancy is 
not any, more dangerous than this operation in the non-preg- 
nant condition. 

The fate of the child is influenced by this operation to a 
like favorable degree. According to Olshausen, abortion fol- 
lows ovariotomy in only twenty per cent of the cases ; hence 
eighty per cent of the children were born at full term. 
When we compare this with the mortality to the children of 
forty-eight per cent with non-interference, we see that by 
ovariotomy twenty-eight per cent of the children are saved. 

It is generally thought, and probably it is true, that the 
earlier in pregnancy an ovariotomy is performed the more 
favorable is the result. Wilson states that ovariotomy be- 
comes less favorable after the fifth month, because, as Schroe- 
der has pointed out, the operation becomes more difficult by 
shortening of the pedicle, on account of the unfolding and 
filling-in of the broad ligament to which the tumor belongs 
by the gravid uterus. Late in pregnancy the size of the ute- 
rus naturally makes the operation difficult by decreasing the 
available operating space in the abdominal cavity. This 
sometimes necessitates the inconvenient lateral operation to 
gain access to the ovarian tumor. The vascularity of the 
tumor and pedicle late in pregnancy always increases the 
difficulty of the operation. But in such cases the facts have 
70 
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proven a surprise to our expectations. Olshauseu reports 
twenty-one cases operated upon after the fourth month, witli 
only two deaths. Pippingskdld reports an operation nuide 
after the commeuceiueut of labor which resulted success- 
fully. Stratz reports fourteen operations performed by 
Sehroeder, with no maternal deaths and with twelve liviim 
children, and formulates the answer to the question whether 
ovariotomy suould always be performed during pregnancy, 
that it should l)e done as soon as tlie diagnosis is made, be- 
cause : 

1. Ovariotomy is inevitable, and its prognosis is not aggra- 
vated by the presence of pregnancy. 

2. Delivery in childbed without tlie tumor has a much 
better prognosis than when the tumor exists. 

One out of six tumors is malignant, contra-indicating 
puncture. 

4. Prognosis for children is much better. 

lie formulates the following conclusion : “The complica- 
tion of ovarian tumor with pregnancy indicates ovariotomy.” 

In the discussion which followed the reading of this paper 
Veit and Lbhlein protested ugivinst lading down absolute 
rules, and suggested that it might be well to individualize. 
Sehroeder, however, fully supported Stratz’s recommenda- 
tion always to operate. 

Final Renvtrlcs . — Small tumors in the pelvis minor are 
especially dangerous to the child and mother, as has been 
well illustrated in a case published by Lomer, in which, in a 
secimdipara 21 years of age, who had an ovarian tumor in 
the small pelvis the size of a child’s head, after rupture of 
the bag of waters extraction by the foot was tried in vain. 
Prolapse of the umbilical cord and death of the child re- 
sulted, followed next day by vei-sionin narcosis, during which 
the child’s head was torn otf, and the patient died from col- 
lapse in three hours. 

In another case, published by Holting, a small ovarian 
tumor in the pelvis made delivery difficult in the following 
Avay : Forceps were first applied in vain j puncture of the 
tumor evacuated only a small amount of blood. The child 
died, and was only extracted after perforation, and still with 
difficulty, as the tumor came down so ‘far in Douglas’ fossa 
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•that prolapse of the rectum took place. The patient died 
after four days, of peritonitis.. The autopsy showed a double 
'twist of the pedicle, with rupture of the cyst. 

Instances of this kind on the one hand, and the low mor- 
tality of ovariotomy during pregnancy on the other, would 
tend to lead to the conclusion that in small ovarian tumors 
located in the small pelvis and diagnosed during pregnancy 
immediate ovariotomy is the safest procedure. 
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INTRODUCTORY'. 

Within the past twelve months I have devised and modi- 
fied a number of instruments, which are described in the fol- 
lowing article. Owing to the number of instruments which 
are of absolute necessity in the gynecological armamenta- 
rium, it is of great importance to combine practical utility 
and directness of purpose with the utmost simplicity. And,, 
again, a certain number of gynecological instruments must, 
of necessity, be in the hands of the general practitioner for 
occasional use in eases of emergency. Simplicity in con- 
struction is another name for ease in cleansing and securino- 
asepsis, the chief principle to be followed in devising any 
surgical instrument. I have endeavored to be guided by 
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these principles in all of the instrmnents which I have de- 
vised and modified. 

A .MODIFIED SI.Ms’ SPECUJ.Uil. 

A notable tendency to-day, in makin::' vaginal e.xaininations 
by means of the speculum, is to employ those especially 



Fia. 1.— Writer’s luodltled Sims’ speuulimi. Lock shown in outline One-third nc- 
tual size. 

adapted for use in the dorsal position. Of these Simon’s is the 
most convenient. dSTotwithstanding this, however, there re- 
mains a certain proportion of cases in which Sims’ speculum 



Fig. 2,— Set of blades in nest for trausportatlon. 


will always be the most serviceable, in which we must resort 
to tlie left semi-prone position. 

To obviate the necessity of carrying several sizes of the 
■duck-bill speculum, I have had one constructed with a straight 
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handle, with two blades of different sizes. The handle is 
divided in the middle, and the half attached to the smaller 
blade is provided with a thumb slide similar to that commonly 
found in the ordinary bulldog forceps of the pocket ease ; at. 
the end of this are two holes, into which two pivots fit firmly 
and snugly. These pivots are found on each one of a gradu- 
ated series of blades. The anterior pivot has a shoulder 
upon which the slide rests on being pushed forward (Figs. 1 
and 2). 

The special advantages offered by such a speculum are : 

1. It readers available several sizes within the smallest 
bulk, rendering it easy to pack for carrying, and occupying 
but little space, as the blades fit into each other in a nest. 



2. The lock can be easily cleansed, and by means of sterili- 
zation can always be made thoroughly aseptic. 

3. It is cheaper than the same number of separate specula.. 

After constructing my speculum I discovered in Courty’s 

book (edition 1883), “ A Practical Treatise on the Diseases of 
the Uterus, Ovaries, and Fallopian Tubes,” page 139, figures, 
of a speculum made by Charriere, called the “ duck-bill 
speculum, for tlie operation for vesieo-vaginal fistula by the 
American method.” This speculum is, in many respects, 
similar to the one that I have had constructed independent of 
any suggestions. 

AN ASEPTIC LIGATURE TRAY WITH COMPARTMENTS. 

Having long felt the need of a tray for classifying liga- 
tures and needles, I have finally, with much satisfaction, 
adapted this dish as meeting all requirements. By means of 
this, ligatures of five different sizes can be kept entirely sepa- 
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rated ; it is also valuable for separating the glass spools cann- 
ing the ditfcrent grades of ligatures wound upon them, thus 
placed in the several compartments, as shown in the diagram 
(Fig. 8). The largest space in the tray is adapted to hold 
the needle holder along with the threaded needles used as 
cariuers. If many of these are used they may be kept se])a- 
rate by winding the long loops on glass spools (Fig. 11). 
The smallest compartments at either end of A (Fig. 3, B, F) 
can be used for the supply stock of needles liable to be want- 
ed. (J, D, and E in the same figure are used to separate liga- 
tures of various sizes, whether loose and lying at length or 
wound on spools. 

This tray has thus proven itself a most practical invention. 
It is made of porcelain, in one i>iece, and can be easily 
cleansed and made thoroughly aseptic. Furthermore, it is 
handily carried and inexpensive. The circumference of the 
dish is 95 centimetres (37;V inches), the depth 3 centimetres 
(1^- inches), and the weight 1,193 grammes (2 pounds 10 
ounces). It has been constantly used with perfect satisfac- 
tion for the past nine months in the gynecological clinic of 
. the Johns Hopkins Hospital. 

AX IMI'UOVEU LEG UOLDEIi FOlt THE LITHOTOMY POSITIOX. 

Of the many belnhalter, or leg holders, devised, some pos- 
sess more practical application than others. The one which 
I wish to describe is particularly useful on account of its sim- 
plicity, cheapness, and ease of application; and also because it 
can be easily cleansed and sterilized, and is so easily carried. 

This leg liolder is a modification of, and an improvement 
upon, that described by Dr. H. A. Kelly in the Medical and' 
Surgical Reporter, June 11th, 1887, which consisted of three 
pieces — a sling for each leg, and a baud passing around the 
neck and drawing the legs up by its attachment to the 
slings. 

The leg holder I have devised is made of unbleached can- 
ton flannel, 3 millimetres (one-eighth inch) thick, which gives 
it sufficient body; this is closely hemmed around the edges 
and also by diagonal stitches running its entire length. 
The length is 158 centimetres (62^ inches). For 60 centi- 
metres (23^ inches) of its length — from the tip on either side 
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— it is 7 centimetres (2^ inches) wide, except for a distance 
of 12 centimetres (4rf inches), where it begins to taper off, 
being 3 centimetres (1-|- inches) wide at the extremity. The 
remaining distance, 38 centimetres (15 inches), is 6 centi- 
metres (2| inches) wide. At 19 and 57 centimetres (19|- and 
22^ inches) respectively from the end are fastened metal 
rino-s. These rinors have an outside diameter of 3.5 centi- 
metres (1|- inches) ; they are held by a tape 3.5 centimeti’es 
(If inches) long and 4 centimetres (If fnches) wide. The 
leg holder weighs 170 grammes (5f ounces). To the rings a 




Eig. 4. — Leg holder. Showing its position when applied. 

Fig. 5.— Leg holder. Part at bend above encircles neck. Snap-hooks below on 
ends. Rings seen on one side. The snap is carried under knee, the leg drawn up to 
the abdomen and held in position by catching hooks in rings. 

hook in the end is fastened when in position, which makes a, 
loop that adapts itself to the lower portion of the thigh, just 
below the bend of the knee. When this Tyeinhalter is in position 
the hooks are external on one side, and on the opposite side 
they are internal. This then supports the leg evenly and stead- 
ily in the “ lithotomy position.” In applying one end around 
the leg and forming a loop, the other end should be passed 



Fio. C.— Stiows IcK hoUlci' iippllwl. Xotloc loop imule by iittacUinij snap to riuij. 
Kotlce also that ou one sUtu the baud passes ofer the shoulder. 


tlie clavicle on the other side ; or placed in position around 



Fig. 7.— Observe the admirable posture of patient for perineal or rectal operations. 
Notice here that the band passes under the right shoulder. Buttocks rest on Dr. 
Kelly's perineal pod. 


the neck and shoulders, and then the loops made for the legs. 
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It is important to observe the precaution of placing a folded 
towel under that portion of the beinhalter which passes over 
the clavicle, and to allow the towel to extend up toward the 
back of the neck, and in this way pi-event any undue pres- 
sure ; also it will prevent that portion about the neck from 
being twisted into a cord. In adjusting the portion which 
forms the loop it is necessary to have it even and not wrinkled^ 
to prevent pressure. 

From the fact that it can be rolled or folded into a small 
bundle it is of great value, and takes the place of the ordi- 
naiy cumbersome leg holder. We use this in all our plastie 
operations, both for hospital and private eases, and find it en- 
tirely satisfactory. 

Two or more rings can be placed on either side, and thus- 
the loops can be made larger or smaller, and in this way 
increase or diminish the length of the beinhalter. The dis- 
tance I have given for the rings we have found to be that 
most frequently required. 

AN ASEPTIC RAZOR WITH CASE. 

The razor has now become an essential instrument in gyne- 
cological surgery. The razors generally employed have a 
jointed handle attached, which it is difficult to clean and keep 



Fig. 8.— Aseptic razor blade and handle, in one piece' of solid metal. Two-thirds 
the actual size. 

free from rust. The one which I have devised and used for 
the past eight months has proven most satisfactory, as it can 
be easily sterilized and readily cleaned and dried, and rec- 
ommends itself for its liglitness and ease of manipulation in 
shaving. 

It consists, as the diagram shows (Fig. 8), of an ordinary 
razor blade with a small, curved metal handle, concave on its 
upper surface, fitting the little finger ; and on the under sur- 
face of the handle, near the blade, it is corrugated, to prevent 
the thumb, which rests on this part, from slipping. ' 
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The n'li )le lonfjth of the razor is l-i centimetres (5J indies). 
The blade i.s 7.3 centimetres (2^ iuche.-^) long, and tlie handle 
6.7 centi.netroo (2^ inchei) long. The deptli of the blade 
is 1 5 centimetres (tive-eighlha of an inch). It weighs, with 
ease, 75 grammes (2A ounces); without case, 45 grammes (14 
ounces). We have found this very useful for shaving the 
symphy.sis pubis and the e.vternal genitals. It can be mani- 
pulated much better than a razor with jointed handle, and, of 
course, can be thoroughly and easily' cleansed. We carry it 
in a small wooden box, as shown by the cut, made after the 
stylo of a hypodermic case, in which it Hts firmly. The case 
closed by a clasp. In this way it can be can-ied with the 
hit of instruments for an operation, without danger of dulling 
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or scratching the blade. When the bo.x is closed the handle 
projects from the end, as shown liy the diagram (Fig- fl)- 
it is not carried in a box, it may be wrapped in cotton or any 
soft material, rather loosely wound in order to protect the 
edge. 

ASEPTIC DISSECTING FOKCBPS. 

Owing to peculiarities in construction, the dissecting toi- 
ceps in general nse are rendered difficult to clean and dry on 
the inside at the angle where the blades come together. Thus 
they often become contaminated by infectious material. An- 
other objection to the dissecting forceps is the rough surface 
on the handles, which it is almost impossible to clean and dij 
to avoid rusting. Forceps which I have seen without serra- 
tions have convex blades, and are thus not handy. 
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I have my special forceps (Fig, 10), constructed in two 
■sizes : a smaller pair, 14 centimetres (5^ inches), and a larger 
pair, 19.1 centimetres (7^ inches) in length. The widest por- 
tion is above, just below the lock of the blades. Here it is 
1.8 centimetres (half an inch) in width. The narrowest part 
is the lower extremity, which is 2 millimetres (one-sixteenth 
of an inch) in width. They weigh 33 grammes (1^ ounces) 
and 48 grammes (1| ounces) respectively. 

They are made of two blades, held together at the upper 
■end by a French lock 4 millimetres (one-eighth of an inch) 
from the extreme upper border. There is a small pivot in the 
middle of one blade, fitting a corresponding hole in the op- 
posite blade, which prevents unlocking or slipping when in 



Fig. 10.— Aseptic forceps, separable, with. French lock and concave handle. One- 
third actual size. 

use. On the outer side of the handles the surface is concave, 
facilitating the holding of the forceps. 

These forceps commend themselves for their lightness and 
the slight pressure necessary to keep the blades in apioosition. 
Immediately after operation they are separated, like French 
lock forceps, washed, and dried. 

One pattern of the larger forceps is delicate and tapering, 
and the other resembles the smaller pair throughout. These 
are useful in removing cervical and perineal sutures. They 
are also valuable as dressing forceps, in applying cotton to the 
cervix or vagina. 

Both forceps are in constant use in our clinic, and we find 
them very convenient. 

VAGINAL EETEAOTOES. 

I have had constructed a set of aseptic vaginal retractors, 
made of one piece of solid metal, in four sizes — two of each 
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size coBstitutiiig a pair. Tlie smallest pair measure 23.5 cen- 
timetres (9A iuclies) in length; blade, 0 centimetres (2f inches) 
in length by 2.3 centimetres (seven-eightlis of an inch) in 
width. Tlie largest pair are 2-1 centimetres (9f inches) in 
length ; blade, 8 centimetres (3^ inches) in length ; width of 
blade, 3.5 centimetres (IJ indies). The smallest weigh 85 
grammes (14 ounces), and the largest 102 grammes (34 ounces 
and 45 grains). 

They are easily cleansed and conveniently carried, fitting 
together in a nest. 4Ve have found these retractors useful 
in exposing the cervix for trachelorrhaphy, protecting the 
lateral vaginal walls from injur}* by the slipping of the knife 
or scissors, by pressure, or by accidental wounding by the 
needle in passing the sutures. They thus often fulfil the re- 
(piirements of a speculum, but are more adaptable to different 



Fia. II. — Vaginal lotractor with louRer blade. Ouo fourth actual sue. 


angles and changes of position. In cases of vaginal hyste- 
rectomy they are of value in elevating the anterior vaginal 
wall, also in retracting the lateral walls; and in these cases, 
being lighter than a speculum, and the handle well away from 
the field of operation, they are specially useful. They can be 
used in almost any operation in which a speculum is available> 
and the narrow blade is valuable as an elevator of the anterior 
vaginal wall in removing the internal sutures after perineor- 
rhaphy. The shorter, broader blade is often of value in re- 
tracting one of the lips of the incision in abdominal surgery, 
affording a view of the pelvic viscera. They are also of value 
in protecting the surrounding structures in using Paquelin’s 
cautery. 

GLASS GEADtTATES WITH THERJIOMETEK ATTACHED. 

It is of great practical importance to be able to regulate 
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:accurately the temperature ' of the fluids used in the pelvic 
■cavity. By using the jars I have devised, it is possible to 
avoid placing a thermometer in the vessel each time, to ascer- 
tain the temperature. It is also of great importance for the 
■one 'preparing the solution to avoid the thoroughly inconsis- 
tent method of testing the temperaiure hy putting the finger or 
the hand into the solution. 

These graduates are made of glass, in two sizes, the larger 
holding one thousand cubic centimetres and the smaller five 
hundred cubic centimetres. Two centimetres from the top a 
.screw perforates the glass, with a collar on the inside (Fig. 12), 



Fig. 19. — Glass graduate with thermometer. 


•svhich holds the thermometer in position like a vise, barely 
Testing on the bottom of the vessel. This screw attachment 
is made either of hard rubber or of metal. If a corrosive- 
•sublimate solution is used to sterilize the graduate, it is better 
to have the screw made of hard rubber ; if, however, only 
boiled water is used, it is as well made of metal. 

We always employ these graduates in irrigating or washing 
out the pelvic cavity, filling them with a sterilized salt solu- 
tion, which is then poured into the pelvis. One of the flasks 
in which we keep the salt solution is boiling and the other 

• Dr. H. A. Kelly lias long insisted on tlie importance of the temperature 
of the water used for irrigating in the abdominal cavity, and has settled, 
after experimentation, on 110°.toll2°F. [0.43.33°-}- and 44.44°-)-]. 
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cold. From these we pour the solution into the jars, and oh- 
serve the thermometer, which can be readily seen as it is 
placed conveniently near the side of the jar. When tliis re- 
gisters 110° or 112° F., we then transfer the solution into the 



Flo. 13. —Flask hoUliin; storilized salt solution. Also special tubes holding sterilized 
silver wire, silkworm gut, and gauze for abdominal incisions. 

abdominal cavity by pouring or by means of irrigation with 
the Davidson’s syringe witli a glass nozzle. 

GLASS KICELS FOIi LIGATURES. 

I have devised a series of glass reels differing materially 
in their shape from those commonly employed (Fig. 11-). 



Flo. 14.— Glass reels for silk and catgut. Two sizes. 

They are of one piece of glass, solid, with a circular centre 
bar and a round button on each end. At one end there is a 
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deep slit or groove, in which the end of the ligature is held 
fast, in the same manner as in a spool of thread. They are 
made of different lengths, and lit lengthwise into a test tuhe,‘ 
in which the ligatures are placed for sterilization by steam, 
heat (Figs. 15 and 16). When required for use, they are 
emptied into one of the compartments of the ligature tray. 







Fio. 15.— Glass tube containing empty reels; cotton in bottom, and stoppered -with 
cotton. 


In this way only as many reels as are needed are taken otit, 
atrd the rest, not being contaminated, can be preserved in- 
definitely for further use. 

The reels are easily cleansed and kept sterilized, and can be 
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Fiq 16 —Same, reels charged with silk ready for sterUization. 


conveniently transported in the glass test tubes for operations 
at a distance. They also have the merit of cheapness. 

We have been employing these glass reels for more than a 
year, and find them of great practical value. 

These articles are made by Messrs. Chas. Lentz & Sons, 
18 ISTorth Eleventh Street, Philadelphia. 

' A special form of tube, e.-stra heavy, not liable to break, and without 
lips, has been devised for this purpose by Dr. H. A. Kelly. 
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IN' MUMOlUAM. 


Physical examination revealed a libroid tumor of the ute- 
rus about the size of six months’ lu-egnuncy, which protruded 
to the right and ])Osterior. Galvanism was given j)i-actical]y 
as in Case I. The patient attended the clinic faithfully twice 
each week, although the treatment gave her but little if auj- 
relief for one month. Then the electrode was parsed with 
dithculty into the cavity of tiie uterus. This could only be 
accomplished by ]dacing the patient in the left lateral posi- 
tion, by exposing the cervix by means of a Sims’ speculum, 
and straightening the uterus by traction on the cervix with a 
tenaculum. The canal was found to be veiy tortuous and six 
and one-half inches in dei)th. After this the resistance to 
the electrical current became much diminished, her hemor- 
rhages abated, and her general condition rapidly improved. 
The strength of the cuirent varied from thirty to seventy 
inilliampercs. 

May 19th — that is, fort^’-iive days after the treatment was 
commenced, and iifteen days after the electrode was passed 
into the cavity of the uterus — the tumor is reduced about 
one-sixth in size and the patient is much improved. 

Juno 9th. Patient is quite active and is now doing much 
of her own housework, while formerly she could attend to 
none of these household duties. 

June 19th. Tumor is now about three-fourths its original 
size. Patient menstnntes regularly, but not excessively and 
without sutfering much pain. Her strength is practically re- 
stored and she iibw sutfeis but little from pelvic pain. 


IN MBMORIAM. 


CHARLES THEODORE PARKES, M.D.' 
Born Auffusl lOl/i, 1S12 ; Died Mat ch ~8th, 1891. 


The appalling mortality in Chicago in the winter of 1890- 
91 appeared to reach its climax in the demise of the subject 

’ Read before the Gynecological Society of Chicago, May 82d, 1891. 
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•of this memorial. A ten-or of death had seized uioon the 
masses ; we saw its relentless strides in our midst,- trampling 
to earth nearly one thousand hapless victims eaeh week. A 
subdued, awed mental condition existed in our city whose 
e.|ual had not existed since the memorable autumn of 1866. 
Eacli morning the death columns of the daily press were 
■scanned with an ill-concealed anxiety. In the death of seve- 
ral members of the medical profession, of advanced years, we 
all admitted the appropriate tribute to the natural failure of 
the powers of life ; but in the untimely departure of our es- 
teemed Fellow the profoundest impression prevailed, which 
was eagerly voiced by his friends, and by strangers who had 
■even never seen him. 

Dr. Parkes was born of English parents in Troy, IST. Y., in 
1842. After living there a few years he resided in Pennsyl- 
vania for a brief time, when he removed to the West with, 
his parents. His early education was derived from the pub- 
lic schools of the day. Early in the Civil War he enlisted as 
a private in the Western army, and became a lieutenant be- 
fore the declaration of peace. Upon leaving the army he 
began the study of medicine in Chicago, and was graduated 
from the Rush Medical College in February, 1868. Immedi- 
ately upon receiving his degree in medicine he was appointed 
Demonstrator and subsequently Professor of Anatomy in that 
institution, and held the position for a 2:)eriod of twenty con- 
secutive years. 

In these years he taught this subject with an enthusiasm 
■and devotion unsurpassed in this or any other country. 
Thousands of physicians attest by their sound practice of sur- 
gery the thoroughness of the teaching and discij)line, in their 
early student days, of this great master. 

During that time he was an attending surgeon of St. Joseph’s 
Hospital for about sixteen years. He was also an attend- 
ing surgeon of the Presbyterian Hospital from its openino-. 
Upon the demise of Prof. Moses Gunn, in 1887, he was ap- 
pointed the Professor of the Principles and Practice of Sur- 
gery and Clinical Surgery in Rush Medical College, and held 
that position till his death. He conducted surgical clinics 
each week throughout the year, which for variety and extent 
were pronounced, by physicians competent to judge of such 
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matters, witliout a parallel in the annals of medical college 
teaching. 

Everything, from surgical advice to the gravest capital 
surgical operation&, was presented in his clinics. The mar- 
vellous revelations of the possibilities of modern antisepsis 
consj)ired to bring success to such work before audiences. 
He was the pioneer of laparatomists before large classes of 
medical students. Hi& memorable report of thirty abdominal 
sections in the amphitheatie of ilu&h Medical College will be 
recalled by the Eellows of this Society. It was no uncom- 
mon thing for him to open a clinic with a laparatomy and 
subsequently perforin four to eight minor operations, besides 
disposing of as many more dispensary patients in one after- 
noon. I once saw him perform a laparatomy, a thigh ampu- 
tation, and a knee resection, with four minor operations, in 
one clinic. There seemed to be no limit to his capacity for 
work at such times. His giant proportions, his commanding 
presence, his rapid, masterful work, his wonderful mental 
acumen, made him a veritable son of Auak among teachers 
of surgery. 

During the summer and fall of 1SS3 he began a series of 
e.xperiments in intestinal surgery which revolutionized e.\'ist- 
iug ideas in that branch of surgical achievements. Up to 
that time surgery treated gunshot wounds of the abdomen ex- 
pectantly. His extended expei-ience in laparatoinies led him 
to inquire, “ Why cannot surgery at once and fully avail to 
place such injuries in the category of the operative art?” 
His first publication of experiments on dogs was based on 
work performed on thirty-nine animals. The dog, anesthe- 
tized lirst, was shot through the abdomen ; a laparatomy fol- 
lowed ; the perforations of the intestines were found and 
closed under thorough antisepsis. The number of recoveries 
in his animals astounded the medical profession, and led them 
to further experimentation in all parts of the world. He 
made his first report on his new work at the meeting of the 
American Medical Association in Washington in 1S84. He 
exhibited there specimens of intestines in* successful cases, 
preserved from dogs slain after their recovery. He took with 
him to that meeting a small living dog. from which he re- 
moved five feet of intestine that had been perforated by bul- 
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let holes so numerous that resection was necessary. His later ' 
and more complete reports of this work have been translated 
and published in the medical literature of all countries of the 
»lobe. His name as a j)ioneer in the surgical treatment of 
wounds of the intestines will be handed down through all 
future time. He laid the foundation for the rational- treat- 
ment of penetrating gunshot wounds of the abdomen. 

' Truthfully might he have exclaimed in the words of the 
Homan, “ Monumentum aeris sedificavi.” It can be claimed 
without refutation that his experimental and clinical contri- 
butions in this department of surgery constitute the monu- 
ment of indestructible bronze which all nations will concede 
to his name. .It was his great life work. 

His knowledge of human anatomy was thorough and ex- 
haustive. During the first twenty years of his professional 
life, without interruption, he taught this department of the 
curriculum. He was a most accomplished dissectoi-. His 
quick appreciation and enjoyment of the anomalies of human 
anatomy indicated his profound intimacy with the normal 
construction of our bodies. In the early years of his teaching 
his mind was continually occupied with the details of practi- 
cal anatomy. He once made the remark to me, when pre- 
paring in an emergency a dissection of the cervical triangles 
with astonishing rapidity for class demonstration, “ Isn’t the 
infatuation of this kind of work prodigious ? I believe that 
I could construct a human being with a scalpel.” His work 
begat in him a concentration and directness of thought and 
terseness of speech which were shown to their most conspicu- 
ous advantage in professional consultations with other physi- 
cians. He rarely, on such occasions, delineated his observa- 
tions, laid down postulates, reasoning therefrom and drawing 
conclusions. His habit was to say, Doctor, you have a case 
of thus-and-so here, and I recommend this course of treat- 
ment,” stating his recommendations. 

‘Whenever he was baffled in making a diagnosis — a com- 
paratively rare occurrence — he had the courage to acknowl- 
edge he did not know what the case was. His mind at such 
times was always on the alert, incisive, aggressive. The 
smallest circumstance often served to give him the key to the 
situation. I recall his investigation in a consultation in a casa 
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of alleged obscure spinal disease in a man who had suffered 
much at the hands of many doctors and had been helpless in 
bed fur many weeks, in Avhich he was at sea. He was about 
to close his examination fruitlessly when lie saw a young 
child of the patient displaying characteristic notched teeth. 
He at once cleared the room of members of the familv, and 
drew from the patient reluctantly an almost forgotten specific 
history antedating hi.-, acquaintance nith his wife many years. 
Appropriate treatment re.sulted in a brilliant recovery of the 
patient. 

As in the study of anatomy one must H.x the landmarks, so- 
he had always in his mind the salient objective symptoms of 
all diseases. He seemed to po.'-.sess a perennial, freshness of 
such knowledge. His enormous experience had familiarized 
him with nearly every variety of human symptomatology.. 
His perceptive faculty was most acutely cultivated, so that 
when he investigated new cases he was oftentimes in posses- 
sion of his diagno.''i.s long before associated physicians had 
fairly begun investigating. He seemed to possess that rare 
liowcr, so seldom seen in members of the profession, of making 
what one might denominate an intuitive diagnosis. 

His relations to the member.^ of the medical professi(>n 
wore always of the most exalted standard. His observance 
of the rulings of our code of ethics was the strictest. In pro- 
fessional consultations, the attending physician was always 
sure that his position was strengthened by the wise counsel 
accorded and by the punctilious observance of the strictest 
caution against derogatory observations and questionings. He 
Avas abhorrent of the slightest unfairness between physicians. 
Many a young physician has cause to remember bis kindly 
yet positive remonstrances against questionable professional 
conduct.' His contempt for a certain class of attorneys who 
always seem to be possessed of an insane desire to encourage 
malpractice suits was measureless. Times almost Avithout 
number ho had occasion to strangle suits of this character in 
their incipiency by a positive expression of opinion in jiri- 
vate. 

I recall an instance of an attorney calling on him in his 
office Avith a young man Avho had sustained a Colles’ fracture 
in which better treatment would seem to have produced a. 
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iBuch better result than was attained, and asking his opinion, 
of the treatment, A vigorous indorsement of the manage- 
ment of the case was expressed. The next day, in his ana- 
tomical lecture, which happened to be on the bones of the 
forearm, he saw that attorney occupying a seat in the upper 
row of the amphitheatre. Pretending not to see the unwel- 
come visitor, he dilated somewhat extensively on the difficul- 
ties attendant upon securing good results in Colles’ fracture, 
and that lawyer had an opinion of malpractice-suit encour- 
agers in the legal profession that he will never forget. Al- 
though he possessed no exalted opinion of homeopathic and 
eclectic physicians, I have know.n of repeated instances where 
he averted malpractice suits against them. 

Prior to his last illness, for months, absorbed in writing a 
work on abdominal surgery, working oftentimes till 1 and 
2 o’clock in the morning, he robbed himself of the rest-nec- 
essary to the life of a busy man. His enormous experience 
in laparatomies was the groundwork of what would inevita- 
bly have been a most interesting and valuable book on this 
new branch of surgery. 

He was stricken down in all of the physical power and 
glory of a grand physique, with but little more than half a 
lifetime accomplished. He was just upon the threshold of a 
well-earned, full professional harvest, where his eyes had been 
permitted to view the promise of a professional future of un- 
excelled usefulness and prosperity. 

His grand work as a surgeon and teacher came to a sudden 
end just prior to the commencement exercises of the Push 
Medical College, leaving the students and his colleagues of 
the faculty in profound grief over the sudden ending of a 
brilliant career. 

James H. Ethekidge, M.D. 


The following preamble and resolutions were passed by the 
Gynecological Society of Chicago : 

^Yhel ‘€us, It has pleased Almighty God, in His inscrutable 
wisdom, to remove from a career of exceptionable brilliancy 
our honored FelloAvand late President, Dr. Charles T. Parkes; 
therefore be it 

Resolved, That in the death of this notable uian we, as a 
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Society, have sustained a great and an irreparaljle loss, of one 
whose untiring industry, matchless skill, great eloquence, 
broad learning, and wonderful genius commanded the admira- 
tion of all ; 

Jiesvlved, That as a profession we mourn the loss of one of 
its brightest ornaments; a ])eerles3 surgeon with rare powers 
and qualities of mind; a brilliant operator, projupt in concep- 
tion, fearless in execution ; an associate zealous and honor- 
able ; a teacher learned and forcible ; a friend genial and 
faithful ; 

liemlveih That we extend our deepest sympathy to his 
stricken family in this their great bereavement ; 

licsolveil, That these resolutions be sj)read upon our 
records, published in our Transactions, and a copy thereof be 
transmitted to the family of the deceased. 

(Signed), E. J. Doeuixo, 

A. Eekves Jacksox, 
John Bartlett. 


TRANSACTIONS OP THE GYNECOLOGICAL 
SOCIETY OP CHICAGO. 


liegulai' 2reetin(j, 2Lay 22d, 1891. 

The President, Dr. W. W. Jaogard, in the Chair. 

Dr. J. H. Etheridge read a 

MEMORIAL SKETOH OF DR. CHARLES THEODORE PARKES.* 

Dr. Christiax Fexger read a paper on 

OVARIOTOMY DURING PREGNANCY.'' 

Dr. Karl Sandberg. — I am very glad that Dr. Fenger has 
brought this subject up to-night, because it is one of great in- 
terest to us all, and one that has not been discussed as fullj’^ 
as I think it ought to be. Dr. Fenger has covered the ground 
so thoroughly that there is not much to do except to indorse 
all he has said. As soon as we agree, and I presume that 

• See page 1122. 

’ See original article, page 1097. 
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we all do, that ovariotomy is indicated in general in cases of 
ovarian cyst, the next point is to decide whether pregnancy 
constitutes any bar against this operation. Statistics show 
that the mortality of ovariotomy complicated with pregnancy 
is so far from being larger than the general mortality of ova- 
riotomy that it really seems to be lower. Spencer Wells in 
1883 reported eleven cases of ovariotomy, with only one death. 
This would make loss than ten per cent. At that time, I 
think, Spencer Wells’ general mortality was about twenty-five 
per cent. Lawson Tait reported about the same time eleven 
cases, also with one death, which would give about ten per 
•cent. This is higher than his general mortality, but he at- 
tributes this one death to the use of the clamp, which was also 
used in the ease of Spencer Wells that died. Olshausen pub- 
lished last year a series of twenty-four cases of his own with- 
out a single death. Olshausen’s mortality from ovariotomy 
in general is about ten per cent. Martin has some few cases 
without a death. All this goes to show that there is no greater 
danger in performing an ovariotomy during pregnancy than 
outside of it. 

Furthermore, it is to be considered whether ovariotomy is 
possible in all eases where pregnancy is the complication. It 
has been laid down as a rule by 'Olshausen, and I think by 
Hegar and Kaltenbach, that small tumors impacted in the pel- 
vis that do not seem to be movable contra-indicate ovariotomy. 
I am extremely glad that Dr. Fenger has reported a case to- 
night of exactly this kind, where ovariotomy was performed 
with success to mother and child ; it shows that this difficulty 
is only imaginary, it is only lack of courage on the part of the 
operator. I believe that all these cases can be operated upon 
hy laparatomy, and the tumor can be removed ; and if we 
have any doubt about it we ought not to cause a premature 
hirth or tap a doubtful cyst through the vagina, as long as we 
can make a small exploratoiy incision and ascertain just what 
the condition is. It appears from Dr. Fenger’s report that 
even in those cases where the tumor is impacted in the pelvis 
under the pregnant uterus, tlie uterus can be lifted up and 
turned out, the tumor removed, the pedicle secured, and the 
operation finished in good shape. But even if the tumor could 
not be lifted out, I do not see any great obstacle to tying the 
pedicle at the bottom of the pelvis with a long-handled, blunt 
needle, tying and cutting as you go along. 

An objection has been made to this operation because of 
the number of cases resulting in abortion afterwards. This 
seems to be a little different with different operators. Spen- 
cer Wells, in his first list, had one case where he did not ex- 
pect pregnancy and tapped a pregnant uterus. He made a 
Cesarean section, removed all the contents, and sutured the 
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uterus. That cannot I)o counted in, but of his other ten cases 
throe aborted. In one he .secured tlie pedicle with a clamp, 
and the patient aborted about ten hours afterwards and died; 
he had another case that aborted six days, and one that abort- 
ed twenty-live days after the operation — that makes three out 
of ton. Lawson Tait reports eleven cases uniformly success- 
ful. Olshauscn, on the other hand, .seems to have had several 
abortions. In his tii'ht eight cases he reports two abortions. 
In his whole series of twenty-four he does not give the num- 
ber, but says that some aborted right after the operation and 
some a few weeks or months after, and he ascribes it in all 
tlie cases to the operation, llegar and Kaltenbach give the 
percentage as about fort}', without giving the sources from 
which they draw tliis conclusion. I get the impression from 
this that the number of altortions resulting from this opera- 
tion is, and will be, dilferent with different operators. It was 
doubtless so that in Spencer Wells’ case the use of the clamp 
caused immediate abortion, which we can understand on 
account of the traction on the pedicle. We will iwobably 
tind in the future thatsome operators who have a large per- 
centage of al)ortions in tne performance of the operation adopt 
some procedure which is to blame for this. But even if we 
admit that there are a great number of abortions, thefact that 
in a great number of cases the operation can be performed 
without abortion occurring is sulHcient to do away with this 
objection, because, in the first place, it has been proved by 
Olshausen that abortions do not increase the mortality, and, 
in the second place, if we ilo not do ovariotomy wo will have 
to depend upon the production of premature labor as the prin- 
cipal means of getting over the obstacle. 

In conclusion, I congratulate the Society upon the fact of 
this excellent paper being read hero, and I most heartily in- 
dorse the views of Dr. Fongor. 

Du. A. Kekves Jackson. — My experience in the removal 
of ovarian cystic growths dxiring coexistent pregnancy com- 
prises two eases, which I will briefly relate. Some year.s ago 
a woman was placed under my care with enlargement of the 
abdomen of a doubtful character, and whicli was supposed 
by her physician to be due to hydramnios. She had been 
married twice. Her first marriage was childless, and after a 
widowhood of three years she married again. Menstruation 
had been regular up to six months prior to the time at which 
I saw her. Then it had suddenly ceased, and she supposed 
herself pregnant. Prior to the cessation of menstruation, 
however, a tumor had appeared in the left side of the lower 
abdomen, and had attained about the size of a eocoanut. 
After menstruation ceased there was very rapid distention or 
the abdomen, and, inasmuch as the tumor could not be clearly 
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distiiigTiisliedj tlie enlargement was attributed to dropsy of 
the ovum. At the time of my examination the abdomen 
was enormously distended ; the enlargement was symmetri- 
cal and seemed -to occupy the entire abdominal cavity. The 
walls of the abdomen were thin, traversed by enlarged ves- 
sels, and the umbilicus was protruding. 

From the history which was given of the rational and sym- 
pathetic symptoms of pregnancy which had occurred during 
the first three months, and the condition of the os uteri, 
which was easily within reach, I felt satisfied that the patient 
was pregnant and that she had also an ovarian cyst together 
with some free abdominal fluid. Her condition at that time 
was an extremely critical one and the symptoms urgent. I 
was, hoiv ever,- reluctant to interfere in a radical way so long 
as it seemed that she might go on to the full term of iitero- 
, gestation. There were some unusually cogent reasons why 
she should bear a living child. But the symptoms in a few 
days became so much more alarming that I concluded to tap 
the cyst, ivliich I did, removing by a small trocar some gal- 
lons of fluid having a soap-and-water appearance. She was 
relieved at once, and after the operation the uterus could be 
distinctly felt rising up to within an inch and a half of the 
umbilicus, and at the lower left side were distinguishable the 
basic portions of the tumor, consisting of numerous hard 
nodules, clearly corroborating the diagnosis of multiloeular 
ovarian cyst. In the course of six weehs the abdomen filled 
again, with even greater rapidity than before, and she was so 
emaciated and suffered so greatly that 1 felt it to be unsafe 
to longer defer operation. Accordingly I removed the cyst. 
The patient got on well in every way, but five days afterwartl 
labor set in, and slie was delivered of a child developed to 
about eight months, which survived. She recovered after a 
rather tedious convalescence and has subsequently borne two 
children. In this case the pregnancy was known to be present, 
but in the second ease on which I operated the pregnancy 
was not known — not even suspected. In June, 1888, the 
wife of a clergyman, 30 years of age, was brought to this 
city from Lincoln, Heb., suffering from a rapidly growing 
cyst which had commenced in the right side. It was clearly 
defined, and gave the impression of being a tumor wliieb 
might weigh four or five pounds. The patient suffered se- 
verely from pain, which had commenced about nine months 
before. I learned subsequently that she had ceased menstru- 
ating two months before I saw' her. I had no hesitation in at 
once removing the tumor. At the time of the operation the 
uterus was found somewhat enlarged and presenting the 
appearance of pregnancy, and I expressed the belief that 
the pregnancy ivas two and a half months advanced. The 



1132 


TRANSACTIONS OK THK 


patient recovered, went home, and was safely delivered of a 
livin'^ child in the early part of the following December. 

With regard to the propriety of removing an ovarian cyst 
during pregnancy, I hold that the decision should depend 
upon the circumstances of each case. It shouUl not be done 
because pre^^nancy coexists; on the other hand, the operation 
should not be withheld Iiecause of accom])anying pregnancy. 
Usually in a case in which interference becomes necessary, 
and a choice could bo made, I should prefer to remove the 
cyst rather than to induce premature labor. I deem it the 
safer operation of the two. Nevertheless, when it may be 
safely done. I should defer ovariotomy until the fetus had 
attained viability. I cannot agree with the opinion expressed 
here that it is less dangeroua to remove an ovarian cyst dur- 
ing pregnancy than under other circumstances. I believe, on 
the other hand, that any important abdominal operation is 
likely to induce premature labor or abortion, and hence, un- 
less the sym])toms were urgent, I should defer operation 
until some necessity arose. Some of the statistics which have 
been adduced here to-night are misleading, because they give 
the impression that ovariotomy is made safer by pregnancy. 
I cannot accept this. If a sufficient number of cases were 
known I feel contident that the results would not lead to this 
conclusion. In the ease related by Dr, Fenger there could 
be no question about the propriety of removing the tumor. 
There was a cyst of dermoid character so situated as to be 
liable at any time to give rise to dangerous complications 
from the bursting of its walls. Such a result would be al- 
most certain to occur during labor. But when the cyst is 
found occupying such a jiosition as not to interfere with 
labor, it may be properly let alone until after parturition. I 
am very glad that this paper has been brought before us. 
The statistics gathered here are exceedingly valuable, and 
personally I thank Dr, Fenger for presenting the subject. 

Dr. a. II. Foster. — I would state that during the tempo- 
rary absence of the attendant I was called to a case of labor, 
in an old patient of mine who had lived with one husband 
for several years without having become pregnant. By reason 
of some incompatibility of body or mind tbe parties separated, 
and she had married a second time, and this was the fruit of 
the union. I found that one of our Fellows had done ovario- 
tomy upon her when she was some two months advanced, but 
I do not know the particulars of the case. Our lamented Dr. 
Parkes had treated her, knew about the case, and had followed 
it up. The labor, which was a forceps ease, was very diffi- 
cult. I have been called to the family only once since, and 
then in a great hurry this last winter, and found the child 
living and doing well. 
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Dk. Franklin H. Martin. — I simply wish to put a ease on 
Tecorcl. The' first laparatomy I performed was in 1883. The 
patient, aged 30, presented the following symptoms : She 
had net menstruated for three months. During the time that 
menstruation should have occurred the pain was intense and 
she had epileptic fits. The patient was examined and’ a diag- 
nosis of pregnancy made. About two and a half months 
afterwards a tumor was discovered to the right of the uterus, 
about the size of a coeoanut. The discovery of this tumor so 
changed the aspect of affairs in my mind that pregnancy, 
while previously admitted, was really lost sight of, and I de- 
cided to perform a laparatomjL I made my preparations as 
liberally as preparations were in the habit of being made in 
those days, including steaming and thorough renovation of 
the house in which the patient was to be operated upon. I 
was assisted in the operation by Drs. McArthur, Bishop, 
Doering, and others. The abdomen was opened, and a tumor 
about the size of a coeoanut to the right of the ovary discov- 
ered, together with a confirmation of the pregnane^'. The 
tumor was removed, the abdomen closed in the ordinary way, 
and the patient put to bed. She did fairly well until the 
fourth day, when she aborted with a fetus of about four 
months. This was my first laparatomy. I started in with 
the idea of doing one hundred laparatoraies without a death. 
At the end of the sixth day after this operation my mortality 
in abdominal surgery was one hundred per cent, the patient 
dying of acute sepsis. 

Dr. Christian Fenger, in closing the discussion, said : I 
thank the Society very much for their kind reception of my 
paper. There are, of course, a number of questions pertaining 
to this matter which 1 have been unable, on account of lack of 
literature, to go thoroughly into. For instance, the question. 
Shall we make a distinction between tumors in the small 
pelvis and tumors in the abdomen ; is there any choice of 
action when a tumor is located in the small pelvis; shall we 
wait and not do ovariotomy under certain circumstances? 
Tumors in the small pelvis I think indicate, as Schroeder says, 
immediate operation. These questions can only be solved by 
having observed a sufficient number of cases where both of 
these classes of tumors were left until the end of pregnancy, 
so as to see the real danger of each of them. I had hoped 
that the obstetricians,who have seen a large number of labors, 
might give us some of their experiences in this respect, and 
thus help to solve that part of the question. 
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Heyida)' Meeluuj^ -him lOM, 1 S 91 . 

2'he Pn’iident, Dii. AV. W. Jai.gard, in the Chair. 

rxiHuiiio.N or biMX’iMGNt) : (a) rnnjoiD.s or tiic uTruus. 

Di{. JlrxKY T. BvroKD. — I have here the remains of two 
smill ovarian tumors. One was the size of an oran"e Avlien 
removeil, and the other the si/e of an e^<^. I brought them 
meiely to bring again before the Society the metliod of ope- 
rating — namely, through the vagina. Tliere are only a few 
cases on record of operation throngli the vagina, I think, a 
large portion of them being by myself. These tumors weie 
removed very easily, and the patient got along without 
trouble. I wi-^h to refer to the greate.st drawback tliere is 
to this way of operating. If yon tie your ligatures right, you 
might say the jiatient must get along well, because if there 
is any suppuration or trouble it Hnds its way into the vagina 
through the stitches. Sepsis, when jirescnt, is nearly always 
coiiHned to the pelvis, and so far I have nut observed general 
peritonitis. There is, however, some dangerof sepsis, because 
the ligaturo.s come in contact with the vagina and are liable 
to become infected. I have had two or three cases in which 
there was an exudate formed by the stump, which, however, 
was promptly absorbed ; and I have had two cases with sup- 
puration in oophorectomies for pyo-salpiiix. aS’o seiious 
symptoms occurred in either case, although in one case both 
of the stump ligatures were expelled through the vaginal in- 
cision. 

(b) a FIBRO OY&rO SARCOM.X wniGIIING FORl'V POUNDS. 

This tumor was taken from Mrs. R., aged 49. Menstruated 
at 12; married thirty-one years; eiglit children. She first 
noticed the tumor six years ago.' She had some menorrhagia 
until two years ago. The tumor evidently started as a fibroma, 
hut degenerated into a filiro-eysto-sarcoma. It was e.xtremely 
vascular and weighed forty pounds. The uterus was the size 
of a pineapple, and small tumors were developed down into 
the broad ligament. This immense mass grew from a large 
pedicle on the posterior uterine wall. 

One interesting point is that the patient had menorrhagia 
until two years ago. Probably the menopause was trying to 
come on, but the growth was very rapid and the menopause 
was not helping her. The first difficulty I had was with the 
intestines, which were plastered all over it, with veins the 
size of a goose quill running on it, necessitating an immense 
amount of ligaturing. I suppose I left twenty or more liga- 
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tures in tlie abdominal cavity. Of course severe bleeding 
occurred. The pelvis filled twice with blood. There was a 
large band extending from the tumor to the posterior wall of 
the^vagina, and another band extending down into the cul-de- 
sac— the remains of old adhesions; They were as thick and 
as broad as two fingers, and had very large blood vessels in 
them. I found it exceedingly difficult to get under the tumor, 
but I finally got- the masses out of the broad ligaments and 
put round them the elastic ligature, leaving a cavity of raw 
tissue on either side. I had to be very careful in separating 
the bladder, whose walls were drawn up and merged with 
those of the tumor. A small rent occurred in it. E then, 
found I had my ligature on the ureter, which was so in- 
timately connected with the pedicle that I had to make a 
stump higher up. As the patient had lost a good deal of blood, 

I attached it to the abdominal walls above to save time. I 
put in two drainage tubes. The disintegrated tissues on the 
edge of the intestines made it necessary to put in a drainage 
that would extend into the lumbar region as well as into the 
cul-de-sac. Into each broad ligament I put a drainage of iodo- 
form gauze. Ho urine has yet been passed, but the condi- 
tion is otherwise as good as after an uncomplicated case. The 
history will be reported at the next meeting. 

Dr. a. Reeves Jackson. — I desire to express my apprecia- 
tion of the skill which has been shown in the removal of this 
formidable tumor. Twenty-five years ago it would have been 
almost impossible to accomplish such a brilliant result as is 
shown here. The essayist’s own criticism upon his operation 
is perhaps a just one ; nevertheless, under the circumstances 
in which he found himself placed, with his patient almost in 
ai'tiaulo moi'iis from loss of blood, I do not well see how he 
could take any other course. To prevent a patient from dy- 
ing on the operating table is always desirable. 1 feel per- 
sonally obliged to the doctor for presenting us with such a 
beautiful specimen, and am pleased to know that so far he can 
report such a good result. 

Dr. Weller Yan Hook read a paper on. 

THE TREATMENT OF NON-MALIGNANT RECTAL STRICTURES.’ 

Dr. Bayard Holmes. — I cannot add verj’^ much to this in- 
teresting and exhaustive paper, which deals with a subject 
that comes to all of us occasionally, and one in which we have 
had no guide up to the present time. I believe the subject 
has never before been so exactly and positively treated as to 
be intelligible and of use in diagnosis and in treatment. The 
fact which has been brought before us so clearly, that these 

' See original article, page 1062. 
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.strictures are not as a rule due to syphilis, as has been gene- 
rally supposed, is one which renders it probable that surgical 
treatment will be reported to more frequently than it has 
been. The terrible effects of dilatation, the pain, and all the 
coubequences whicli follow it, have for a long time been suf- 
ficient to deter u.< from using dilatation, except in the prepa- 
ration of the ])atient for radical operation. The use of the 
buried suture, not perforating the mucous membrane of the 
intehtines, not penetrating the skin, and yet holding the gut 
in ])erfect coaptation with the sphincter, will obviate the 
danger of having anything but immediate union. I believe 
the time has come when tiie temporary fastening through 
the skin or mucous membrane is as irrational as the tempo- 
rary ligature with a long string which is afterwards pulled 
out. In these cases, with a permanent buried suture we 
may secure primary union, so that even the very highest 
strictures may be removed. No cases have been reported of 
strictures &o high up as to come in connection with the peri- 
toneum. and I doubt very much if any such strictures will 
he found. 

Du. Mautix. — I would like to add my humble thanks 

to the reader of this paper. Certainly he has made this field 
an entertaining one, appearing much more inviting than it 
has appeared in the past. In fact, the operation as described 
to-night ought to be done as easily and effectually, and with as 
little mechanical operative difficulty, as removal of the ute- 
rus by the vagina can be accomplished. And if operative 
methods are to be employed, it seems to me we have had a 
very pretty and ideal method laid down for our adoption. 

Those of us who have made a systematic and conscientious 
study of electrolysis in its action of causing a disappearance 
of ])athological deposits in the walls of tubular organs like 
the uterus, the vagina, the esophagus, and the urethra, are con- 
vinced of its power to perform a like result for the rectum. 

It is no fiction that a metal bulbous electrode comiected 
with the cathode of a galvanic battery will dissolve its way 
through a tight stricture in plain view of the operator. I 
demonstrate this to the students of my clinic every week 
that I teach. They make the effort to introduce the elec- 
trode, which has a pointed metal bulbous tip double the size 
of the canal, and without electricity they fail. With it, 
without great pressure, the electrode passes slowly but surely 
into the canal. "With the process a bubbling of the liberated 
gas is plainly observed, and as it breaks through the secretion 
it produces a sound which is audible to a large class of stu- 
dents. 

This electrolytic action, which can be readily demonstrated 
by the sense of feeling, seeing, and hearing, has also a clinical 
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:significaiice for ordinary fibrcus strictures of the reetnin. Prac- 
tically, many well-authenticated cases of cure of stricture of 
the rectum are on record. 

Pobert Newman, at the New York’ineeting of the Ameri- 
can Medical Association in 1889, read a paper on this subject 
in which he reported all recorded cases up to that date, and 
in which he reported a number of complete cures among his 
own cases. 

Liebig and Pohe, in their excellent work on electricity in 
medicine, say of this subject: ‘"The procedure may be re- 
garded as an established one in surgery.” 

My experience with this method of treatment is limited 
to two cases. Both are now under treatment, and, there- 
fore, while of no conclusive value, they are suggestive. Both 
cases had been tortured with bougies, one for months, the 
other for years. Case I., aged 41, gave no history of specific 
trouble. Stricture had gradually been coming on for a num- 
ber of years, obstruction becoming more and more marked, 
until she resorted, by the advice of her physician, to flexible 
bougies. By this means she existed for some time, when her • 
physician referred her to me for a trial of electricity. I 
found a stricture, about three inches above the anus, which 
would with considerable pressure admit the end of the index 
finger, but which gradually narrowed above this point until a 
No. 14 English bougie would barely pass. The bowel was 
much thickened anteriorly and laterally, and the mass seemed 
at least three-quarters of an inch in the centre of the stric- 
ture. From the induration of the tissues I judged the stric- 
ture to occupy about two inches of the bowel. My first im- 
pression of this case was that carcinoma was the cause of this 
difficulty. Great pain was experienced when an attempt was 
made to pass a bougie. 

I selected an insulated staff upon which could be secured 
metal tips from the size of a slate pencil to one the size 
of my index finger. Upon this 1 attached a tip which I 
estimated was about two sizes larger than the stricture. I 
inserted this staff' with its metal bulb into the stricture until I 
met a decided obstruction. I then attached this electrode to 
the cathode of the galvanic battery, and completed my circuit 
Avith a large, indifferent abdominal electrode. A current of 
fifteen milliamperes was then carefully turned on,. and slight 
pressure Avas made on the staff of the electrode, when it o-rad- 
ually penetrated the stricture until it had passed it. The cur- 
rent Avas then turned off and the electrode carefully with- 
draAvn. The only pain experienced Avas a sharp, burnino- 
sensation at the point of the electrode, Avlfich invariably passed 
off Avithin a half-hour after tlie current Avas Avithdrawn, leav- 
ing a sensation of relief Ai'hich compared very favorably Avith 
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the severe p.iiii wliicli had invariably followed dilAtmo- with 
boujgies. ° 

This patient got relief immediately from her obstruction. 
After two weeks’ treatment, three applications a week with 
an electrode of constantly increasing size, I was able to pass 
easily a Xo. 3(5 bidl) where a was employed at first. The 
patient now', after tliree months, is practically well as far as 
any obstruction of the bowel is concenied, and lean easily pass 
an ordinary vaginal electrode through the stricture, which 
•is tw’o centimetres in diameter. The finger passes into the 
stricture easily now as far as can be reached, the e.Kudate is 
materially lessened, and the malignant feeling luis entirely 
disappeared. 

This patient is abundantly satisfied with the results of the 
treatment, and considers herself about w'ell. 

Case II. cannot be properly considered a stricture. It is 
an obstruction on account of an e.vternal cicatrix following 
an abdominal inci-ion for pelvic absce&s. The bowel is con- 
stricted about si.x inches from the sphincter by an unyielding 
mass of exudate in the pelvis. I did not operate upon the 
patient. She was referred to me, some time after the opera- 
tion, for electricity, w’ith the idea of accomplishing with that 
agent what the knife had failed to accomplish. About a 
21 bougie could bo made to traverse the constricted 
bowel. A metal electrode with an insulated staff was con- 
structed, the active or distal end of which was about Xo. 21, 
two inches in length, wdth a rounded and pointed tip. This 
instrument wais carefully inserted into the obstructed portion of 
the bowel, and with the indifferent electrode placed in the por- 
tion wdiich would necessitate the current traversing the mass 
of exudate, A current of thirty milliamiJeres was pa&sed for 
five minutes, the cathode being internal. This patient is in- 
variably relieved of pain by this treatment, and after five 
applications I find the bowels much less obstructed, so that a 
Xo. 30 sound can easily be pa'sed. I am positive, from my 
experience with pelvic exudates, that a cure can be accom- 
plished in this case. 

Dr. a. Reeves Jackson. — I have listened wdth a good 
deal of interest to this very excellent paper. I coincide with 
the expressed opinion of the wu’iter that a lajise of t\yo years 
is necessary before we can affirm the permanent efficacy of 
any method of treatment for so intractable a condition as 
rectal strictui'e, and therefore I regal'd the cases related by 
Dr. Martin as wholly incomplete. We cannot have a mature 
result at the end of three months, surely ; and while we may 
have confidence in the continuance of the success which he 
has re 23 orted, it cannot be accepted as a criterion of the last- 
ing usefulness of the treatment adopted. 
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Again, the cases reported by the essayist are too few in num- 
ber To be of much value. “ A^in^le swallow does not make 
a summer,” nor is a single ease sufficient to establish any ope- 
rative mode of procedure. 

Dr. AVkller van Hook, in closing the discussion, said: 
1 have little to say in conclusion except as regards the remarks 
of Dr. Martin. I thank him for the complimentary part of 
his remarks very heartily, as I do the other gentlemen who 
have spoken so kindly of the paper. I would say that, so far 
as regards the subject of electrolysis in the treatment of stric- 
tures, my experience so far has been confined to the treat- 
ment of cicatricial contractions in the male urethra; and, as I 
had seen no more benefit from the application of electrolysis 
than I believed woiild be obtained by gradual dilatation, I 
was discouraged from using it in the rectum. 1 am aware of 
the paper to which Dr. Martin has referred, by hfewman, 
of Hew York. I read it, but it made little impression on me,, 
as it seemed to me his eases were not studied with a great deal 
vof accuracy or reported with much scientific acumen. 

As regards Dr. Martin’s cases, I would say that the results 
are interesting, but the study of the literature of the subject 
will reveal a great many eases treated with equal success by 
simple dilatation. I would say also that I believe the stretch- 
ing of the cicatrix of the rectum to a calibre of two centi- 
metres is not sufficient to be reckoned as a cure. As I think, 
first, that the calibre reached by Dr. Martin is insufficient, 
and, second, that the report of his cases is premature as re- 
gards the question of permanency of result, I must regard his 
cases as irrelevant. 

Dr. J. a. Lyons read a paper on 

TWO cases of fibroid tumor of the uterus successfully 

TREATED BY WEAK CURRENTS OF GALVANISM.’ 

Dr. F. H. Martin. — These cases seem -to have been well 
managed. The essayist made the point that in the first case 
electricity was not used in the uterine canal to any extent, but 
at the same time menorrhagia was checked. In the treatment 
of fibroid tumors with menorrhagia, there are two ways .of 
curing the menorrhagia : one is to cauterize the mucous mem- 
brane of the uterus, the other is to cure the disease. In this 
case the tumor disappeared, and there was no cause for cauteri- 
zation of the canal. There is still a scepticism in the minds of 
many physicians in regard to the benefits to be derived from 
the treatment of fibroid tumors by electricity. I have had 
an experience of six years with this agent, and ray experience- 
goes to show that seventy-five per cent of all cases of fibroids 
as they come to me can be cured — I mean either absolutely 
' See original article, page 1120/*^ 
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or sjmpfcotnuticiilly — by electrolysis. Twenty-five per cent 
come uniier the head of t!iose‘ tumors tliat one could not 
rationally expect to ben'efit by electricity. So 1 believe that 
electricity has come to stay. 

Du. A. Ricr.vUb Jacksox. — I think it would not be con- 
clubive if the case were ])roscntcd only after the alleged cure. 
AVe should have an opportunity to investigate it nho bi-fot'u it 
comes under treatment. 1 say this because of the many mis- 
takes made in diagnosis. Patients have frequently been sent 
to me with a diagnosis of fibroid tumor, when my own mea- 
surements and examination did not at all coincide with the 
accompanying .'Statements, and sonietimes they were Jiot cases 
of fibroid tumor at all. When measurements may differ so 
greatly, I should not like to trust unreservedly to another’s 
opinions as to reduction or increase in the si;je of a growth, 
lienee the mere presentatioii of a patient after treatment 
would not be sullicient. 

Du. F. II. AIauti.v. — It seems to me that it has been im- 
plied that the advocates of electricity are liable to be carried- 
away by an enthusiasm which no other system of treatnieut 
or therapeutics might engender. It does seem to me there is 
no more reason why patients should be presented who have 
been reported cured of fibroid tumors by electricity than those 
who have been treated or cured by any other method. To 
have a statement of that kind go out from our President 
would seem to reflect at least upon the members of this So- 
ciety who have been in the habit of advocating electricity. I 
believe that 1 have been honest in my statements in regard to 
the treatment of iny cases. I believe that I have cured a 
great many cases of hbroid tumor symptomatically. AYhen I 
state that a certain case of fibroid tumor is cured syraptoinati- 
cally, I mean that, so far as the symptoms are concerned, in 
every respect the patient is well. That is, if you should con- 
sult iier she would tell you that she felt well in every respect 
as regards pressure, deformity, and hemorrhage. 

Dk. a. K. Foster. — I would like, as a matter of informa- 
tion, to inquire of the President what his credence is in the 
report of the two Keiths on their hundred or more cases in 
which this treatment has been employed during the last three 
years. 

Db, W. E. Clabke, — I think I can corroborate the state- 
ment that the enthusiasm of those who believe so ardently 
in electricity will sometimes carry them too far away. 1 am 
thinking now of a case of engorgement of the womb in a 
patient who lived in the East. She had some friends who 
were very enthusiastic in favor of electricity, and they urged 
her to employ a man who was skilled in that mode of treat- 
ment, She returned to this city and consulted some physi- 
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eians, and I gathered from her that fibroid of the uterus was 
diagnosed. A.s I had been the family physician for a good 
many years, it was the strong desire of her husband that I 
should undertake the case. One" day she showed me a let- 
ter from one of the gentlemen she had consulted, saying 
that if he could have an interview with her he could con- 
vince ber that he could effect a cure by electricity. There 
was no electricity tried in her case, and she has recovered, 
I think fully, i think the only difficulty now will probably 
come to a climax in the course of six or seven inonthsj and 
it will not require electricity to remove that tumor, I am 
sure. In another case where electricity was tried for a fibroid 
tumor my diagnosis was different. I did not think it was a 
fibroid, but the case passed out of my hands, electricity was 
tried, and that case is reported in the journals as having been 
cured by electricity. But in that case I assisted in removing 
cystic tumors of both ovaries. I have known so many eases 
where a positive diagnosis had been made of fibroid tumors, 
and the patients recovered without any treatment or it was 
ascert.ained that no fibroids existed, that I am very chary 
about accepting as correct a diagnosis of fibroid tumors in a 
great many cases. The gentleman reports seventy-five per 
cent of the cases cured by electricity, cases that it is supposed 
could not be remedied liy anything else, but before crediting 
that statement I should like to have seen the eases when the 
diagnosis was made. 

Dr. Bayard Holmes. — I wish to say a few words as to the 
point raised by Dr. Jackson in regard to the length of the 
papers presented here. It is a remarkable circumstance that 
a well-digested, well-written paper on any subject, no matter 
if it is long, elicits very little comment, while a very short 
and incomplete paper on a subject of interest frequently 
gives rise to interminable discussion. I am in favor of pa- 
pers that will exclude discussion, because they bring in all 
the facts in relation to the subject, because they present 
them in a^ consecutive and rational order, and because they 
lead to rational conclusions which meet the approval of every 
one. I am opposed to thi-owing an unstudied ease or propo- 
sition before this Society, or, at least, allowing an unlimited 
and unprofitable discussion. 
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IXTROnt’CTIOK A lAfiTUDi: Ci.IXIQUE ET A L.V PlJATIQUE DE3 
AcCOUCHEMEXIS. — IXTROJIL'CTIOX TO THE CeIXICAL StUDY 
AXO PliAOTICE OE A[tI)\VIFEl{Y. By PltOF. L. H. FaT£A- 
iKEL’F aiul Dr. IIexry Vauxier. Preface by Prof. A. 
PixAKix 475 pa^^es; :3(>2 ii<j:ures. Paris, 1S91. 

This book, as stated by Prof. Pinaicl in Ids preface, is not 
a system of midwifery, nor a text book on the subject in. the 
ordinary sense. It i& rather a manual for the guidance of the 
student in practice ujioii tlie manikin, and may tlierefore 
be used as a supplement to any text book or course of lectures 
on midwifery. It is designed to replace illustration by the 
])hantom where that is absent, or to take the place of an iu- 
'structor to the student working by himself with the manikin. 
It would be equally valuable to an inexperienced instructor 
as a model of such clinical teaching. 

The subjects treated of are: The Obstetric Anatomy of 
the Pelvis; Presentations and Positions; Afechanism of 
Labor in each of these ; Delivery in Breech Presentations: 
Aversion, and Forceps. 

Dnder each head we find a series of hu’ge, clear, simple 
■woodcuts, illustrative of the ])ractical points of the subject 
from beginning to end. Tims in Obstetric Anatomy there 
is no description of the pelvis and pelvic organs such as a 
lecturer would give. AFe find seventeen plates of the dry 
pelvis and the pelvis clothed with its soft parts; and the text 
is just the description an instructor would give who was dem- 
onstrating the pelvic canal to a student preparatory to the 
study of the mechanism of labor, or drilling him in its details 
as a supplement to his lectures. In the Aleehanism of Labor 
the plates show step by step the fetus and pelvis as they would 
be used by an instructor to demonstrate each snccessive stage; 
and the text is the clear and concise reproduction of the de- 
scription and explanation of the iDrocess which he would give 
as he exhibited each new aiTangement. 

Under the head of Delivery of the Breech, each step, evezy 
maneuvz’e, necessitated by all possible complications, are de- 
sci'ibed and illusti’ated, and the disadvantages of an irapi’oper 
perfoi'mance are shown as they would be on the phantom. _ 

In the same methodical way. Pelvic Aversion, and the applica- 
tion of the Foi’ceps in evezy possible positiozi, are demozzstrated 
in minute detail, with fizl'l illustz’atiozi of the advantage or dis- 
advantage of each nzaneuvz-e. 
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The work possesses the advantages peculiar to Freiicli teach- 
ing. This takes for granted that the student knows nothing, 
and proceeds to lay before him the whole subject step by step, 
omitting nothing, leaving nothing to be inferred or worked out 
without supervision, so as to make sure that he learns every- 
tiiing minutely, accurately, and exhaustively. It also takes 
for granted that there is but one right way of doing ever;)-- 
thing, and considers it imperative to teach the student this 
rigid way under every possible combination of circum- 
stances. 

With these advantages the book has also some defects. 
Thus, in the article on Obstetric Examinations, examination 
by vaginal touch is alone treated of. There is hardly an allu- 
sion to external palpation as a means of diagnosis of the pre- 
sentation, and no directions for its performance. 

The article onYersion is headed “ Pelvic Yersion by Inter- 
nal Manipulation.” The writer begins by stating that “ this 
operation is confined, in France, to shoulder presentations; for 
wherever the head, flexed orunfiexed, presents at the superior 
strait, the Paris school prefers the use of forceps, and the more 
emphatically should there exist .pelvic contraction.’’ Also 
that “ at the present time, so long as the bag of waters is intact, 
the true course is considered to be to transform the shoul- 
der into the vertex presentation; therefore pelvic version is 
never performed except in cases where the membranes are 
ruptured, the shouler engaged, and the arm prolapsed.” 
There is, of course, no reference to external version or bi- 
manual version, since all cases suitable for these maneuyres 
are ruled out and transferred to cephalic version. Yet the 
subject of cephalic version, of any change of position of the 
fetus before rupture of the membranes, which includes so 
large a number of cases, is omitted. iSIo reference is made to 
their management nor to the mode of performance of such 
maneuvres. 

With all its peculiarities and omissions, the book is valuable, 
because, as its authors claim, it fills a gap, there being no 
other whieli covers just this ground of serving as demonstra- 
tor in practical midwifery. 

The illustrations are all original, and both they and the text 
are admirably clear and accurate. We can well understand 
the statement that the book occupied five years in preparation. 
As a manual it would be still more valuable for American 
students were its omissions filled, and its teachings, in some 
respects, adapted to their use by an experienced instructor. 
Independently of the value of its teaching, a good translation 
would be useful to American students as an illustration of 
what is meant by the complete understanding of a practical 
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subject, as contrasted with the vague half-knowledge wliieh 
is so common a vice in students taught by lectures only. 

EJIILV ULACKWEr.!,. 


Gvmnastique Gynecoeogique Er Tkaitemknt jMaeukl des 
]\[ai.adies de l‘ Uterus et de ses AxNeexes. — Gyxeco- 
LOGicAE Gymnastics and ^Manuae Treatment oe Dis- 


i:ASES OF THE UtERUS AND ITS AfPENDAGES (TuURE 

BRANDr’s ^Ietuod). By Dr. A. Jenizer, e.\'-Professor of 
Operative Gynecology at the Faenlte de ^Medecine, Ge- 
neva, etc., and M. Bourcart, e.v-A.'^sistant at the Private 
Clinic of Profs. Jentzer and Vulliet. Pp. ICO; 90 ilhis- 
trarions. Geneva, Tl. Georg; Paris, Georges Carre, 1891. 
The authors of this interesting work begin with a review 
of all the articles hitherto published upon the subject in 
France, following it by a history of gynecological gymnastics 
in general and of Brandt’s treatment in particular. They de- 
vote a short chapter to a consideration of the physiology of 
gymnastics, showing the action upon the circulation of the 
blood and lymph and upon the nervous system. A complete 
description is given of general e.xercises designed to remedy 
defective circulation, amenorrhea, con&tijiation, and migraine, 
and to reduce vaginal displacements and strengthen relaxed 
abdominal walls. 


Brandt’s methods of diagnosis of pelvic disease are described, 
and a detailed account given of his massage treatment in the 
ease of pelvic exudations, some chronic affections of the 
tubes and ovaries, adhesions and cicatricial retractions of tis- 
sue, the various uterine displacements, rectocele, cystocele, 
prolapse of the rectum, endometritis, incontinence of urine, 
uterine fibroids, constipation in adults and infants, diarrhea, 
ffoating kidney, and, finally, some of the disorders ot preg- 
nancy, as fatigue, jiaiu, and vomiting. 

The authors contradict the widespread idea that Brandt 
uses massage alone in the treatment of uterine affections, and 
state that he attaches the utmost importance to certain gym- 
nastic exorcises borrowed and modified from the Swedish 


movements. 

The work is simple and concise in its style and marked by 
clearness in all the descriptions of the exercises. It would 
seem that there should be little difficulty in applying the 
treatment if the directions given were eai'efully followed, but 
the authors consider it most important that all who desire to 
practise this treatment should first have the benefit of practi- 
cal instruction by Brandt himself or some physician who has 
studied with him. 

The illustrations, while weird enough to remind one for- 
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cibly of ancient paintings of the “ Danses jVIaceabres,” admir- 
ably fulfil their purpose of furnishing a clear idea of the 
details of the various movements. 

A second volume, containing clinical observations of the 
treatment and its results, is promised within a few months. 

AIMEK RAYMOND. 


ABSTRACTS. 


1. Engstrom, Otto; Ovariotomy durino Pregnancy (A w- 
nales cles Gi/nec.^ October and ISToveinber, 1890). — Of eighty- 
two cases of ovariotomy during pregnancy recorded by 01s- 
hausen, seventy-four were successful. The author records, 
seven successful cases, and gives the following table ; 


Schroder 13 ovariotomies with 0 deaths. 

Lawsoa Tait ll “ “ 1 

Speacer Wells 10 “ “ 1 “ 

Olshausea 8 “ “0 “ 

Engstrom 7 “ ”0 “ 


48. 3 

From these cases he concludes that the operation upon a. 
pregnant woman is attended ivith no more dangers than in. 
an ordinary case, and there appears to be no more difference- 
in regard to health. He recommends making the incision as- 
near'the site of the tumor as possible, so as not to disturb the- 
uterus, and to avoid making traction upon the pedicle, which 
might lead to uterine contractions. The abdominal wound, 
should be closed with great care, the gravid uterus should be. 
left uncovered as little as possible ; he carefully protects it 
with a warm sponge. A bandage should be worn for several 
months to protect the abdoininm walls. 

To avoid miscarriages he administers opium by the rectum. 
That these are' as frequent as Tetter says, he denies. Tetter 
places them as high as forty-eight per cent, and Olshausen at 
twenty per cent. grace peckiiam. 

2. Velii's (Budapest); Treatment op Post-partum Hem- 
orrhage {Orood IIef.alip, Ho. 10-12, 1890). — Y. reports thir^ 
teen eases, which he treated by means of iodoform-gauze 
tampons, during labor (twice in the puerperium), to control 
hemorrhage, and draws the following conclusions ; 

1. Iodoform gauze maybe considered as thoroughly aseptic, 
in employing it for obstetrical woj-k. 

2. In atonic hemorrhages the iodoform-gauze tampons act 
p irritants and produce permanent contraction of the uterus.. 
To obtain this result, only a small quantity should be intro- 
duced into the uterus, so as not to interfere with retraction. 

In ’hemorrhages due to the state of the blood itself the iodo- 
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form gauze ia •\vortliloss, in fact ia injurious, for it tends to 
keep up the heinorrha^fe. In these casW we can obtain e.xeel- 
lout resultb by ojnplo\ing weak solutions of chloride of iron. 

4. Wlien the hemorrhage is due to a high cervical tear, 
the only safe method of treatment is the suture. 

5. Ilemorrliages which occur in the latter part of the puer- 
perium or directly after labor, and are associated with myo- 
mata, can only be controlled by packing the uterine ea^nty 
firmly and completely with iodoform-gauze tampons. 

L. s. K. 

3. SwiEcicKi, 11. (Pobcn) ; TuKn.M*Y ok Pukuitkai. Tatec- 
TioL's Diseases (Z>e/‘ 891. Ileft 5), — The method, 

which was fii'bt proposed by Runge, of treating the patients 
with alcohol and warm baths, was condemned by Olshausen. 
S ib not inclined to bo quite as sceptical as Olshausen, 
for he has obhcrved many cases that were benefited by 
the UbC of alcohol. There arc three ways in which the in- 
fection may be eliminated, omitting the intestinal canal; 
they are the h-u/aei/^, the and the i,alieary glanch. 

Keeping this theory in mind, S. tieated a case of puerperal 
fever, whieh came under his charge five days after deliveiy, 
as follows : Every hour she received one litre of warm physio- 
logical salt solution This Iluid the jiatient retained. After 
each drink there was a profuse diuresis. Furthermore, S. 
injected hypodermically, during three successive days, jiilo- 
carpin gin. 0.01 twice a day. l^his was followed by profuse 
per.bpiration and salivation. In order to keep up the patient’s 
strength, small doses of alcohol were given. Tiie patient re- 
ceived in toto 17 litres of salt solution and six injections of 
pilocarpin of gm. 0.01. The result of this treatment was most 
satisfactory. Although it is scarcely proper to commend a 
plan of treatment after having tried it only upon one patient, 
still, from a theoretical standpoint, S. has every reason to 
believe that, by eliminating the infectious germs through the 
kidneys, skin, and salivary glands, a cure may be looked foi'. 

E. s. E. 

. 4. Goti'schaek, Sigmund (Berlin) : Thiol in Female Dis- 
eases {Gentralhlait fur Gijndkologie). — G. has employed 
thiol in inflammatory female affections for the past nine 
months, and his results have been such as to encourage him 
to publish them. Thiol acts similarly to ichthyol, but it has 
the advantage of being absolutely inodorous.^ G. treated 
-cases of para- and perimetric exudations with thiol. He em- 
ployed tampons soaked in a ten to twenty-p)er-ceut solution of 
thiol-glycerin ; these were placed against the affected parts 
and were changed daily or every' second day. Besides this, 
■the abdomen was rubbed with a thiol salve of the same 
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strength. After the tampons were introduced the patients 
■experienced a “drawing together” in the abdomen, and 
there was frequently a profuse discharge. After the removal 
of the tampons the secretion ceased. "Wlien the thiol is ap- 
plied to the skin it acts like tincture of iodine. After it has 
been rubbed in for six or eight days it produces a burning of 
the skin, and the skin peels off. After omitting it for a few 
days we are enabled to apply it again without causing the pa- 
tient any annoyance. By this means, and by giving the thiol 
internally, Gr. observed that large exudations disappeared in 
the course of a few weeks. The rapidity of the cure was fa- 
cilitated by the use of warm sitz baths and massage. Gr. then 
treated inflammatory erosions of the portio vaginalis with 
thiol siecum. He dusted the eroded surface with thiol pow- 
der and then introduced a cotton tampon. In these cases he 
observed very rapid cures. He then began to treat cases of 
endometritis, both acute and ehi’onie, with tliiol. Cotton 
soaked in pure thiol liquid was wrapped around a sound and 
introduced into the riterus. The application is harmless and 
not painful. G. has never observed a ease of uterine colic 
resulting from it, nor has it ever caused any irritation, al- 
though he used it every second or third day. Sometimes 
;a slight hemorrhage followed the immediate application of 
the drug, but this would quickly cease. The uterine mucosa 
would be discharged without pain after the use of the thiol. 
The writer’s only objection to the use of the drug is that it is 
quite expensive. i.. s. R. 

5. Falk, E. (Berlin); Intra-utekinr Medication {Berliner 
Idin. Woehenschrift, 1890, Ho. 45). — After discussing the va- 
rious methods of employing intra-uterine therapeutics, the 
author recommends the antrophore, and by means of it to em- 
plo}' the desired drug, covered with a soluble preparation of 
gelatin, just as in eases of gonorrhea in the male. The antro- 
phore can readily be introduced through a Baudl speculum, 
without previous dilatation of the cervix, and the medicament 
is dissolved in a few minutes and comes in direct contact 
with the mucous membrane. Tlie patient is kept in the re- 
cumbent position for ten minutes, and at the end of this time 
the antrophore is removed. The woman can then go about 
as usual. This treatment is repeated every two or three days. 
This method has, beyond the other advantages over injec- 
tions, that of the ability to employ an exact dose, and also the 
fact that the substance cannot pass into the abdominal cavity. 

F. has employed the most vai-ied drugs in this wa^L lie 
has found no drug to act as a specific in endometritis. He 
obtained most excellent results with chloride of zinc 1 per 
cent, sulphate of copper 0.3-1.0 per cent, resorcin 10 per 
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cent, tannin o to 10 per cent. Iclithyol he found tinsatisfac- 
tory, lie treated cases of gonon-heal endometritis with creo- 
sote 2 per cent and sublimate 0.1 per cent, and latterly with 
chloride of zinc 1 per cent and sublimate 0.1 per cent. The 
chloride uf zinc acts as a caustic and permeates the mucous 
membrane, thus allowing the snbUmate to act upon the deep 
portions of the mucous membrane and to destroy the deeply 
seated gonococci. 

F. observed that as a result of the use of the antrophore, 
especially when using chloride of zinc, sulphate of copper, 
and resorcin, in some eases atypical hemorrhages occurred, 
in other eases menorrhagia. In some cases there was severe 
uterine colic in the beginning. These conditions were over- 
come by employing tlie proper doses and by covering the 
antrophore with a layer of cocaine. l. s. k. 

0. M-vssix, W. (St. Petersburg) : E.ndo.metkitis i.v Acute 
Iai'ectious Djseases (A/x‘/f/v f iir G)jn(ikolo(jie, Pand xl., 
Hft. 1, 1801). — Owing to the diversity of o])inion expressed 
by ditferent authors as to the effect of acute infectious dis- 
eases upon the uterine mucosa, the author made a series of 
experiments upon eighteen cases. Of these twelve were 
eases of relapsing fever, two |)nemnouia, two enteric fever, 
one dysentery. One case of acute general ])eritonitis (un- 
known etiology) was also examined. The uterus, with the 
adnexa, was removed at the autopsy and placed in Muller’s 
fluid, and allowed to remain in the fluid from a month to a 
month and a half. Sections were made from different por- 
tions of the uterine walls, including the os internum and 
cervix. They were first kept iu alcohol (seventy per cent), 
then were placed in absolute alcohol for one week, and then 
in photo.xylin solution. The sections were stained with boro- 
carmine, picrocarmine, eosin, and methylin blue. From an 
examination of these specimens the following conclusions 
were arrived at : The mucosa is affected in all of these acute 
infectious diseases, as are the glands, the vessels, and the 
uterine muscular fibres. Firstly'’, they are all markedly in- 
jected. The injection may be marked in one jjortion of the 
mucous membrane, or, as was usually the case, may affect the 
entire mucous membrane. The increased size of the vessels 
was especially noted in the small veins and capillaries. The 
arteides were empty, and iu only a few cases did they contain 
formed blood elements. In many cases the dilatation was so 
great as to cause a rupture of the vessels, and consequently 
hemorrhages into the mucous membrane and between the 
muscular layers. These ecchymoses occurred in cases irre- 
spective of the age of the patients. The most marked eases 
of dilatation and ruptiu’e were those in which the disease 
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liad been continuous, as in the eases of pneumonia and en- 
teric fever, whereas in the eases of relapsing fever hemor- 
rhages were only found in half of the cases. Next, in refer- 
ence to the glands. The epithelium lining these was always 
swollen and cloudy, having rounded edges ; the cells were 
colored with difficulty. The epithelial cells secreted more 
mucus than normally. In some cases the glands were mark- 
edly enlarged. In many cases the epithelium was detached 
from the glandular tissue and lay in irregular masses in the 
glandular cavities. The membrana propria of the glands 
knd the surrounding layer of spindle-shaped cells were well 
marked in nearly all of the eases. We frequently observed 
new-formed granular elements, which were arranged around 
the glands in "the form of a belt. . The muscular layer of the 
uterus did not seem to be much affected by the disease. As 
:stated above, the vessels in the muscular layer were injected. 

The changes which we observed represent a parenchy- 
matous and interstitial inflammation of the mucous mem- 
brane and an interstitial inflammation of the muscular layer. 
Furthermore, in all of the eases a condition was observed 
which can be termed a hemorrhagic endometritis. We natu- 
rally conclude, after having made these experiments, that the 
•endometritis undergoes three processes : 1. Increased amount 
of blood to the uterus, venous stasis, and inflammation of the 
vessels ; 2. G-ranular inflammation ; 3. Diffuse spreading of 
this inflammation. In our experiments we were unable to 
ascertain whether micro-organisms were present or not. We 
must, therefore, consider acute infectious diseases as im^^or- 
tant factors in the causation of uterine diseases, so that when 
we consider the etiology of acute and chronic endometritis 
we must always think of the possibility of the affection being 
the result of an acute infectious disease. l. s. k. 

7. Oethhanx, G. : Tubal Pregnancies in the First 
Months, with Special Keferenoe to the Pathologico- 
Anatomical Examinations (Zeitschr. f. GeburUh.^ Band xx.. 
Heft 1). — Orthmann examined ten cases of tubal pregnancy. 
In none of the cases had the pregnancy lasted over two 
months. Two of the women died after operation. It is 
very difficult to distinguish between an old tubal pregnancy 
which, as a result of death of the ovum, has undergone many 
■changes, and a hemato-salpinx. This can onlj' be positively 
decided by using the microscope. As a rule, there is no trace 
of the fetus to be found, so that the only distinctive features 
are tlie evidence of the presence of the membranes, chorionic 
villi,^ and decidua. In all of the cases O. was able to find 
chorionic villi. He summarizes the results of his observa- 
f ions as follows : 
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1. If M’O liiul an organized blood clot in the interior of the 
tulie, we can almost positively diagnosticate tubal pregnancy, 

2. An intraperltoiieal hematocele complicating a tubal 
pregnancy is either due to a rupture of tlie sac or to an abor- 
tion in which the ovum lias ruptured at the ostium abdomiuale 
tubte. 

3. It is not absolutely necessary to find decidual cells in 
order to diagnose tubal pregnancy. 

I. Chorionic villi are always found in the early months of 
tubal pregnancy. Leonard s. kau. 
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An ob'>tetrical polyclinic, under the supervision of Professor 
Leopold, has been openeil at the Dresden Iloyal Hospital for 
A\^omen, to which physicians attending the courses of instruc- 
tion at the above institution have access, thus being suiiplied 
with abundant obstetrical material. 


PnYsiciA.vs arc cordially invited to bo present at the six- 
teenth annual meeting of the American Gynecological Society, 
to be held in the lecture room of the Columbian University, 
corner 15th and II streets, Washington, D. C,, on September 
22d, 23d, and 24tli, 1891. 

The following is the programme : 

Jurst Day, Tuesday, September 22d . — Morning Sessions 
Address of Welcome, by Dr. Joseph Taber Johnson, of 
Ayashington. Papers: 1. The Advantages of Mixed Anes- 
thesia in Gynecological Surgery, by Dr. John P. Peeve, of 
Dayton, Ohio. 2. Concealed Accidental Hemorrhage daring 
Labor, by Dr. Henry C. Coe, of Hew York. 3. Diffuse Ad- 
enoma of the Uterine Body, by Dr. James P. Chadwick, of 
Boston. J. The Influence of Season on Pecurrent Pelvic In- 
flammations, by Di'. Frank P. Foster, of Hew York. 5. The 
Thera])eutic Aspect of some Ovarian Disorders, by Dr. Ed- 
ward AY Jenks, of Detroit. Afternoon Se&s^ on : 6. Insanity 
following Laparatomy, by Dr. J. AI. Baldy, of Philadelphia. 
7. Yaginal Hysterectomy by Morc6lle'ment : Technique and 
Indications for Operation, by Dr. Samuel Pozzi, of Paris, 
France. 8. A Clinical Study of Primary Carcinomatous and 
Sarcomatous Heoplasras between the Layers of the Broad 
Ligament, with Peport of Cases, by Dr. Joseph E. Janvrm, 
of Hew York. 9. The Present and Improving Status ot 
Cesarean Surgery, by Dr. Pobert P. Harris, of Philadelphia. 
10. Unique Case of Multiple Heuro-lipomata following Lapa- 
ratomy, by Dr. H. Marion Sims, of Hew York. 
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Second Day, "Wednesday, September 23d. — Horning Ses- 
sion: 11. President’s Address. 12. The Treatment of Can- 
cer of the Cervix Uteri by High Amputation: Second Seiies 
of Cases, with Additional Eeport on the First Series, by Di-- 
’William H. Baker, of Boston. 13. The Advantages of De- 
livery in the Left Lateral Posture, by Dr. Henry J. Garrigues,, 
of Hew York. 14. The Influence of Imperfect Development 
as a Cause of Uterine Disease, by Dr. W. Gill Wylie, of Hew 
York. 15. The Technique of Vaginal Fixation of the Stump 
in Abdominal Hysterectomjq by Dr. Henry T. Byford, of 
Chicago. 16. Can we Avoid Mural Abscesses and Ventral 
Hernias after Laparatomy? by Dr. Llorace T. Hanks, of Hew 
York. Afternoon Session : 17. Some Clinical Testimony as 
to the Ultimate Pesults of Kemoval of the Uterine Appen- 
dages, by Dr. Thaddeus A. Eeamy, of Cincinnati. 18. Indica- 
tions for Abdominal Section in the Treatment of Puerperal 
Pelvic Inflammations, by Dr. E. B. Maury, Memphis, Tenn.. 
19. A Study Eelative to the Functions of the Eeproductlve 
Organs in American Indian Women, by Dr. Andrew F.. 
Currier, of Hew YoiL. 20. The Immediate Closure of Lace- 
ration of the Cervix, by Dr. Cornelius Kollock, of Chei’aw,. 
S. C. 21. The Conservative Treatment of Pelvic Tumors- 
and Diseases, by Dr. Eugene Gehrung, of St. Louis. 22. The 
Anatomical Eolations of the Lacerated Perineum to the 
Mechanics of its Causation, by Dr. Edward Eeynolds, of 
Boston. 

ThirdDay, Thursday, September 24th. — Morning Session : 
23. In Memoriam, Dr. Fordyee Barker, by Dr. James E. 
Chadwick, of Boston. 24. Ureteritis in the Female, by Dr. 
Matthew D. Mann, of Buffalo. 25. The Surgical Treatment 
of Eetroversiou and Prolapse of the Uterus, by Dr. PauLF. 
Munde, of Hew Tork. 26. A Paper by *Dr. Theophilus 
Parvin, of Philadelphia. 27. Series of One Hundred Lapa- 
ratomies: Mistakes and Failures, by Dr. A. Palmer- 

Dudley, of New York. Afternoon Session : 28. Laparatomy 
in Treudelen])urg’s Posture, with Exhibition of a Hew Ope- 
rating Table, by Dr. Clement Cleveland, of Hew York. 29. 
The Electrical Treatment of Uterine Fibroids in England, by 
Dr. George Keith, of Brooklyn. 30. Diabetes Mellitus 
Gravidarum, by Dr. Henry D. Fry, of Washington. 31. A 
Successful Porro Operation, by Dr. E. Stansbury Sutton, 
of Pittsburg, Penn. 32. An Argument against the Stem 
Pessary, or so-called Drain Tube, by Dr. Egbert H. Grandin 
of Hew York. w » 


PnoGEAMjp of the fourth annual meeting of the Ameri- 
can Association of Obstetricians and Gynecologists, to be held 
in the hall of the Academy of Medicine, 17 West 43d street,. 
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in the city of Xew York, Tluir=duy, Friday, and Saturday, 
September iTtii, IStli, and 19th, IbOJ : 

Fii\st ]Jaij^ September ITtli, IbOl. — 1. Address ofWelcome 
and Re.>>ponse. 2. Pu&t-partum Ilemorriiafjo ; Jr.- Etiology 
and Treatment, by Dr. An^. F. Clarke, of Cambridge. 3. Re- 
moval of the Kidney for liiseuse, with Case.<, by Dr. 'William 
J. Asdale, of l^ittsbur". 4. Another Method of Palpation of 
the Kidney, by Dr. Robert T. Morrit-, of Xew York. 5. Is 
a Child Viable at Si.\ and a Half ]\lonthat by Dr. Llewellyn 
Eliot, of Washinitton. (». Some of the Danger.- Ineideut to 
Delay in Operating for Pterine Myomata, "by Dr. Isaac S. 
Stone, of Washington. 7. How Should we Proceed when Ab- 
dominal Tnmora aie Complicated by Pregnancy t by Dr. 
James F. IV. Ro-s, of Toronto. S. Thought.^ pertaining to 
fraternal Imprcii-ions during Gestation, by Dr. "William S. 
Stewart, of Pliil.idelpliia, 

Second Daij, September ISth, ISOl. — 9. Jiemoval of the 
Uterine Appendages, with Result.-, by Dr. Milo R. Ward, of 
Topeka. 10. A I'ew Abdominal Sections selected from my 
own AVork, by Dr. AVilliam II. Myers, of Fort AVayne, 

11. The Prevention of Secondary Peritoneal Adhesions by 
an Aristol Film, by Dr. Robert T. Morris, of Xew York. 

12. The President’s Annual Address, (12 o’clock m.), by Dr. 
Adam II. AVrlght, of Toronto 13. Ase])5is in Abdominal 
and Pelvic Surgery, by Dr. AVilliam II. AA’^athen, of Louis- 
ville. 14. A Case of Cholccystotomy and Cholelithotrit}' : 
Death from La Grippe on the Twenty-first Day, by Dr. 
AA^illiam AYotkyns Seymour, of Troy. 15. Report of Cases 
of Cholecvstotomy with Special Reference to Treatment of 
Calculus Lodgijig in the Common Duct, b} Dr. A. ALander 
Yeer, of Albany. IG. Femoral and A^entral Hernia in the 
Female, by Dr. Henry O. Marcy, of Boston. 

'Third Day, September 19th, 1891. — 17. Some Moot 
Points in Ectopic Gestation, by Dr. X. 0. AA^'erder, of Pitts- 
burg. IS. Ectopic Pregnancy: When Shall we Operate? 
by Dr. Rufns B. Hall, of Cincinnati. 19. Trendelenburg’s 
Posture in Gynecology, with Demonstrations, b}" Dr. Florian 
Krug, of X'ew York. 20. Peritonitis, by Dr Mordecai ' 
Price, of Philadeljihia. 21. Peritonitis, by Dr. Edwin Rick- 
etts, of Cincinnati. 22. Manual Rectification of Certain 
Malpositions of the Head in Labor, by Dr. William H. AVen- 
ning, of Cincinnati. 23. A Plea for Early Hysterectomy 
and Puerperal Hysterectomy, by Dr. Joseph Price, of Phila- 
delphia. 24. Observations on the Surgical Management of 
Pelvic Abscess, by Dr. Charles A. L. Reed, of Cincinnati. 

Dr. Lewis S. McMurtry will present a paper — subject not 
yet aimounced 
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OVith colored plate and twelve other Illustrations.) 


The morbid conditions to wliicli the clitoris is subject are : 
congenital malformations, simple hypertrophy and elephanti- 
asis, carcinomatous and benign tumors. 

. The condition of congenital malformation, or hermapliro- 
dism, does not present itself for consideration in this paper. 
In Eastern countries writers speak of the enormous hyper- 
trophies of the clitoris as of common occurrence. It is the 
general belief that hypertrophies of this organ are common 

' Case and paper originally presented to the lAlumnie Association of the 
■Woman’s Medical College of the New York Infirmary. 
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among prostitute^. Parent-JDuchalet, in liis -work on “ Pros- 
titution in Paris,” otate.s that in six thousand registered pros- 
titiites there were but three in wliom tliis organ wa-s enlarged, 
and tlie&e were not among those who indulged iireatlv in 
sexual excesses. In rhe tltousands of case-s seen in di&pensaiy 
and liospital praetiee, I can recall but one ease of abnormal 
enlargement of the clitoris, and that was in a Jewess. I 
think most gynecologists in the United States have had a 
similar experience. 

As for malignant disease of the elitori.-, that is not of in- 
frecpient occurrence, the clitoris becoming .involved as the 
disease extend.s from other parts of the vulva. Carcinoma 
eommeneiug in the clitoris and involving that organ alone, 
judging from the literature on that subject, is very uncom- 
mon. Although not properly belonging to the subject of 
thi>^ paper, which has for its object the consideration of nou- 
malignant tumors, 1 call uttetition to the report of a most 
remarkable case of melanotic tumor (cancer of the clitoris) 
published in the Lancet, 1S5G, vol. ii., page 513 

No one who has not had attention called to the subject 
would imagine the extreme rarit}' of tumors of the clitoris. 
The cases gathered together in this paper extend over the 
eentuiw, and make, with a very few exceptions, the complete 
list to be found of non-maliguant growths. Even with some 
of these one cannot be sure, with the incomplete pathological 
knowledge of earlier days, that some are not malignant. Dr. 
Caradec says that tliey are not even mentioned in such clas- 
sical works as Cruveilhier, Lebert, Vidal, and Nelaton. Doyer 
remarks that it is sometimes the seat of tumors ; his son says 
that its diseases are little known. Velpeau, in his extensive 
work, says that the clitoris is subject to all kinds of degene- 
rations, and that it is frequently amputated for voluminous 
tumors. De cites one case of Dr. Schoenfeld, similar to the 
one of Dr. Caradec which is given below. He, himself, says 
that he had never met with one before, and upon inquiry 
among his professional friends he found but one who had 
ever seen anything of the kind. 

Dr. Meigs says that after having been engaged many years 
quite extensively in obstetric praetiee, and in the management 
of the diseases of women and children, he has never seen or 
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heard of more than one case of excessive magnitude of the 
clitoris. This case is the one quoted. 

Most of the gynecological works pass over the subject. 
No mention is made of them in Munde, in Mann’s “ Ameri- 
can System of Gynecology,” in Thomas — although he cites 
the case of syphilitieally enlarged clitoris reported by Dr. 
"VV. Gill "Wylie — Scanzoni, Winckel, and others. 

Case I. (see colored plate). — ^My attention was first called 
to this subject by a woman who presented herself at the gyne- 
cological clinic of the Dispensary of the New York Infirmary 
for Women and Children, on April 27th, 1886. She gave 
the following history : She was 30 years old, a native of the 
TJnited States, had been married nine years, had had five chil- 
dren and no miscarriages. Parents were healthy ; had no 
growths or tumors. Her own health was always good, al- 
though her labors were severe. After her second child was 
born she noticed that the cliton's was enlarged to the size of 
her thumb. The midwife who attended her told her that it 
was nothing which should give her alarm. Three days be- 
fore she presented herself at the clinic she felt sticking pains 
in it. Previous to that she had never experienced any pain 
or inconvenience from it. It was not painful even then, ex- 
cept when she walked, when there were pains as if pins were 
sticking into it. 

U^jon examination there was seen a tumor of vivid pur- 
plish tint, the size of a hen’s egg, occupying the site of the 
clitoris and replacing it. The labia minora were flattened 
and spread out upon it. The tumor, which upon palpation 
showed that it contained a fluctuating fluid, was exceedingly 
sensitive to touch. The uterus was retroflexed and tender, 
and, although it was not five weeks since her last confinement, 
it was not at all enlarged. At the right of the anus were two 
small fistulous tracts, which she said had been there since the. 
birth of her first child, occasionally closing, occasionally dis- 
charging. No rectal opening was discovered. She gave no 
syphilitic history. 

The next day the tumor became more tense and painful. 
She could not leave her family to go into the hospital for an 
operation for its removal, nor could she have it done at home j 
therefore a palliative uieasure had to he adopted, and a free 
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incision was made at the most dependent joorti on of the tumor. 
A four-per-cent solution of cocaine was first applied at the 
point where tlie incision was to be made ; and notwithstanding 
that the cocaine had rendere*d it insensible to the touch, the 



Fig. 1. 

pain was excessive. A thick, chocolate-colored fluid, such as 
is seen sometimes in ovarian cysts, or like the blood pent up 
in uterus or vagina from atresia, poured out. There seemed 
to be about two ounces. There was left a thick and shrivelled- 
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up sac. Any pressure made upon the sac to furtlier the dis- 
charge of its contents gave exquisite pain and set the woman 
off into hysterical paroxysms. A few days after she came to 
Ihe clinic, saying that the sac filled once again and she poul- 
ticed it, when it discharged. Since then she had had no 
trouble. An examination showed the tumor hanging, shriv- 
elled, and reduced to half its former size. 

It was a year or more before I saw the woman again. Then 
the tumor had disappeared. How completely the parts had re- 
turned to normal. Fig. 1, from a photograph taken a year or two 
after, shows. 

The following cases are, I think, all that are to be found 
in literature. 



Case 1 1. — Mr. Symes, in his “Reports of Surgical Cases,”* 
gives the following case of “ Encysted Tumor of the Clitoris”: 
Mrs. M. was admitted to Min to House on account of a had- 
looking tnmor growing at the orifice of the vagina, the tumor 
lying encysted between the skin and lower surface of the cli- 
toris. It was dissected out entire, notwithstanding the ex- 
treme thinness of the cyst wall and the almost fluid consistence 
of its contents, which were of a very dark color. The patient 
experienced notj-ouble subsequently. 

Case III. — Dr. Meigs reports a case" of a woman who, from a 

' ' Edinburgh Medical Journal, 1838, vol. i., p. 387. 

* Proceedings of the American Philosophical Society, 1844, p. 129. 
“ Diseases and Special Hygiene of Females.” Philadelphia, 1845. Ed. by 
C. J. Meigs. 
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fall, fourteen years before, bad received an injury to the clito- 
ris, since 'wbieb there had been a constant increase in its size. 
The tumor was pendulous from the pubis, and consisted of 
shin and genito-mucous tissue. It formed a close sac, filled 
with a fluctuating mass. Opened with a lancet, a darlr-red, 
viscous fluid escaped, such as comes from an imperforate va- 
gina. Sac shrunh like a scrotum. Twenty-two ounces were 
withdrawn, to the gi’eat relief of the patient. It filled again, 
and was afterwards amputated, at which time it was the 
size of the head of a child 2 years old. (Fig, 2.) 

Case IY. — Paget gives a ease of fibro-cellular tumor.* 
Woman 31. Had for three or four years a sloughing fibro- 



cellular tumor from right wall of vagina and right nympha, 
flask-shaped, five inches in diameter, and attached by a 
pedicle one and one-half inches in length and tiiickness. 
Sloughed and ichorous in lower part. Punctured lower 
part, and it filled again. Eemoved, and the parts healed. 

Case Y.— Hr. McOlintock, in his work on » Hiseases of 
Women,” gives this case, which he calls Syphilitic Hyper- 
trophy of the Clitoris.” A country woman, aged 30, was seen 
in March, 1856. Tears before had contracted syphilis from 
her husband. Two years before, nymplne began to enlarge ; 
in the last few months they had increased rapidly in size. 


’ "Lectures on Surgical Pathology,” 1870, p. 458. 
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Three large tumors hung down from the genital fissure, of a 
pinkish-red color, slightly edematous, and very tuberculated. 
The centre tumor was the clitoris; it was the size of a tur- 
key’s egg ; resembled somewhat the procident uterus. Ou 
either side of this were 'the nymph®, of immense magnitude, 
and of very irregular figure. The fissures and clefts of these 
growths were abraded, and yielded an abundant strong-smell- 
ine: discharo-e. The woman was in the seventh month of her 
second pregnancy, and, lest the tumor should interfere with 
parturition, it was deemed advisable to remove it. This was 
done, first by ligating it and then rising the scalpel. The 
parts healed. (Fig. 3.) 

Case VI. — In his Avork on “ The Diseases of Women,” 
Churchill quotes from the Medico-Ghirurgieal Review^ 
vol. xxi.,,p. 489, this case : Patient, aged 40, had a tumor of 
the clitoris, pyriform in shape, eight inches long. The pedi- 
cle of the tumor was firm, about the size of the wrist, the 
most dependent part of it hard and fully larger than two 
fists. Nymph® Avere elongated and covered with dry, 
smooth, colored cuticle, as was the clitoris. Nymph® were 
studded thickly Avith warty excrescences. The mucous mem- 
brane, having lost its secreting power, Avas smooth and dry, 
and was converted into an opaque, insensible cuticle. The 
sensibility Avas impaired, but not lost. The tumor was solid 
fibrous structure. 

Disease Avas of tAvo years’ standing, and appeared after a 
course of mercurial treatment for syphilis. The tumor Avas 
removed by ligating. 

Case YII. — Dr. T. A. Emmet cites a case.’ He saAV the 
Avoman in 1866. -She was 25 and had been married two 
years. First noticed the tumor when she was 16 or lY. Left 
labium had gradually increased in size. It felt sore, but 
never painful. Eight labium and nympha Avere healthy. 
Diseased labium Avas hard and rough, like a piece of sole 
leather, Avhile the enlai-ged clitoris was smooth and not unlike 
a fibro-cystic polypus in density. The uterus Avas enlarged, 
retroverted, and fixed from old cellular inflammation, and 
the cervix was just within the vulva. Two years after the 


' “ Principles and Practice of Gynecology,” p. 023. 
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growth had increased very little, but her general health re- 
mained impaired. (Fig. 4.) 

Case YIIl. — j\Ir. Sliaw had a ease of “ Excessive Enlaraie- 
ment of the Clitoris.” * It was a Hbro-cellular o-rowth, weieh- 
ing four pounds, removed from a woman aged 51. It was 
studded with warty vegetations, bilobiilar, and presented in 
the median line a depression, considered to be that found be- 
neath the prepuce of the clitoris. The base of the tumor 
was broad. It was freely supplied with blood vessels in the 
lower part, in which the clitoris was lost. 

Microscopic examination showed that the upper portion of 


Fio. 4 (Emmet). 



the tumor was composed of the cellular tissue of the inons 
veneris, but in the other pai’ts there were nucleated cells hav- 
ing a tolerably regular outline and pale white fibres. 

The tumor had existed seventeen years. Heither its for- 
mation nor its subsecjuent growth was attended with any 
pain, and the only trouble was from its great size and Aveight. 

The patient made a good recovery after its removal. FTo 
syphilitic history Avas mentioned by the writer. 

Mr. Shaw adds that in the Pathological Museum of the 

' Transactions of tlie Patliological Society of London, vol. iv., l8o3, p. 
207. 
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Middlesex Hospital were two sj)ecipieDS of a similar disease, 
developed in the covering of the genital apparatus, and. dis- 
tinguished by the same characteristic warty excrescences. 

Case IX. — A ease observed at the surgical clinic at Bonn, 
is given in a translated report by Dr. Rieken.' A woman 
aged 56, history good. A month after her marriage she felt 
a sensation of heaviness about the genitals, and discovered a 
body four inches or more depending from the vagina. This 
e-ave her no inconvenience until a short time before she was^ 

O 

seen, although it gradually increased in size. A month before, 
an ulcer secreting a fetid discharge appeared, which greatly 
increased in size. At this time the weight of the tumor and 
the ulceration occasioned her the greatest ])ain, especially 
when she Avalked. The prepuce of the clitoris was consider- 
ably hypertrophied and degenerated. It sujTOunded a great 
excrescence, resembling a condyloma, completely covering the 
genitals, and was the clitoris itself enlarged and degenerated. 
It was of a bright red color. Its external membrane was 
very firm and solid. It had lost its mucous character and was 
abraded by friction, or dry and rough. It was covered with 
fissures and irregularities, as was the enormous fetid ulcera- 
tion already mentioned. 

It was removed snccessfull^'-by ligature and the knife. The 
deformity of the external parts disappeared, and, with the 
exception of the cicatrix, resumed their normal appearaiiice. 
The tumor after its removal weighed si.x pounds. 

The author gives a long description of its gross appearance, 
but no microscopical examination. It was composed of a 
very thick parenchyma, tendinous and fibrous, white, shining, 
and ^ohd in parts. It had a great number of blood vessels, 
arterial and venous. 

The author mentions that an analogous case was observed 
by M. le Prof. Heyfelder, and published in the Transactions 
of the Academy of Leopoldino-Carolienne des Haturalistes. 

Case X. — A ease of “ Extraordinary Enlargement of the 
Clitoris ” is given by Dr. Richard Simmons.^ The patient, 
aged 30, was seen February 2Sth, 1800. The clitoris was en- 

' Journal de Medecine, de Chirurgie, efc de Pliarmacie, Bruxelles, I860 
vol. xli., p. 319. 

3IedfcaI and Physical Journal, London, 7ISOI, p. 1. 
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larged to an enormous size, gradually increasing in bulk from 
its stem at the pubis. Circumfei’enee at the largest part was 
fourteen inches, at the stem five inches, length nine inches. 
It was smooth and fleshy, its upper surface covered with 
cuticle, like the skin in color. The bottom of the tumor and 
the under surface were very unequal, being made up of 
clusters of swellings of globular form, of different sizes, from 
those of a large grape to the smallest; the color of these was 
redder, somewhat transparent and shining, but not inflamed 



or painful to the touch. The nymphae and labia on both sides, 
•especially near the perineum, appeared as if taking on the 
same action and felt more tender, probably due to the weight 
and pressure. Her general health was good. She confessed 
to slight venereal disease at 20. 

Four years before, without any apparent cause, the clitoiis 
hegan to enlarge, gradually increased in size for three yeais^, 
hut the last year it had increased very rapidly. (Figs. 5 
und 6.) 
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The tumor was removed by the knife successfully, and the 
labia resumed their natural appeai’ance. 

Case XI. — Dr. Auehincloss, iu his report of cases treated in 
the surgical ward of the Glasgow Royal Infirmary, ‘ gives this 
case; Patient, aged 20, had a clitoris as large as a hen’s egg, 
exceedingly hard. On its surface was an irregular superficial 
foul ulcer the size of a shilling. Right nympha enlarged and 
indurated, attached by a broad, thickened base two and a half 
inches in extent. The mucous membrane at its inner surface 



was inflamed and ulcerated. Left nympha was equally en- 
larged and had likewise broad attachments. The mucous 
membrane lining the vagina was covered with warty excres- 
cences. The labia were free from hardness and swelling. The 
clitoris was half the size of the thumb as long as she could 
remember. Three years before, it began to enlarge. Por 
twelve months shooting pains. Ulceration had occurred in 
the last three months. During the last three weeks she had 

* Glasgow Medical and Surgical Journal, 1829, vol. ii., p. 16. 
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had a great increase in the pain ; could not sleep ; rigors fol- 
lowed, with cold perspiration and a quick pulse. The whole 
mass was removed, including half an inch of the urethra. 
The patient recovered. The writer sa^'s that he supposed it 
to be malignant, but upon section tlie clitoris and nymph® 
presented a uniformly hard, dense surface, without the stri® 
peculiar to cancerous structure. 

Case XII. — W. M. Lewis' reports a ease : Patient was seen 
March 5th, ISIO. Tlie clitoris was enlarged so that it con- 
cealed the vulva. Warts were seen beneath the diseased mass. 




There was an oilensive and copious discharge. Six months 
before, the woman had received a syphilitic infection, since 
which the clitoris had continued to enlarge. The syphilis 
improved under mercurial treatment, but the clitoris was no 
smaller. It was removed successfully by the knife. (Pig- L) 
Case XIII.— Dr. W. Penn Buck presented to the Phila- 
delphia Pathological Society " a tumor of the clitoris. The 

* Medical and Pliysical Journal, 1811, xxv., p. 236. 

Philadelphia Medical Times, October 16th, 1871. 
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patient was 28. It had grown for three years. At the end 
of tlie first year it was the size of a hen’s egg. It remained 
stationary for nine months, and then grew rapidly. It was 
three inches in diameter at the time of its removal.’ 

Case XI Y. — Dr. Albert II. Smith reports ' the ease of a 
woman aged 40, married, who had a tumor of the clitoris 
the size of a walnut. She was pregnant three months. The 
tumor was removed by the cautery and the wound healed. 

Case XY. — Mr. Symes,in his “Deports of Surgical Cases, 
speaks of the removal of a tumor, the size of a cherry, from 
the clitoris of a child. He calls attention to the unusual oc- 
currence. 

Case XYI. — Dr. W. Gill Wylie gives a case of syphilitic 
hypertrophy of the clitoris.^ Woman admitted to Woman’s 
Hospital in 1872. Tliree years before, had syphilis. Soon 
after noticed a small tumor at the upper part of the vulva, 
which steadily increased in size. At first it gave her no in- 
convenience ; afterwards interfered with locomotion. Upon 
examination it was found that she had. a large tumor the size 
of an orange. It was removed by Dr. T, G. Thomas with 
the electric cautery. The woman died thirteen days after, of 
peritonitis due to salpingian dropsy. 

Case XYII. — Dr. F. J. Bumstead reports a case, with 
photograph of the tumor after removal," from a GeiTuan 
woman aged 20, at Charity Hospital, January, 1868. Three 
years before, had a chancre. There were cicatrices of older 
eruptions and condylomata in the neighborhood of the geni- 
tal organs. There appeared, a year ago, an enlargement at 
the upper commissure of the vulva, which continued to in- 
crease until two or three months ago, Avhen it became sta- 
tionary. The tumor was larger or smaller, according to the 
length of time that she had been standing or sitting.. It was 
never painful, except in warm weather, when it became ex- 
coriated and sore. The tumor ivas tubercular, lobulated, and 

‘ Reported also in Photographic Review of Medicine and Surn-ery 1871- 
72, vol. ii., p. 22. ° 

^ Transactions Philadelphia Obstetrical Society, p. 41. 

* Edinburgh Medical and Surgical Journal, 1838, p. 387. 

The Amemcan Journal op Obstetrics, 1873-74, p. 43. 

5 Photographic Review of Medicine and Surgery, 1870-71, vol, i., p. 11. 
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attached to a pedicle, which was evidently the hypertrophied 
clitoris. The growth was attached to the right labium minus. 
The left labium minus was pierced with four openings or 
slits of varying size, the largest admitting the passage of two 
fingers. Origin unknown, ITo history of inflammation ex- 
cept the chancre the year before. Both labia majora and 
minora were greatly hypertrophied, and there was no line of 
demarcation between the tumor and the surrounding healthy 
tissue. The clitoris, surrounded by the lobulated mass, pro- 
truded from between the labia and w.rs three inches in 



Fig. 8 (Bumstead). 


length ; had never become erect or turgescent. The vagina 
was filled with an accumulation of non-specific, vegetating 
growth. The mass was six and a half inches in circumfer- 
ence. The tumor, including the labia minora, was removed. 
The patient soon left the hospital, and the subsecpient his- 
tory of the case is unknown. Microscopic examination 
showed the growth to be fibro cellular. (Big. 8.) 

Case XYIII. — Dr. T. H. Caradec ' gives the case of a 

1 Union Aledicale, Paris, 1861-62, 2 s., xii., p. 116. 
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woman aged 24 r, seen July Uth, 1861. Five weeks before she- 
fell, and eight days after discovered the tumor, situated be- 
tween the nymph® and covered by them. The tumor was of 
the size of an orange, and was red, hai*d, firm, and elastic. 
On its surface were scattered some ulcerations. No pain 
when it was touched. On the posterior and inferior portion 
were a large number of vegetations, whicli were sessile, slight- 
ly moist, and of a red color. Non-specific. It blocked the 
vaginal orifice without preventing menstruation, and lay 
npon the urethra. The tumor replaced the clitoris. The- 



Fig. 9 (.Caradec). 


tumor was successfully removed ; was very easily enucleated, 
without any hemorrhage, and weighed twenty grammes. It 
was a whitish, shining substance, resembling lard. It was 
lobulated, and contained in meshes a fibro-cellular substance. 
There was no amount of licpiid, even in the parts whicli gave- 
the sense of fluctuation. Microscopic examination showed 
fibres of cellular tissue in network. A small quantity of fibro- 
plastic tissue — some with one or two nuclei and nucleoli, 
others with more — some adipose cells, and a small number 
of blood vessels. (Fig. 9.) 

Case XIX. — Eypertro^phy of the Glitm'u and the Areolan ■ 
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l^issties surrounding it^ Tlie woman bad been a prostitute. 
Entered Charing Cross Hospital under the care of Mr. Can- 
ton. Tumor was four inches in length and three inches in 
circumference. It sprang from the uj^per commissure of the 
vulva. It presented on the right side a deep fissure, which 
marked otf a smaller lobe. Midway between this point and 
the lower extremity was another fissm-e, not so deep as the 
other, marking off another lobe. The skin was dusky, like 
the labia, and presented pits and depressions, apparently the 
orifices of sebaceous follicles. In the first fissure there were 
ulcerated spots. Between the left labium minus and the 



Fig. 10. 


body of the tumor there was a long line of ulceration, as also 
between it and the labium majus. From preceding soreness 
the larger labium had become incorporated into the corre- 
sponding side of tbe swelling. The under part of the tumor 
was covered, for about one-half of its extent, with a pseudo 
mucous membrane. The tumor was removed and the parts 
healed. 

Tlie microscopical examination of the tumor showed that, 
with the exception of epithelium, it consisted of a dense web. 


' Lancet, 1856, vol. iu, P- 513. 
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thick and matted, and having no special direction of the fibres, 
of white and yellow fibrous tissue, neither of them perfectly 
typical in its structure. The epithelium was scaly, the cells 
of very different forms. The texture of the tumor reminded 
one very much of the middle coat of arteries, only there was 
less elastic tissue. The under part of the tumor presented 
the glans clitoridis, considerably elongated, but the bulk of 
the growth consisted obviously of hypertrophied subcuta- 
neous tissue of the prepuce and of the folds which pass from 
it to the labia minora. (Fig. 10.) 

Case XX. — In the India Journal of Medical and Physi- 
cal Sciences, of Calcutta, 1839, n. s., iv., 531, is a case re- 



Fig. 11 (Bameshur Avrusthee). 


ported by Eameshur Awusthee, in charge of the Patna Dis- 
pensary. (Fig. 11.) He says: 

“ On the 22d of April, 1839, a Mohammedan woman, aged 
22, residing in Patna, presented herself at the dispensary 
with a tumor attached to the glans clitoridis, from which she 
had been suffering great physical inconvenience and mental 
distress for the last three years. During the last twelve 
months it had grown so rapidly and assumed such an incon- 
venient size, resembling a large orange, as to occasion, by the 
pressure of its weight over the orifice of the urethm, much 
difficulty in voiding urine, so that she was obliged to lift it 
up by her hands at the time of passing water. The tumor 
was removed, and the operation was followed by much hem- 
74 



1170 


PECKHAM : TUMOES OF THE CLITOEIS. 


orrhage from a small arterial branch, which was instantly 
secured by a ligature. The wound healed in a few days by 
first intention, and the patient was discharged from the list 
of in-door patients of the dispensary ten days after date of 
operation.” 

Case XXI.‘ — Mr. Mai-sden reports a case of tumor of the 
clitoris. Patient, a married woman of 21, had venereal dis- 
ease at 11 ; the growth appeared at 21. Tumor weighed 
thirty ounces. Successfully removed by ligation and ablation. 
Supposed to be elephantiasis. (Fig. 13.) 



Dr. Heyref" also gives two cases of tumors of the clitoris 
•cured by ablation. 

In considering the cases which have been presented the 
following points claim attention : 

1. The incompleteness of the pathology of tumors of the 
clitoris. This is of course due to the rarity of their occur- 
rence. It is with great regret that the case which suggested 
this paper should not fni’uish data in this particulai'. The 
puncture of the cyst was supposed to give only temporary 

' Lancet, London, 1857, ii.,_196. 

^ Memoires de la Societe de Sledecine de Strasbourg, 1870-73, p. 177. 
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relief, and that ablation would be necessary, at which time an 
histological examination was pui'posed ; but the complete de- 
generacy of the tnmor led to relief from it, in which respect 
it was nnlike the cases reported similar to it. It is greatly to 
be hoped that in the future this subject, the pathology and 
histology of tumors of the clitoris, will receive the most care- 
ful attention. 

2. The relation of these tumors to syphilis. There is no 
doubt that they occur in a majority of eases in which there 
has been specific disease. There seems to be a causal relation 
between these tumors and those ulcerative lesions of the 
vulva vai’iously called lupus or esthiomene. 

3. Aside from the venereal diseases which most writers re- 
cognize as the most potent factor, G-raily Hewitt is quoted 
as saying eczema of the skin in the neighborhood, and 
chronic inflammatory conditions of the surrounding parts, 
will occasion hypertrophy of the clitoris. The cases cited 
show that they occur among the lower class of women. It 
is also suggested that a tumor already existing takes on more 
active growth during pregnancy. Some of the tumors were 
removed while the patients were pregnant. In the case 
which is presented it was only five weeks since confinement. 
They occur mostly in women in. the midst of child-bearing. 

4. The occiiiTence in so many cases of warty excrescences 
and vegetations is noteworthy. 

5. The tumors are generally pedunculated. 

6. Singular lack of pain and inconvenience, considering 
the weight of tumors and the sensitiveness of the organ. 

T. The almost universal success attending their removal, 
which has been done mostly by means of ligature and the use 
of the cautery and the knife. 

8. The return of the parts .to their normal condition, and 
the disappearance of deformity after the removal of these 
tumors, even though they were of gi-eat size and weight, is 
very remarkable. 

“The Madison,” 25 Madison Avenue, 

August, 1891. 
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A CASE OF CONGENITAL CYSTIC ELEPHANTIASIS. 


DV 

W. RETNOLDS WILSON, M.D., 

Visiting Physician to the Philatlelphia Lying-in Charity, Physician to the Dispensary 
for Diseases of Women, German HospRal, 

Philadelphia, Pa. 


(^With one illusti ation.) 


Congenital elepliantiasis is not a rare condition, but the 
occurrence of the cystic form is unusual, and tbe specimen in 
tliis case unique. The fetus presents a pathological condition 
of great interest from the obscurity iu the etiology and from 
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the absence of any changes in the mother wliicb would account 
for such a condition. 

The specimen is that of a child born at about the thirty- 
second week. It weighed at bhlh five and a half pounds and 
measured forty centimetres in length. The head measured 
thirty-three centimetres in circumference. Beneath the right 
arm an elastic, fluctuating tumor extends from the axilla to 
the crest of the ilium, increasing the circumference of the 
thorax to thirty-eight and five-tenths centimetres. The sur- 



face of this tumor is smooth, and marked here and there with 
superficial furrows which correspond to the septa between 
the cysts of which the tumor is composed. Some of these 
cysts contain fluid and others colloid material. The left lum- 
bar region is occupied hy a tumor of similar consistence, and 
small, elastic tumors, apparently cystic, cover the extensor 
surfaces of the arms and dorsal aspect of the fingers and toes. 
The left thigh and the upper part of the right are enlarged 
by a hyperplasia of connective tissue. The left thigh mea- 
sures seventeen and a half centimetres in eireumferenee, and 



1174 


Wilson: a case of congenital 


presents here and there sessile, cystic tumors in addition to the 
other changes. The deep reddish discoloration of the skin of 
the lower extremities is due to arterial and venous ectasy. 
Sections were prepared from a tumor on one of the fingers, 
from the large tumor of the thorax, from the left leg, and 
from the placenta and cord. The section from the finger 
represents the constituents of the various tumors, although 
maeroseopically there is a difference between the tumors of 
the extremities and those on the trunk. The latter are com- 
posed of large cysts with thin walls, while the former contain 
dilated lymph spaces sm-rounded by thickened walls and hyper- 
plastic connective tissue. These spaces are lined with pro- 
liferated endothelium and cylindrical epithelial cells, and in 
some instances they are filled with broken-down lymph cor- 
puscles. Throughout the section areas appear in which the 
fibres of connective tissue are replaced by a homogeneous, 
granular tissue beset with nuclei in a state of granular de- 
generation. There are no branched cells indicative of myxo- 
matous tissue of mature growth. The section from the leg 
shows a hyperplasia of connective tissue; the number of ves- 
sels is increased, and their neighborhood is marked by a small- 
celled infiltration. The lymph spaces are dilated, but ap- 
parently are not in communication. The fat tissue exists in 
normal proportions. 

The placenta is friable, but normal in size, thickness, and 
color. Although maeroseopically there are no pathological 
changes, under the microscope, in some places, the ground 
substance of the villi has increased and combined with the 
degenerated decidual cells, presenting the structureless appear- 
ance which, in a more developed form, is seen in myxomatous 
placenta. There is no inflammatory infiltration. The section 
of the cord reveals dense infiltration around the vessels, with 
thickening of the media and adventitia of the arteries. 

The contents of the cysts which compose the larger tumors 
is a serous fluid, in some instances mixed with blood. It con- 
tains here and there large, transparent, faintly granular cells 
with multiple vesicular nuclei. These are probably endo- 
thelial cells in a state of mucin degeneration. The fetus 
showed no ascites and no abnormality of the internal organs. 

The mother of the child was admitted to the Lying-in 
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Charity November 15th, 1890. The history of the case is- 
as follows : 

“ Menstruation began at 15. Her menses have been regu- 
lar, occurring every four weeks. She has had one child, now 
2^ years old ; labor was natural, and the pregnancy, and puer- 
perium without complications. There is no history of tuber- 
cular nor specific disease, and no history of abortion. She; 
computes the course of her present pregnancy as beginning- 
soon after May 19th, the date of her last menstrual period. 
This is a miscalculation, as the child is evidently in the eighth, 
month. At the beginning of June (probably the beginning 
of the third month) she noticed an unusual swelling of the; 
abdomen.” 

The distention gradually increased, and when the gravida, 
presented herself at the hospital her abdomen measured one 
hundred and four centimetres in circumference. At this, 
time it was impossible to detect the fetal heart or to make- 
out the position of the child. Hydramnios was diagnosti- 
cated. There had been no escape of fluid or blood during- 
her pregnancy. The urine was acid ; specific gravity 1.015. 
No albumin. Quantity normal. The labor was natural, the 
vertex presenting in the first position, the legs extended upon 
the abdomen. The child lived thirty minutes. 

The pathology of cystic elephantiasis is to be studied in the 
light of various hypotheses. Busey (Aheeican Jouknal of 
Obstetkics, 1877, vol. x.. No. 1) advocated the theory of ob- 
struction with dilatation of the lymph channels and secondary- 
hyperplasia of the connective tissue. It has been demon- 
strated, however, that obstruction of the lymphatic system 
from pressure will not produce a condition of lymphatic ec- 
tasis as long as anastomosis exists and the qualit}^ of the blood 
remains normal. Moreover, the hypertrophy of the lympha- 
tic walls and thickening of the cyst walls cannot be consid- 
ered as the result of stasis alone, nor, on the other hand, as 
the result of a primary inflammation of the surrounding sub- 
cutaneous tissue. In a case reported by Neelsen {Berlin.. 
Uhiisch. Wochenschr., 1883, xix., 36) the evidences of ob- 
struction were absent, and inflammatory changes (infiltration 
of connective tissue with increase in the number of vessels) 
existed in a subordinate degree, although the fetus presented 
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cysts as large and as numerous as tliose of the specimen in 
the present case. Torok (Torok and ISlojes, British Joxmial 
of JDeniuutology ^ 1890, ii., 359) inclines toward the opinion of 
Wegner that the tumors are of neoplastic origin, formed hy 
new lymphatic branches developing from angioblasts, as in 
the case of angiomata, and dilating to form cysts. In support 
of this theory he adduces the following facts: Eirst, that 
lymphangiomata frequently find their origin in the subcuta- 
neous fat tissue, which is naturally poor in lymph vessels ; 
and, secondly, that the rapid growth of these tumors, where 
their origin cannot be ascribed to obstruction, can only be ex- 
plained by the growth of new vessels. 

In the further studj' of the etiology of such cases of con- 
genital affection we cannot do better than to refer to the 
paper of Neelsen, quoted above, in which he adopts a theory 
entertained by Klebs and Schtitz — that is, that the final 
pathological changes, namely, increase in connective tissue, 
dilatation of lymph spaces, and hypertrophy of lymphatic 
walls, are due to a chronic inflammatory edema. In cases of 
hydremia, or where some chronic blood dyscrasia exists, as in 
syphilis, the quality of the blood, effecting an alteration in the 
vessel walls, is the cause of the transudation. In the case re- 
ported by hTeelsen the mother suffered from neiihritis and 
anasarca during the latter months of pregnancy. The fetus, 
however, as in my case, showed no hydrothorax or ascites ; 
in both eases the lymphatic system of the subcutaneous tissue 
was alone affected. lieelsen concludes, with Oohnheim, that 
the edema occurs only in those tissues where the vessels are 
in a condition to favor ti'ansudation, a condition similar to 
that existing in the early stage of inflammation — in his case, 
in the bones and subcutaneous connective tissue. 

The earlier children in Heelsen’s case suffered from tuber- 
cular affections of the bones and joints, and from skin dis- 
eases incident to the same cachexia. The mother had also 
exhibited tubercular tendencies. This fact and the existence 
of nephritis account for changes in the maternal blood suffi- 
cient to produce the edema and the consequent irritation of 
the skin and subcutaneous tissue with hypei’plasia. We have 
no such history in the case which has been reported, and 
although we may look to this theory of blood dyscrasia, with 
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■edema and secondary inflammatory changes of the suhcntane- 
ous tissue, as the most plausible, the etiology is still obscure. 
ISTor does the absence of irritative or marked degenerative 
•changes in the placenta contribute to lessen this obscurity. 


A NEW ABDOMINAL ELECTRODE. 


BY 

G. H. WHITCOMB, M.D., 

Greenwich, N. Y. 

Those who use electricity in gynecological practice wdll 
appreciate anything that will satisfactorily replace the nasty 
clay electrode. The time required to put the clay in order 
renders it an insurmountable obstacle to those who have not 
the assistance of a nurse. The patient, too, will approve of 
something clean and comfortable. 

To make the electrode, take a piece of wire strainer cloth 
of suitable sh^pe and size, and solder three soft-copper wires, 
No. 11 wire gauge, longitudinally, one each one-half inch from 
either side, and one in the centre, the latter to have a loop 
jirojecting up three-fourths of an inch in the middle. An- 
other wire placed at right angles to these, with a similar loop 
overlapping and embracing the other, forms a binding post. 

These wires, soldered securely at the centre and ends, arid 
tacked to the wire cloth at intervals of half an inch, will bend 
sufficiently to conform to the shape of the abdomen, while 
yet rigid enough to maintain the form given. 

Cover both sides with a layer of absorbent cotton (the flesh 
side thicker), and quilt securely. Over the back side secure 
a piece of rubber cloth projecting two inches over the border 
in every direction, to preserve the patient’s clothing from 
moisture. 

This, with an electric wire connector to fasten the conduct- 
ing cord with milled-head sci’ews to the binding post, com- 
pletes a cheap, clean, convenient, and an ever-ready electrode 
that needs only to be well wetted with warm water to secure 
a good contact. 

It is readily applied under the clothing, if not too tight, thus 
saving time, and relieving the patient from great annoyance. 
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being in this respect superior to tlie other. The size of this 
should be a little in excess of the clay electrode for a current 
of similar strength ; though, if thoroughly wet and properly 
moulded to the abdomen, the apposition is nearly as good. I 
have used a current of one hundred and fifty inilliamperes 
through a seven-by-nine inch pad without undue discomfort. 

Two or three sizes will prove convenient, since the smaller 
will do for lighter work and are more easily applied. 

From a year’s experience I am satisfied that this will be 
superior for all ordinary use, though perhaps the clay may be 
needed for the very heavy currents sometimes required. 


KEPEATED CESAREAN SECTION. WITH A REPORT OF 
THREE NEW CASES. 

A CONTRIBUTION FROM THE ROYAE HOSPIT.VL FOR WOMEN, DRESDEN. 


BY 

JULIUS ROSENBERG, .N.D , 

' Assistant Physician. ' 

There were in the Koyal Maternity Hospital in Dresden, 
during the short space of seven weeks, three cases of Cesarean 
section, which operations I was fortunate enough to witness. 
I was also able to follow the patients through the whole iiuer- 
periuni. The cases are especially interesting, as all of them 
had been previously delivered through the sectio Cesarea. 

The method of operation was that first described by Pro- 
fessor Sanger, and executed and modified by Professor Leo- 
pold — sti’ietest antisepsis, abdominal and uterine incision in 
the median line, prevention of hemorrhage by placing an 
elastic tube around the cervix, the most careful suturing of 
the uterus. In Cases I. and II. silver wire was used the first 
time, and silk the second time, for uterine sutures, while in 
Case III. silver sutures, chromic catgut, and silk were succes- 
sively applied. 

I make use of Professor Leopold’s kind permission to pub- 
lish these eases, and hope that they will prove interesting and 
useful to the profession across the Atlantic. 

Case I. — Mrs. A. P., Ilpara, set. 29 years, entered the dime 
March 23d, 1891. Family history is negative. Suffered from 
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rachitis and learned to walk at the age of 2. First menstrua- 
tion at 15 years, regular. Had simple anemia at 16 years,, 
acute articular rheumatism when 21 years old. 

March 30th, 1886, the first Cesarean section was performed 
on the woman. The indications were : Eickety pelvis, early 
rupture of the membranes, prolapse of the funis, and the void- 
ing of meconium. The placenta was found in the line of in- 
cision, bnt was not injured. Uterus closed by seven deep wire 
and twenty superficial silk sutures. Some atony of the uterus 
.after loosening the rubber tube. Living child; died after four 
weeks of cholera infantum. Hormal recovery ; no fever. 

'When- discharged on the twenty-second day, the uterus was 
the size of a fist, anteverted, fixed in the line of incision. The 
health after the operation remained good, but she was troubled 
by pains in the region of the bladder, which were due to the 
silver sutures pressing and rubbing against its posterior wall. 
These pains became less as pregnancy advanced, and finally 
disappeared entirely. 

March 25th, 1891. Present condition : Woman 1 feet 3 
inches in height. Muscles poorly developed, bones showing 
traces of rachitis. All organs normal, abdominal walls tense, 
belly pendulous. Child in vertex presentation. Beginning 
of tenth month. Last menstruation June 20th, 1890. Sp., 
25 cm. ; cr., 25 cm. ; tr., 31.5 cm. ; conj. ext., 17.5 cm.; conj, 
diag., 8 cm.; conj. vera, 6 cm. She complains of labor pains, 
which are faint, at long intervals, and again disappear in a 
few days. On the 29th of April she has strong pains. Ex- 
ternal examination shows the child in first position, head mov- 
able over the pelvic brim. Heart sounds good, 152. A vagi- 
nal examination is made at 11 a.m. The os admits one finner, 
the membranes are not ruptured, head movable. The pro- 
montory can easily be touched. To lessen -the intensity of 
the pains morphine hydrochlorate gm. 0.02 is administered. 
1:30 p.M. : Condition the same, but the fetal heart sounds 
are accelerated (161). 3:30 p.ji.: Sectio Cesarea by Profes- 
sor Leopold. Ether narcosis. Before the operation vaginal 
douche HgCl, 1:1,000. Tamponade with iodoform gauze. 
Abdominal and uterine incision to the right of the old cica- 
trix. The child was deeply asphyxiated, and the opera- 
tion was interrupted for seven minutes, after which time it 
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levived. During this time the uterus was kept in hot sub- 
limate towels and the wound closed bj clamps. The position 
of the placenta, which was on the posterior wall, had been 
diagnosed previously. The uterine cavity was thoroughly 
cleansed with five-per-cent carbolic- acid, and the silver sutures 
from the first operation were removed with the old scar 
tissue. Nine deep and fifteen superficial silk sutures were 
necessary, the deep sutures going through the whole uterine 
wound, including the decidua. The wound was perfectly 
closed, and no bleeding followed. Closure of abdomen as 
usual, antiseptic dressing. Time of operation, fifty minutes. 

Except for slight raeteorism and vomiting during the first 
few days, the puerperium Avas normal. Abdominal wound 
closed by first intention. Highest temperature, 37.6° 0. 
(99.5° E.) When discharged on the twentieth day, the ute- 
rus was the size of a fist and movable. General condition 
excellent. Child (female) was 19 cm. long and weighed 2,660 
gu}.; gained 110 gin. during three weeks (3,070 gm.). 

Case II. — ]\Irs. L., Tpara, set. 31 yeai-s. Eirst menstruated 
at 20 years; three to seven weeks, very profuse. Since 1886, 
menses irregular, fiow watery, of a reddish brown color. 
Eour previous deliveries : 1882, perforation on the living 
child after she had been in labor for three days ; 1883, normal 
labor, small living child died two and a half years later; 1881, 
perforation ; 1886, sectio Cesarea. She entered the hospital 
March 13th, 1886, at 9 p.m. Membranes ruptured, os admits 
two fingers. Pains weak. Head movable, L. O. A. Heart 
sounds good (116). 

March 11th, 10 a.ji. Pains strong, head still movable. 
Cesarean section, after the usual precautions, by Professor 
Leopold. Placenta previa Cesarea not injured. Easy ex- 
traction of a fully developed, living child. Uterus closed 
with eight deep silver and twenty superficial silk sutures. 
Child 19 cm. long and weighed 2,852 gm. Normal recovery. 
Discharged on the eighteenth day. 

May loth, 1891, the woman again applied for admittance 
to the hospital. She was then in the ninth month of preg- 
nancy. Muscles poorly developed, bones rachitic. Sp., 21 
cm. ; cr., 21 cm. ; tr., 30 cm. ; conj. ext., 17 cm. ; conj. diag., 
8.75 cm. ; conj. vera, 6.75 cm. Linea innominata curved 
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inward. Sacrum and coccyx depressed and projecting for- 
ward. There appear to be adhesions between the uterus and 
abdominal parieties. L. O. A. position. 

June 15th. 2 p.m. ; Labor began, and the pains were quite- 

strong by 9 p.m. At that time the membranes were still un- 
ruptured, the os admitted one finger, head movable. 

11 P.M. ; Operation by Professor Leopold. Ether narcosis.. 
Abdominal section to the left of the old incision. The uterus, 
was found strongly adherent to the abdominal wall and the 
mesentery. The adhesions had to be partly ligated and di- 
vided before it was possible to turn the uterus out of the- 
abdominal cavity. "When the uterus was opened, a piece of 
placenta presented itself in the wound, without having been 
injured. The main part of the placenta was situated on the 
posterior wall. As in the previous case, its position had been 
previously diagnosed. I shall dwell later upon Professor 
Leopold’s method of locating the seat of the placenta. The 
child was slightly asphyxiated, but soon began to cry. The 
silver wire sutures from the first operation were easily found 
and removed. Twenty-nine deep and superficial silk sutures 
united the uterine incision, which closed perfectly. The ute- 
rus was well contracted, but there was slight oozing from the- 
separated adhesions. This was stopped by ligating the bleed- 
ing points and by the thermo-cautery. A strip of iodoform 
gauze was placed along the uterine incision and led out of the 
, lower angle of the abdominal wound. This was to act as a. 
drain, on account of the many injuries to the peritoneum. 

The puerperiuin passed without any fever. The iodoform 
gauze was removed on the second day. The woman left the 
hospital on the twenty-sixth day after the operation ; the 
uterus was then the size of a goose egg, anteflexed, and adhe- 
rent to the abdominal wall, but otherwise perfectly movable. 
Child (female) at birth was 50 cm. long and weighed 3,J10- 
gm. ; at discharge was 50 cm. long and weighed 3,820 gm. 

Case III. — Mrs. S., lllpara, set. 29 years, entered the cli- 
nic February, 1886, with the desire to become the mother of 
a living child. She had been delivered twice by perforation 
and extraction ; the first time December 1st, 1883, the second 
time February 12th, 1885. General condition is good ; marked, 
rachitic traces. 
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Marcli 3cl, 1886. 2 a.m. : Sadden onset of severe labor 

pains, and early rupture of the membranes. 9 a.m. : Sectio 
Cesarea by Professor Leopold. Usual method of operation ; 
duration, one hour and thirteen minutes. Eight deep silver 
sutures and eighteen superficial silk sutures were used to 
close the uterus. Child (male) weighed 2,550 gm. ; died on 
the twenty-third day. iSTormal puerperium. 

She again presented herself for operation September 9th, 
1887. Labor pains very severe. Child in transverse position. 
Belly pendulous. The uterine walls appear to be very thin, 
and rupture of the uterus threatens. The os is fully dilated, 
membranes not ruptured. 1 p.m. : Sectio Cesarea by Eirst 
Assistant Dr. Korn, Professor Leopold being absent. Open- 
ing of the abdomen and uterus as before. A few adhesions 
between the uterus and the abdominal wall were easily sepa- 
rated. Placenta previa Cesarea not injured. The detach- 
ment of the placenta was quite difficult and required some 
time. The child cried at once. Four silver sutures from the 
first operation were removed ; the others, being well encysted, 
were left in sitir. This time chromic catgut was used for 
the seven deep interrupted sutures and a continuous super- 
ficial suture. Time of operation, one hour and twenty-five 
minutes. Child (female) weighed 3,040 gm. ISTormal recov- 
ery. Discharged ou the eighteenth day. 

The third Cesarean section was performed on Mrs. S. on 
June 27th, 1891. Her health had been perfect since the last 
operation, and she went through pregnancy without any un- 
usual discomforts. 

Present condition : Pendulous belly. Uterus appears to 
be adherent to the surrounding parts. Sp., 24 cm. ; cr., 25 
cm. ; tr., 3 cm . ; conj. ext., 17.75 cm. ; conj. ding., 8.75 cm. ; 
conj. vera, 6.5 to 6.75 cm. The uterus becomes markedly 
thinned, especially in the cicatrix, as the labor pains get 
stronger. 3.30 p.m. : Cesarean section by Professor Leopold. 
Ether narcosis. Os not dilated, membranes intact, general 
condition excellent. Uterus is bound by adhesions to the 
omentum and abdominal parieties ; anterior position of pla- 
centa, previously diagnosed. Rapid extraction of a fully de- 
veloped, living boy. The removal of the placenta was quite 
difficult. Ho trace of the chromic catgut sutures of the second 
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operation could lie found, bnt the remaining silver wire from 
the first operation was this time removed, as was also the old 
scar tissue. The uterine walls were very thin, one pai-t of the 
cicatrix being transparent, so that a rupture would soon have 
occurred. Fifteen deep and seventeen superficial silk sutures 
were inserted ; no atony. Drainage with iodoform gauze,' as 
in Case 11. The other steps of the operation were as usual. 
Duration, fifty-eight and a half minutes. Recovery uninter- 
rupted. She had no fever. The iodoform gauze was removed 
on the third day ; it had drained excellently. The woman 
was able to nurse her child from the beginning. She was dis- 
charged on the twentieth day. Child (boy) at birth was 50 
cm. long and weighed 3,980 gm. ; when discharged was 57 
cm. long and weighed 4,270 gm. 

These three cases are very instructive and interesting. It 
is seldom that one sees a Cesarean section, and to witness 
three in a cotnparatively short space of time, all ending fav- 
orably to mother and child, was indeed good fortune. The 
value of these eases is greater because of the previous opera- 
tions, which allowed us to study the influence of pregnancy 
upon the uterine cicatrix, the fate of the various materials 
used for uterine sutures, and other points Avhich I shall men- 
tion later. I therefore followed with pleasure the suggestion 
of Professor Leopold to investigate those particulars in which 
the repeated Cesarean section differs from the primary opera- 
tion, and the method of meeting or avoiding probable com- 
plications. For this purpose I collected all cases of Cesarean 
section which I could find in the literature at my disposal. 

It will be best to divide these cases into three groups, ac- 
cording to the methods of operation ; 

1. Without antisepsis and without suturing the uterus — 
old method. 

2. With antisepsis and with uterine sutures. 

3. Those which were operated after the methods of Profes- 
sors Sanger and Leopold. This would comprise most cases 
occurring after 1882, for in that year the first classical Cesa- 
rean section was performed by Professor Leopold. 

In the following tables I have arranged the cases chrono- 
logically. 


Table of Cases of Repeated Cesaeban Section. 
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1200 bosenbeeg; kbpeated cesarean section. 

The whole number of cases collected is thirty-six, divided 
as follows : 


28 with 2 operations 56 

5 “ 3 “ 15 

2 “ 4 “ 8 

1 “ 5 “ 5 

36 84 


Of these thirty-six eases tea ended fatally — a mortality of 
twenty-seven and two-thirds per cent ; but should we distri- 
bute the ten deaths over the eighty-four operations, then we 
would have a lethal termination of only eleven and four- 
fifths per cent. When we consider that the majority of 
these eases weie operated upon without any antisepsis and 
uterine sutures, and that the condition of the patients prior 
to operation was often extremely unfavorable, the results are 
simply astonishing. A mortality of eleven and four-fifths 
per cent is to-day au excellent result when obtained after any 
procedure which necessitates the opening of the abdominal 
cavity, and but few surgeons who have performed a large 
number of operations can claim eighty -nine per cent recovery. 

If we distribute these thirty-six cases in the three classes 
previously mentioned, then we will have the following results t 

49 operations without uterine sutures, Avith 6 deaths=:14f- per cent. 

15 “ with ‘‘ “ “ 4 “ =263 “ “ 

20 “ after Sanger- Leopold, with uo deaths. 

It is necessary to add here that the fifteen eases date from 
a time in which the practice of antisepsis was yet in its in- 
fancy. The suturing of the uterus was also extremely incom- 
plete. Thus wm meet in post-mortem examinations the state- 
ment : “ The sutures are either loose or have entirely opened,” 
Sanger says very correctly ; “ Cases in which only a few su- 
tures have been applied should not be classed amongst the 
operations with uterine sutures. It is necessary that the ute- 
rus be closed, like every other incised wound, by means of 
■a number of deep and superficial sutures.” ‘ I cannot assign 
any reason why the mortality in the cases without sutures 
should be lower than in those with sutures. If we except 


* Sanger, “ Der Kaiserscbnitt,” p. 105. 



kosejSTberg : repeated cesarean section. 1201 

Case 22, then we have about equal couditions prior to opei’a- 
tion. 

The results in those eases operated upon after the Sanger- 
Leopold method were extremely favorable — twenty opera- 
tions distributed amongst nine women, all terminating in re- 
covery. Such excellent results can hardly be expected in 
private practice, where the conditions are vastly different 
from those which exist in a well-appointed hospital, which 
has a convenient operating room and the command over good 
assistance. It also makes considerable difference whether we 
have the patient for some time under observation and can 
place her in the most favorable condition for operation, or 
whether she is brought under our care after various operations 
bave been tried in vain and many vaginal examinations have 
been made under doubtful antiseptic precautions. These are 
the main reasons why Leopold cautions against the perform- 
ance of Cesarean section, under the relative indication, outside 
the hospitals, advising that, as a rule, craniotomy should take 
its place. These words deserve especial attention, because 
there is no operator to-day who obtains such favorable results 
as Leopold. It must be the duty of every physician to de- 
termine at its beginning that a labor can be terminated only 
by Cesarean section or craniotomy, and place the woman under 
the care of an experienced operator. Then only can we hope 
that the destruction of the living child will become an opera- 
tion of the past. 

It is a well-known fact that the first and second pregnancies 
may be teianinated without instrumental aid, while later ope- 
rative interference becomes a necessity. The reason for this 
is that the first children are generally small and not fully 
developed. Thus in these thirty-six cases we have sixty-one 
confinements prior to the first sectio Cesarea; 


Fully developed children, normal labor 24 

Premature labor and miscarriages 9 

Forceps 5 

Version and extraction 2 

Perforation and decapitation 19 

Unknown 


61 

This would be an average of nearly two for each 
76 


case. 
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How many of the children were born alive I am unable to 
state. 

In considering the status before the second operation, and 
the complications which are met with, we will first discuss 
the condition of the abdominal cicatrix. We find here the 
changes common to every laparatomy. 

Statements about existing hernia abdominalis are made in 
Cases 20 and 3-1. In the former there was a general atrophy 
of the muscles due to osteomalacia. The hernia reached to 
the knees, and its walls were thin as paper and necrotic, an 
effect of the enormous tension to which they were subjected. 

Diastasis of the recti muscles has been more frecpiently ob- 
served — Cases 21, 22, 23, 25. The main cause for this is the 
incomplete closure of the abdominal wound ; in Case 23 only 
six catgut sutures were used. The most careful application 
of abdominal sutures, long rest in the recumbent position, and 
the continuous wearing of an abdominal binder, should meet 
this evil suceessfull 3 ^ Leopold uses silk exclusively for sew- 
ing up the abdominal incision, which he accomplishes in the 
following manner; A row of interrupted deep sutiu-es, in- 
cluding the peritoneum, muscles, and skin, is inserted, and 
then any portions that still gape are closed by superficial in- 
terrupted sutures. The results gained by this method are 
excellent. 

A second point in which the repeated Cesarean section 
differs from the primary operation is in the frequency of ad- 
hesions between the uterus and the surrounding parts, espe- 
cially the abdominal walls. Because of these adhesions the 
repeated Cesarean section becomes a much more formidable 
operation. The separation of the adhesions often requires 
considerable time, lengthening the duration of the operation 
and thus increasing the dangers to mother and child. The 
necessary loss of blood is also of consequence to the mother. 
Other bad results due to these bands of adhesion have not as 
yet been observed, but it can easily be understood that the 
formation of adhesions with the intestines might give rise to 
intestinal obstruction. It is also possible that post-partum 
hemorrhage may be caused by intei-ference -with the uterine 
contraction. The adhesions had no unfavorable influence 
upon gestation in Cases I, 21, 25, 2T, 28, 29, 30, 31, 34, 36. 
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In future tlie endeavor of all operators must be to prevent 
the formino; of adhesions between the uterus and the abdomi- 
nal wound. So far all the methods have been unsuccessful. ■ 
It has been urged that incision in the fundus only would 
prevent adhesions. This may theoretically seem correct ; 
practically it is useless. Doderlein advocated the application 
of iodoform-collodion over the uterine wound, also with nega- 
tive results, and the same failures have followed the various 
materials employed for the closure of the uterus, for we find 
adhesions just as frequently after the use of silver wire or silk 
as after chromic catgut or silkworm gut. Until we know of 
something better, it must be our aim to suture the uterus as 
carefully as possible, and avoid adhesions by its rapid union. 

According to Krukenberg,' the frequency of rupture of the 
uterus, after Cesarean section without uterine suture, amounts 
to fifty per cent. If this is true, then it is surprising that in the 
forty-nine cases collected here not one such accident has hap- 
pened. In Case 25 a partial rupture of the uterus is men- 
tioned, but it is doubtful whether such has existed. The 
blood cyst which was three times found might be due to a 
subperitoneal hemorrhage, and not to a partial rupture of the 
uterus ; if the latter had been the case, there should also have 
been a hemorrhage into the cavum uteri, which was not found. 
Considerable danger of rupture of the uterus existed in 
Cases 20 and 30. 

The great pains which are now taken in the sewing-up of 
the uterus will avert this danger more and more. The best 
material is undoubtedly silk, for it can be made absolutely 
sterile and is absorbed in the course of time; this is proved in 
Case 28, where at the second operation neither uterine cica- 
trix nor trace of the silk sutures could be found. "VVe should 
never fail to resect the old scar tissue, which forms the 
weakest point in the uterine wall. 

Atony of the uterus was observed four times, in Cases f 8, 
19, 28, 35. In Case 28 the operation was performed before 
the onset of labor ; this is dangerous practice, for the pre- 
sence of uterine contractions is the best prophylaxis. But it 
cannot be denied that it is more convenient to the surgeon 
to set his own time and have everything prepared. Massage 
' Archiv f. Gyn., vol. xxviii., p. 445. 
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of the uterus, placing of ice in the uterine cavity, and tam- 
poning witli iodoform gauze have been successfully employed. 

The abdominal and uterine section does not differ from 
the primary operation ; some make the incision through the old 
cicatrix, while others cut on its side. The opening of the ute- 
rus should always be in the median line. In Case 26 the in- 
cision was placed transversely across the fundus, and it was 
impossible to bring the flaps of tlie wound together. At the 
post-mortem, five days later, the wound was found gaping 
and the sutures had either opened or were loose. 

Great care should be exercised not to injure the placenta 
if it should be situated anterioily. Leopold says: “I warn 
against the practice of cutting through the placenta or of 
boring through it with the finger. It results in considerable 
loss of blood, and endangers the life of the child. It is better 
to insert the hand between the uterine walls and the pla- 
centa, push the latter aside, rupture the membrane, and grasp 
the child by the nearest limh.” * 

Leopold’s method of diagnosing the position of the placenta 
deserves attention. He states that “ when the major portion 
of the uterus is anterior to the insertions of the tubes, which 
in most cases can easily be felt, the placenta is anterior, and 
vice versa.” ' We were repeatedly able to verify this fact in 
the various Cesarean sections and after the induction of pre- 
mature labor. In the latter cases the seat of the placenta was 
always ascertained, so that it might be avoided by the bougie. 

In the patients who were operated upon under the old 
method there were absolute indications in forty-one opera- 
tions, and relative in eight ; these last eight all resulted favor- 
ably for the mother and six children were born alive; two 
were dead before operation (case of Bowen). I class this last 
case amongst those of relative indication, because the woman 
was twice delivered with forceps, which would not be possi- 
ble if the conjugata vera was less than six centimetres. 

In the second class of cases there was absolute indication 
‘ eleven times. The remaining four cases, operated by Birn- 
baum, could have been delivered by perforation or version. 

There remain yet twenty cases, operated upon after the 

* Leopold, " Der Kaiserscbnitt,” pp. 169-170. 

^ Ibid., p. 27. 
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Sangei’-Leopold nietliod, in whieli tlie alDSolute indication was 
present in only four, if we consider six centimetres the limit 
of perforation. Creinail said, in the description of the first 
operation, that the sectio Cesarea was only performed because 
he had neither cranioelast nor cephalotribe. It was fortunate 
for the patient that he did not possess these instruments, for 
the attempt to deliver jper mas naturales through a con- 
jugata vera of I.S cm. is, to say the least, an extremely dan- 
gerous procedure. 

It would not be wise to draw far-reaching conclusions from 
the comparatively small number of cases operated upon after 
the classical metliod; but we may discuss a few points, and 
thus stimulate future observations. 

"When should tlie operation be performed ? By selecting 
our own time we have the advantage of operating under the 
most favorable conditions. This beneht is counterbalanced 
by the danger of post-partum hemorrhage ; besides, the os is 
generally undilated before the onset of labor, and does not 
afiord a channel for the escape of the lochia. 

It is a mistake to puncture the membranes ; they should 
be preserved as long as possible, as there is then less danger 
of infection and the delivery of the child is more easy. 

Abdomen and uterus should always be opened in the median 
line. Whether the incision is inside or outside of the first 
operating scar is immaterial. 

Silver wire is the least desirable material for the uterine 
sutures. It is rigid and always remains a foreign body. 
Chromic catgut has given excellent results, but at present 
silk is the material mostly used. 

We have no known means to prevent the formation of ad- 
hesions between the uterus and its surroundings; but these 
adhesions cause, as a rule, no unpleasant symptoms. 

The comparatively frequent agglutination of the intestines 
to the abdominal wall should be borne in mind when making 
the abdominal incision. 

When there is much injury to the peritoneum from the 
separation of adhesions,. the drainage of the abdominal cavity 
with iodoform gauze is advisable. It is more elegant to close 
the whole abdominal wound immediately, but the first method 
has the advantage of greater security. 
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The abdominal wound should be closed by deep and super- 
ficial silk sutures. 

I take pleasure in acknowledging my indebtedness, for his 
valuable aid and advice in the wilting of this paper, to my 
highly esteemed teacher. Professor Leopold, Director of the 
Poyal Hospital for "Women, Dresden. 


A CLINICAL NOTE ON INTRA-UTERINE IRRIGATION AFTER 

LABOR.' 


By 

L. S. McMUETEY, A.M., 31.0., 
Gynecologist to Sts. 3Iary and Elizabeth Hospital, etc., 
Louisville, Ky. 


The relation of micro-organisms to sejitic infection during 
the puerperal state has been thoroughly demonstrated and 
generally accepted. The application of aseptic methods in 
practical obstetrics has eliminated the greatest danger to 
which the lying-in woman was hitherto exposed. Yet in pri- 
vate practice deaths from so-called puerperal fever are of com- 
mon occurrence, and limited degrees of septic infection — 
called milk fever, puerperal malaria, etc. — are the rule rather 
than exceptional. The lesser grades of septic peritonitis fol- 
lowing labor form the primary period of a large class of cases 
of intrapelvic inflammation and tubo-ovarian disease met 
with in gynecological practice. 

The prevention of puerperal sepsis, and the responsibility 
of the medical attendant and nurse in connection therewith, 
have been so emphasized and reduced to rule that no well- 
informed practitioner can be in doubt as to a course of action. 
It is altogether different, however, as to the proper treatment 
of eases of puerperal sepsis in the initial stages of the infec- 
tive process. This process is oftentimes most insidious. A 
slight rigor; maybe only cold exti*emities, followed by a mild 

' Read before the American Association of Obstetricians and Gynecolo- 
gists, September 18th, 1891. 
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reaction ; or a pronounced chill, followed by high fever and 
copious sweating’ — nxay mark the invasion of the system by 
the poison. When such symptoms manifest themselves, the 
emergency is treated in a great variety of methods by different 
practitioners. Indeed, the most approved modern treatises 
on midwifery, while dealing explicitly with the essential 
methods of prophylaxis, give no definite or positive lines of 
treatment for the initial stage of puerperal sepsis. The most 
common treatment consists of vaginal injections, given in a 
desultory and imperfect manner by the nurse, with antipyi’in 
or antifebrin administered internally, to he soon followed by 
opium to relieve the peritoneal pain. The result is often fatal, 
never satisfactory. 

Some modern writers recommend intra-uterine irrigation 
with antiseptic solutions in such cases as have required the 
introduction of the hand or instruments into the uterus dur- 
ing the course of labor, especially in cases of adherent ‘pla- 
centa requiring digital or instrumental removal. In these 
cases irrigation is directed to the prevention of the sej)tic pro- 
cess. In many instances it is adopted too late, when extreme 
systemic intoxication has occurred. jMany writers, in advis- 
ing against the use of intra-uterine injections after labor as a 
routine practice (in which I fully concur), depict the dangers 
of injecting fluid into the cavity of the uterus, particularly 
the removal of clots and opening up afresh denuded sur- 
faces, and entrance to the peritoneum through the Fallopian 
tubes. These dangers I believe to be theoretical rather than 
practical, and have no applic-dtion to the method under con- 
sideration, except when unskilfully executed. It is the pur- 
pose of this note to show the value of systematic and repeated 
irrigation when the septic process is initiated, acting upon 
the principle of drainage and thus removing from the absorb- 
ing area all septic material. 

The time for resorting to intra-uterine irrigation after labor 
is in the earliest stages of sepsis. 

When there has been extensive laceration of the maternal 
parts, so as to expose vascular and fresh surfaces to the dis- 
charges from the uterus, we know the danger of infection is 
increased. When during labor examinations and manipula- 
tions have been necessary, or when precautions against sepsis 
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on tlie part of the physician and nurse have not been thor- 
ough, or the environment unsuitable, the accession of fever 
on the third or fourth day, with fetid discharges, sliould in- 
dicate at once the necessity of intra-nterine irrigation. When 
the absorption of septic products is marked by a rigor or pro- 
nounced chill, followed by high fever and tenderness above 
the pubes, no time should be lost in instituting systematic 
flushing of the uterine eavitjL The operation should be re- 
peated at intervals of two, four, or six hours, in accordance 
with the character and quantity of the discharge and the in- 
tensity ’of the symptoms. 

The operation should be performed by the surgeon in pei- 
son, with all the care of a thorough surgical procedure. In 
my opinion antiseptic agents are not essential, but our aim 
should be the thorough i-einoval, by flushing the uterine cavity, 
of all debris and decomposing material lodging there, just as 
we apply the principle of drainage and irrigation to a septic 
cavity elsewhere in the organism. The patient should be 
gently lifted ou to a table and placed in the semi- prone posi- 
tion. The perineum should be retracted with Sims’ speculum- 
A fountain syringe should be used, and the small glass drain- 
age tube used after abdominal section should be attached for 
introduction within the uterus. The water should be clean 
and previously boiled, and used while quite warm. The pa- 
tient’s clothing should be drawn out of the way, and the ex- 
tremities protected with blankets. Care must be taken to 
permit free exit of the return flow from the uterus. Apiece 
of iodoform gauze should be passed into the uterus and left 
until the next irrigation. The patient should be carefully 
rubbed dry with a towel, the pad applied, and returned tc 
bed without unnecessary delay. When done in a careful and 
gentle way, with water at the proper temperature, the y)a- 
tient’s comfort is enhanced and the improvement in her 
symptoms is, as a rule, immediate. The principle of treat- 
ment is that of flushing and drainage, the efficiency of which 
has been demonstrated so notably in similar conditions known 
to pelvic surgerjL 

Of a number of cases of puerperal sepsis treated in the 
primary stages, I have selected the following to illustrate the 
efficiency of this method of treatment : j\Irs. G. T. A., age 
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28, mother of tliree chiidren, was confined at her home in the 
country. The labor was uncomplicated, and completed with- 
out any notable incident. The child was born Sunday. On 
Wednesday she was seized with a violent chili, followed by 
high fever, with pain and distention in the belly. I saw her 
for the first time on Thursday at 9 p.ir. The physician in 
attendance informed me that he had visited a ease of puei-- 
peral fever the day before attending this lady, and believed 
that he had taken sufficient precautions to prevent infection. 
The pulse was 123, temperature 103.5° T.; the face flushed ; 
tongue dry ; lower limbs drawn upward ; swelling outlined 
the uterus and broad ligaments; the vagina was hot and the 
lochia had ceased. The patient was lifted to a table and 
placed in the serai-prone position. The perineum was re-, 
tracted with Sims’ speculum. A double-current metal catheter 
was introduced into the uterus with a Davidson syringe 
attached. The cavity of the uterus was thoroughly irrigated 
with warm water. A quantity of greenish fluid, containing 
broken-down clots and placental debris, came away. Tlie irri- 
gation was repeated every four hours for four days. EjDsom 
salt was administered daily. The improvement was marked 
from the beginning of the treatment, temperature and pulse 
and the local symptoms bearing testimony to the rapid elimi- 
nation of the poison. Her recovery was prompt, and that it 
was complete is attested by the fact that two years afterward 
she gave birth to another child. 

Of course intra-uterine irrigation is just as applicable to the 
early stages of septic infection after abortion and miscarriage 
as after labor at term ; and in cases in 'which manual detach- 
ment of the placenta has been necessary, its use may be sup- 
plemented with the application of the dull curette or Simon’s 
spoon. 
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TRANSACTIONS OF THE 
AMERICAN G-YNECOLOGICAL SOCIETY. 


SIXTEENTH ANNUAL MEETING. 

Held in Washington, D. 0., Septesiber 22d, 23d, and 24th, 1891. 


First Day — Morning Session. 

The President^ Dr. A. Reeves Jackson, in the Ohair. 

Dr. Joseph Taber Johnson, of Washington, delivered the 
address of welcome. 

Dr. John G. Reeve, of Dayton, 0., read a paper entitled 
advantages of miked narcosis in gynecological shrgert. 

There are special features of many operations of gyne- 
cology, abdominal and plastic, that require the most prof ound 
and nninterrupted anesthesia for their successful performance. 
This condition is assured hy the liypodermatic injection of 
morphine and atropine before the inhalation. For more than 
twenty years Dr. Reeve has resorted to this procedurein every 
operation of notable duration or severity. 

The advantages of the method consistin the facility of pro- 
duction of anesthesia, steadiness of its maintenance, profound- 
ness, and diminution of struggling in the early stages and of 
vomiting afterward. 

The great point in artificial anesthesia is danger. The 
speaker adduced the points in support of the superior safety 
of the mixed method : 1. The emotional state is nearly abol- 
ished^ by the narcotics. 2. A much smaller quantity of the 
anesthetic is required. 3. A shortened and diminished 
struggling stage. 4. The stimulating influence of atropine 
upon cardiac action and respiration. 5. The effect of mor- 
phine in lessening reflex inhibition. 6. Experiments upon 
animals. 

Finally, the question of the combination of the narcotics 
with ether was considered, since almost all experience had 
been with chloroform as the anesthetic. The speaker had ex- 
clusively used the A. G. E. mixture, which is one-half ether. 
His experience with the method had been unbroken by ac- 
cident or by threatening of danger. He had used it iu one 
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j)atient that under a previous administration had the narrow- 
est escape he ever saw under anesthetics, and. there were no 
disturbing symptoms. 

In none of the few eases in which death had occurred was 
this sudden and typical of death under anesthetics. In every 
instance the fatal termination took j)laee some hours after the 
administration. 

Dk..Waeeen Sawyee, of Chicago, had found mixed nar- 
cosis valuable in preparing patients for the application of the 
forceps or other minor obstetrical procedure. 

De. J. M. Baldy, of Philadelphia, had employed mixed nar- 
cosis, with ether as the anesthetic, but when he could have 
full personal control of the preparation of the patient for ope- 
ration he had not found any essential difference between 
simple and mixed narcosis. He believed that most of the 
struggling of the patient during the anesthesia was due to 
gastro-intestinal irritation ; and when he had cleared out the 
gastro-intestinal tract prior to the operation the patient had 
remained just as passive as in the cases in which he had used 
mixed narcosis. 

De. William T. Howaed, of Baltimore, was strongly in 
favor of ether as an anesthetic, because it took a much smaller 
amount to anesthetize a patient and the struggling was less. 
He believed that, although ether caused less nausea than 
chloroform, neither secured immunity from vomiting, and 
he was glad to hear of the good results of mixed narcosis. 

De. John Byene, of Brooklyn, had used mixed narcosis 
for many years, with ether as the anesthetic, and believed 
that all the good effects claimed by Dr. Reeve could be ob- 
fained as well when ether was used as the anesthetic instead 
■of the A. 0. E. mixture. 

De. Heney 0. CoE, of Hew York, read a paper entitled 

CONCEALED ACCIDENTAL HEMOEEHAGE DUEING LAJ30E. 

The etiology of these non-trauraatic cases is obscure. 
Among the predisposing factors may be mentioned the hem- 
orrhagic diathesis, fatty or calcareous degeneration of the pla- 
centa, and irregular uterine contractions. In a case of his 
own the two latter conditions had been present. ' 

The initial symptoms are fairly uniform. The contrac- 
tions, previously strong, become feeble and irregular without 
apparent cause; dilatation is retarded and localized pain takes 
the place of the pains of labor; while external palpation shows 
tenderness a,nd auscultation reveals irregularity of the fetal 
heart. During the early stages the patient may become rest- 
less and irritable, but the pulse remains unaffected. "When 
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tlie lieiuovrliage has advanced to external discharge, labor 
pains have, as a rule, entirely ceased, a doughy sensation is 
obtained upon abdominal palpation, and the fetal heart is not 
heard. Profuse external hemorrhage is not common ; the 
diagnosis is simply confirmed by its presence. Spontaneous 
delivery is the exception in these eases. Apparently shock 
is frequently the fatal element. The discharge of the same 
quantity of blood into the peritoneal cavity does not give a. 
more sudden and fatal result. 

The differential diagnosis should include rupture of the 
uterus, a severe attack of colic, and hydramnios with uterine 
inertia. The presence of labor will mask this symptom, and 
it should not be forgotten that colic and labor may co-exist. 

Progjiosis . — This accident is seldom recognized xintil it has 
assumed a serious aspect, so that even the mother can be only 
with difficulty saved, while we can assume that the ehilu 
will perish. If the cervix is already dilated and the head en- 
gaged, we niay, however, also save the child. 

In treatment there is difference of opinion among different 
authors. It is desirable that we should have before us a few 
clear and concise rules. The question in treatment is whether 
we should rapidly empty the uterus or not. It is here suffi- 
cient to say that the results of the temporizing methods show 
a mortalit}' of seventy-fiv'e per cent, while rapid delivery 
shows a mortality of thirty per cent. Ergot is recommended, 
even in cases of atonic' uterus with the cervix undilated and 
the head not yet engaged. This is erroneous ; we cannot 
wait for the action of ergot, but should dilate and deliver. 

Stimulate by the mouth and rectum, and send for a skilled 
obstetrician, requesting him to come prepared for craniotomy ; 
warn the family of the serious nature of the case. Having 
the patient completely anesthetized, dilate the cervix manu- 
ally and rupture the membranes. Depend upon Barnes’ dila- 
tors only where life is not in danger. Turn and delay for a 
few minutes, then extract, or, if the head is engaged, do 
craniotomy. If the cervix is dilatable and the head engaged,, 
craniotomy should be preferred to the forceps. In the event 
of post-partum hemorrhage, if you wait for hot Avater,^ etc.,, 
you will lose your patient ; tampon at once. After delivery 
passyonr hand into thenterus, turn out the placenta and clots, 
and stuff the cavity. The procedure is not new ; it is the- 
simplest, most effective, and most correct. 

The practice of obstetrics is associated Avith jiecnliar anxie- 
ties, with snclclen and unforeseen complications, "When called 
to any case, Ave may have in that case an emergency so rare- 
as to rank among scientific curiosities. It is important, there- 
fore, to have in mind Avhat to do in even these rare con- 
ditions. 
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Du. Charles Jewett, of Brooklyn, would rank as the most 
prominent etiological factor a condition of the vessels favor- 
ing easy separation of the placenta, and, next in importance, 
violent uterine contractions. In a case of his own the 
patient liad been taking twenty-grain doses of quinine for 
'.some time previously, and there was undue violence of the 
pains. The case had resulted fatally before a positive diag- 
nosis had been made. Persistent abdominal pain should lead 
to careful abdominal palpation. An important indication was 
iailure of the fetal heart. He agreed with the reader of the 
paper that we should avoid rupturing the membranes until 
fhe cervix is fully dilated. By premature rupture we inter- 
fere with the mechanism of the first stage ; while if the ute- 
rus is contracted the vessels are at least partly ligated. De- 
livery should be accelerated after the first stage, although 
even here too precipitate action might be a mistake. Stimu- 
lants should have time to act, if we would save life. Eeceut 
•expedience had given him confidence in the tampon as a 
means of arresting hemorrhage, so that he now carried a can 
of iodoformized gauze in his obstetric bag. Its use should 
be familiar to every obstetrical practitioner. 

Dr. R. a. Murray, of Hew York.— Treatment must be 
■considered from the standpoint of the stage of labor: whether 
the hemorrhage is discovered before or after dilatation of the 
os. In a case with rapid enlargement of the abdomen, with 
severe pain and a doughy feel, he had, with the aid of assist- 
ants, elevated the limbs and compressed the arteries of the 
•extremities; the^ pains, which had ceased, were resumed, and 
manual dilatation of the os and rupture of the membranes 
were followed by natural delivery and the discharge of a 
basinful of clots. In this case it had been his aim to keep 
the brain alive. The hemorrhage had been extensive and the 
•shock severe. In another case he had ruptured and applied 
forceps. In both cases fatty and calcareous degeneration of 
the placenta had been present; in one he had suspected 
syphilis. 

The speaker believed in taraponment of the uterus ; we 
can, however, tampon the vagina before the cervix is dilated, 
nnd limit hemorrhage. Barnes’ recommendation of premature 
rupture of the membranes, as'in placenta previa, is not to be 
•adopted on account of the uterine atony which follows. 

Dr. H. D. Fey, of Washington. — Treatment must depend 
upon whether the os is or is not dilated. Tamponrnent from 
below was not worthy of confidence. He had seen eases post 
mortem in which the placenta had been entirely separated 
from the uterus. The vaginal tampon may prevent the out- 
fiow, but it does not prevent the fatal result. He asked 
whether the reader of the paper did not recognize the surgi- 
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tlie lieiuorrliage has advaaced to external diseliarge, labor 
pains have, as a rule, entirely ceased, a doughy sensation is 
obtained upon abdominal palpation, and the fetal heart is not 
heard. Profuse external hemorrhage is not common ; the 
diagnosis is simply confirmed bj’- its presence. Spontaneous 
delivery is the exception in these cases. Apparently shock 
is frequently the fatal element. The discharge of the same 
quantity of blood into the peritoneal cavity does not give a. 
more suddeir and fatal result. 

The dilferential diagnosis should include rupture of the 
uterus, a severe attack of colic, and hydramnios with uterine 
inertia. The presence of labor Avill mask this symptom, and 
it should not be forgotten that colic and labor may co-exist. 

Prognosis . — This accident is seldom recognized until it has 
assumed a serious aspect, so that even the mother can be only 
with difficulty saved, while we can assume that the child 
will perish. If the cervix is already dilated and the head en- 
gaged, we may, howe^ei*, also save the child. 

In treatment there is difference of opinion among diSerent 
authox's. It is desii-able that we should have before us a few 
clear and concise rules. The question in tx-eatment is whethei- 
we should x-apidly empty the uterus or not. It is here suffi- 
cient to say that the results of the tenxporizing xnethods show 
a xnortality of sevexxty-five per cent, while rapid delivery 
shows a mortality of thirty per cent. Ei’got is recommended^ 
even in eases of atonic uterus with the cervix undilated and 
the head not yet engaged. This is erroneous ; we cannot 
wait for the action of ergot, but should dilate and delivex*. 

Stimulate by the xxxoulh and x'ectuixi, axid send for a skilled 
obstetrician, x’equesting him to come prepared for craniotoiny ; 
wax*u the family of the serious nature of the case. Having 
the patient completely anesthetized, dilate the cervix manu- 
all}^ and ruptui’e the membranes. Depend ixpoxx Barnes’ dila- 
toi's only where life is not in danger. Turn and delay for a 
few minutes, then extract, oi% if the head is engaged, da 
craniotomy. If the cervix is dilatable and the head engaged,, 
craniotomy should be prefeiTed to the forceps. In the event 
of post-partum hemori-hage, if yoix wait for hot watei’,_ etc.,, 
you will lose your patient; tampon at once. After delivery 
pass your hand ixito the xxtei-us, turn out the placenta and clots, 
and stuff the cavity. The pi’ocedui’e is not new ; it is the- 
simplest, most effective, and most coi’rect. 

The px-aetiee of obsteti'ics is associated with peculiar anxie- 
ties, with sudden and unfox-eseeii complications. When callecl 
to any case, we may have in that ease an emei'gency so rare- 
as to rank among seiexxtific curiosities. It is imjxortant, thex-e- 
fox-e, to have in mind what to do in even these rare con- 
ditions. 
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Du. Charles Jewett, of Brooklyn, would, rank as tlieniost 
prominent etiological factor a condition of the vessels favor- 
ing easy separation of the placenta, and, next in_ importance, 
violent uterine contractions. In a case of his own the 
patient liad been taking twenty-grain doses of quinine for 
some time previously, and there was undue violence of tlie 
pains. The case had resulted fatally before a positive diag- 
nosis had been made. Persistent abdominal pain should lead 
to careful abdominal palpation. An important indication was 
failure of the fetal heart. He agreed with the reader of the 
paper that we should avoid rupturing the membranes until 
the cervix is fully dilated. By premature rupture we inter- 
fere with t!ie mechanism of the tirst stage; while if the ute- 
rus is contracted the vessels are at least partly ligated. De- 
livery should be accelerated after tlie first stage, although 
even hei'e too precipitate action iniglit be a mistake. Stimu- 
lants should have time to act, if we would save life. Beceut 
■experience had given him confidence in the tampon as a 
means of arresting hemorrhage, so that he now carried a can 
of iodoformized gauze in his obstetric bag. Its use should 
be familiar to every obstetrical practitioner. 

Dr, K. a, Mu-rrat, of New York.— Treatment must be 
considered from the standpoiutof the stage of labor; whether 
the hemorrhage is discovered before or after dilatation of the 
os. In a case with rapid enlargement of the abdomen, with 
severe pain and a doughy feel, he had, with the aid of assist- 
ants, elevated the limbs and compressed the arteries of the 
■extremities; the’ pains, which had ceased, were resumed, and 
manual dilatation of the os and rapture of the membranes 
were followed by natural delivery and the discharge of a 
basinful of clots. In this case it had been his aim to keep 
the brain alive. The hemorrhage had been extensive and the 
■shock severe. In another case he had ruptured and applied 
forceps. In both cases fatty and calcareous degeneration of 
the placenta had been present; in one he had suspected 
syphilis. 

The speaker believed in tamponment of the uterus; we 
can, however, tampon the vagina before the cervix is dilated, 
and limit hecnorrhage. Barnes’ recommendation of premature 
rupture of the membranes, as'in placenta previa, is not to be 
adopted on account of the uterine atony which follows. 

Dr. H. D. Fry, of Washington,— Treatment must depend 
“upon whether* the os is or is not dilated. Tamponment from 
below was not worthy of confidence. He had seen cases post 
mortem in which the placenta had been entii-ely separated 
from the uterus. The vaginal tampon may prevent the out- 
fiow, but it does not prevent the fatal result. He asked 
'wliothei' tlie I'eader of the paper did not recognize the surgi- 
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cal treatment of tliis condition. Tait had operated in cases of 
ante-partum hemorrhage, saving fifty per cent. "Williara 
Smylie had presented before the British Medical Association,. 
July last, the report of a ease of concealed hemorrhage with 
threatened collapse in which he had done Porro’s section and 
fonnd the nterns filled with clots. The patient recovered. 
It was a question whether the patient had not a better chance 
for life by the Porro operation, which prevented the danger 
of post-partum hemorrhage. 

Dr. Edward Keynolds, of Boston, had had charge of up- 
ward of three thousand women before and during labor, and 
had had but a single case of accidental or concealed hemor- 
rhage, ante-partum hemorrhage, severe enough to require 
treatment or to merit report. He had been called in as con- 
sultant in this case ; the woman was in collapse, and the hand 
" upon the abdomen had come into such close proximity to the 
extremities of the fetus that he had believed that rupture of 
the uterus had occurred ; the abdomen was distended laterally. 
The head was on the perineum ; he had applied the forceps 
and delivered easily. Passing the hand immediately into the 
uterus, he had found the after-birth within the os and had 
turned it out, together with two large clots, one as large as 
the fetal head. The hand stimulated contraction ; there was 
no rupture, but the wall of the uterus was scarcely thicker 
than a layer of drilling. There seemed to be no reason for 
the universal relaxation of the uterus or the enormous quan- 
tity of coagulated blood. But a small discharge followed de- 
livery. 

Dr. a. Palmer Dudley, of Hew York, referred to the- 
tumor between the placenta and the uterus as a diagnostic sign. 
This tumor has a sickle-shaped edge and obscures the parts of 
the child. It is not present in all cases, but where present is- 
of emphatic value. Eetraction of the uterus is a certain 
means of checking hemorrhage. Efforts should be directed 
towards this result where cases are seen early. Excessive loss- 
of blood induces post-partum inertia and atony. Etherization 
should be prompt, the cervix should be dilated, and the hand 
passed to the side of the membranes to allow of the escape of 
clots by the cervix. We may prevent atony by this measure, 
although it may sacrifice the child. Ether stimulates the pulse • 
and relieves the rigidity of the os found in partial coUapse. 
Too rapid emptying of the uterus increases shock. He did 
not, however, hesitate to turn and perform a moderately rapid 
extraction. Had had no experience with tamponraent of the 
uterus. In his own practice he used astringents ; Monsel’s- 
solution had been employed. He had had three cases and two 
had livdd ; he had had no bad after-results in these cases. 
Strict asepsis had been, however, maintained. 
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Dr. a. J. C. Skene, of Brooklyn, referred to two classes 
of concealed ante-partum hemorrliage — one of a mild charac- 
ter, with partial detachment of the placenta, and quite fre- 
quent; the second where the hemorrhage was profuse. He 
understood that it was the latter class which was under con- 
sideration. The condition of the patient was in these cases 
very grave. In Dr. Murray’s ease it had been all that he 
could do, with the aid of assistants, to keep life in. Porro’s 
statistics had not been very favorable under more promising 
circumstances. It would be better, he thought, to discard 
this operation altogether in connection with the conditions 
named. 

Dr. J. M. Baldy, of Philadelphia, referred to a case in 
which he had left his patient in a satisfactory condition one 
hour from delivery, but had been recalled at the end of a half- 
hour to find tlie patient pale and the abdomen nearly half as 
lai'ge as before labor. He had emptied the uterus of a large 
clot ; there had been no external hemorrhage. Upon the re- 
introduction of the hand the uterus speedily contracted. Er- 
got was administered, and there was no further relaxation. 

Dr. T. a. Emmet, of Hew York, suggested inversion of the 
uterus and the application of an elastic ligature in the place 
of removal by Porro’s operation in these cases. 

Dr. Ooe closed the discussion. He feared that he had 
failed to give a correct impression upon one point. He 
would not extract precipitately. He would stimulate both 
before the operation and during dilatation. It required also 
some time to dilate enough for version, so that from ten to 
fifteen minutes elapsed during Avhich stimulants were pushed. 
The most important point was to know how to deliver most 
rapidly without increasing the existing shock. 

The accessory tumor described by Dr. Reynolds had not 
been present in his own case. The abdominal wall was rigid. 
He had not mentioned Porro’s operation ; the circumstances 
differed from those of rupture of the uterus, where Ave had an 
active hemorrhage into the abdominal cavity. In concealed 
hemorrhage the bleeding Avas into a closed cavity. The in- 
dications were to promptly and gently empty the uterus Avith- 
out adding to the shock. Abdominal section Avas too despe- 
rate a venture under the ch’cumstances. 

Dr. Edavard W. Jenks, of Detroit, read a paper entitled 

the THERA.PEHTIC ASPECTS OF SOME OVARIAN DISORDERS. 

The paper^ distinguished between hospital patients and 
those treated in their own homes. In the first class operative 
measures Avere often to be preferred where, Avith sufficient 
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time, relief could be given by other means. Recovery from 
operation, and cure, were not synonymous terms. The re- 
moval of ovaries and tubes for pain was rarely satisfactory, 
lu a case presenting hysterical symptoms, with long-continued 
pain referred to diseased ovaries, the abdomen was opened, 
hut the condition found did not warrant the removal of the 
ovaries. The patient believed, however, they had been re- 
moved, recovered, and remained free from pain. 

Catarrhal and purulent or hypertrophic disease of thetubfes 
should be as amenable to treatment as similar endometrial 
conditions. Many cases of pain could be referred to a malarial 
origin and would yield to quinine. Catarrhal tubes rarely 
rupture ; they more frequently drain. The reader referred 
to a ease of spontaneous cure followed by pregnancy. Elec- 
tricity was useful as a general nerve tonic; locally it might 
do harm. Even a weak galvanic current had been known to 
exacerbate existing conditions. The saturated glycerin tam- 
pon was too depleting for some cases. 

Dr. a. F. Cheeiee, of Rew York, reminded the reader of 
the paper that conservative measures were already receiving 
recognition. Four years ago Dr. Battey had in fifteen years 
but fifty-four times performed the operation which bears his 
name. The keynote of his paper at that time was that, not- 
withstanding existing experience, we still needed more care- 
ful selection of cases in order to obtain the greatest benefit 
from the operation. Several formerly accepted indications 
have been disposed of. Laparatomy for mental trouble has 
been practically abandoned; also laparatomy for pain. We 
now require decisive indications of actual disease before pro- 
ceeding to operation. Still, however, care in the selection of 
cases and judgment in regard to the method of operation can- 
not be too strongly impressed upon the profession. 

De. H. C. Ooe, of New York, stated that the last four or 
five years had worked a great change in the subject under 
discussion. It was now rare in New York to remove appen- 
dages which did not demonstrate actual disease. Conserva- 
tive treatment should, however, take into consideration the 
dangers of pregnancy and the puerperal state. With pus m 
the tubes, the woman was in imminent danger after delivery, 
many obscure cases of puerperal infection being due to this 
cause. In regard to the partial operation, or the removal^ of 
the cystic portion of the ovary, Martin’s statistics, including 
over eighty cases, had not shown results as favorable as had 
been hoped, a second operation having been in some cases re- 
quired. 

De. J, M. Baldt, of Philadelphia, regarded all non-operable 
all eases of neurasthenia, hysteria, and insanity. In other 
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cases recoYcry from the opex’ation did -not always mean that 
the patient was cured of her disease. In Philadelphia it was 
veiy common to hare tliese patients return, after operation, 
worse off, at least no better. He drew a line, too, in the mat- 
ter of treatment between rich and poor women. The poor 
woman without proper care ivould have repeated attacks of 
peritonitis, where the rich woman with care would escape it. 
It was justifiable to take more operative risks in the first case 
than in the latter. A curious circumstance was the fact that 
the mortality was greater in operative cases where the general 
condition was good than in cases where the patient was broken 
down and apparently inured to suffering. The inference was, 
to avoid operation where the general health was not impaired. 
It was better to allow the patient to go on to the menopause 
in a large pi’opoi’tion of these eases. He had never seen 
serious "trouble from chi-onie adherent catarrhal salpingitis, 
after the menopause. Previous to the menopause he would 
control the periodic congestion so far as possible. 

Dr. Jenks closed the discussion.. The object of his papei- 
~ would be attained if operations were limited to skilled opera- 
tors. He was glad to know of the improvement to be found 
in Hew York in the selection of cases, and hoped that the 
conservative practice of New York would in time penetrate 
to the remoter hamlets of the country. 


First Day — Afternoon^ Session. 

Dr. J . M, Baldy read a paper entitled 

insanity following LAPAEATO:irY. 

The paper presented statistics from the insane asylums of 
Pennsylvania in regard to the number of insane patients ad- 
mitted after laparatomy during the last five years. From 
eighteen institutions he had obtained reports of fifteen cases. 
In eleven of these cases there had been previous mental de- 
rangement, leaving four only who had become mentally un- 
sound after laparatomy. Other gynecological operations alsO' 
were followed by insanity. He had had two cases of his own. 
In the first, operation was done for reetocele and ejstoeele 
and the patient had been etherized for one hour. Dry heat 
had been subsequently applied to the extremities, and 
through inefficiency, the patient had been burned in a half- 
dozen places. Sloughs followed, and the patient developed 
melancholia, but subsequently recovered. 

The second case had suffered previously from menstrual 
77 
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mania characterized by screaming spells. The abdominal 
section revealed the ovaries so bound down that they were 
with difficulty enucleated. The patient recovered slowly 
from the anesthetic, and developed mania which terminated 
in death. Only the abdominal organs were e.xamined. The 
site of the operation was found in a perfect condition, cere- 
bral apoplexy or exhaustion being the apparent cause of 
death. There were several factors probably active in such 
cases, among which were a previous insane taint, the anes- 
thetic, fear of the operation, and sepsis in a certain proportion 
of cases. In a number of cases alcoholism had been referred 
to as a cause. Dr. Mary Putnam Jacobi had assumed dilata- 
tion of the abdominal blood vessels from reflex inhibition of 
the splanchuics. Three eases had been reported in which 
there was a marked exudate around the ligatures, causing a 
concentrated peripheral irritation, and the nervous derange- 
ment had here been considered as a reflex from the healing 
process in the peritoneum. This theory Avas substantially the 
same as Dr. Mary Putnam Jacobi’s. The reader did not think 
these theories sustained. He did not think any one factor 
sufficient to account for the result. We had to have, in the 
flrst place, a peculiar condition of the nervous system as a 
predisposing cause, when the explosion could be accounted 
for by the shock of the operation or the anesthetic. The 
recognition of the predisposing cause was an important mat- 
ter. In eases where there was a family history of mental 
disease, it should receive the surgeon’s consideration. 

It might be added that insanity following operations is not 
limited to women. Of eighteen cases collected by Dr. 
Leidy, ten were in men and eight only in Avomen. Of the 
eight, in four the operation was done for cancer of the breast ; 
in tAvo only was the operation upon the sexual organs. Of 
the operations upon men not one w'as upon the sexual or- 
gans. 

The prognosis is good; melancholia is the type of insanity 
as a rule developed, and the majority recover. 

Dr. Joseph E. Janvrin read a paper entitled 

A CLINICAL STUDA' OF PRIilARY CARCINOAIATOUS NEOPLASAIS 
BETWEEN THE LAYERS OF THE BROAD LIGAAIENT. 

The paper stated that malignant neoplasms other than 
those of the OA^aries do occur primarily in the folds of the 
broad ligament. Three cases were reported, two of sarco- 
mata and one of carcinoma. In two of the cases local injuiy 
preceded the growth. In one case ergotin had been injected 
into the Avail of the tube for a fibroid groAvth. In the case 
of cancer, adenoid hypertrophy had been treated by the gal- 
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vanic ciirrent. There was clanger from incomplete removal 
in this condition. The basement membrane might give way, 
the degenerated epithelial elements fall back into the lymph 
spaces. The specimen showed adeno-carcinoma undergoing 
progression to carcinoma. 

J)ii. A. Johnstone, of Cincinnati, believed that if speci- 
mens were more carefully examined the conditions described 
would be more frequently found. He believed that many 
simple eases of ovariotomy have cancer at the time of opera- 
tion, as the abdomen not infrequently fills up subsecpiently 
with secondary growths. The transition of adenoma to car- 
cinoma was observed in the testicle and other organs where 
cancer was found. 

Dr. a. P. Dudley, of Hew York, thought that the ele- 
ment of etiology in Dr. Janvrin’s eases would bear emphasis. 
In two of the cases the starting jroint had appeared to be in- 
jections for a supposed fibroid tumor. He had himself seen 
a ease of malignant disease of the broad ligament, with the 
history of injections as the starting point of the disease. He 
had seen a case in Apostoli's clinic this summer in which 
malignant disease of the broad ligament had followed treat- 
ment by electricity ; the parts had been burned and cancer 
had developed. An overdose of electricity or an injection of 
ergot may equally disturb nutrition. 

Db. a. F. A. Aing, of Washington, regarded cancer as a 
result of deficient innervation or a deficient government of 
nutrition by the nervous system. Excessive doses of elec- 
tricity would paralyze or destroy nerve fibres. A parallel 
condition was present in the uterus after the menopause. 
With cessation of the reproductive function there was in- 
volution or a normal atrophy of the nervous system. If then 
the bipod supply continued, cancer might result. 

Dr. Janvrin closed the discussion. The reported cases were 
rare ; possibly the condition itself was also rare. Probably, 
hoAvever, a larger number of cases would be found if micro- 
scopical examinations of removed organs were more often 
made. He was glad to hear from l5r. Dudley of the case 
■seen with Apostoli in Paris. He believed that nearly all 
cases of cancer, whether located in the uterus or elsewhere, 
resulted from injury. He did not believe in inherited ten- 
dencies. Cancer was of course a perversion of nutrition, and 
nerve influence was one of its prime factors, 

_ of Philadelphia, read a paper for De. Pobebt 

E. Hakbis entitled 

THE PRESENT AND IMPROVING STATUS OF CESAREAN SURGERY. 

Porro’s operation was presented in 1876, and the improved 
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Cesarean section in 1880. Garrigues’ first operation bj the 
improved method was done in October, 1882. In the im- 
proved Cesarean operation the uterine wound is closed by 
two rows of stitches, thirty stitches being in many eases 
used. The object of the multiple suturing is to prevent leak- 
age. This is especially indicated. in cases of cancer of the 
cervix or where the fetus is dead. Here even a larger num- 
ber, running up to fifty stitches or more, had been used. If, 
on the contrary, the woman was in good health and the fetus 
in good condition, twelve or fifteen might be sufficient. In 
this country' we too often depended upon the uninterrupted 
suture or upon a single row. We have had, however, a num- 
ber of recent successes. Lusk, Price, and Kelly have to- 
gether operated upon ten cases with the loss of but one 
woman, all of the children being born alive. The greatest 
obstacle to success is the fact that the patients are not sub- 
jected to tbe operation, as a rule, until delivery has already 
been attempted by other means. The conservative Cesarean 
operation includes ligation of the tubes. This procedure is 
here in its infancy. Theoretically, removal of the ovaries 
would seem to be preferable to tying off the tubes. 

Dr. H. J. Garrighes, of Hew York. — The improved Cesa- 
rean operation was usuallv referred to as Sanger’s operation. 
The fact was that Sanger had 'collected eases, among which his 
own stands eighth in point of time. The speaker’s operation 
stands third, and was done so soon after the two first that he 
was at the time in ignorance of their performance. Sanger 
presented no new features, every step of the operation hav- 
ing been previously done by some one else. The important 
distinction is the use of the uterine suture. The “ n^w or 
improved Cesarean operation ” was to be preferred as no- 
menclature, many men having contributed to its present per- 
fection. As to the comparative success obtained in this 
country, that might be explained by our peculiar hospital 
service. In European hospitals one man has the service the 
year through ; this man has, too, one assistant, himself often, 
while assistant, already skilful and distinguished. Here, on 
the contrary, we have the English system, the service being- 
divided among three or four men, and the assistants recent 
graduates. Further, aseptic midwifery is not so general here 
as in Germanjg where the most simple case is attended with 
the strictest precautions. Here, on the contrary, the case for 
operation comes to .you often already infected. The mortal- 
ity of Cesarean section wa.s, however, still high, and person- 
all}' he did not hesitate to perform craniotomy upon the liv- 
ing child in certain cases. It was a question whether ligation 
of the tube was safe, whether hematocele might not develop. 
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Dr. pi. D. Fry, of Washington, had done the operation 
snceessfnllj. The case was seen early, labor having been^ in 
progress but three or four hours, and the patient’s condition 
good, 

Dk. a, P, Dudley, of New York, raised the question as to 
whether the improvement in Cesarean work justified its sub- 
stitution for craniotomy. ‘He believed that it did. The com- 
parison between our results and tlmse of foreign hospitals 
was partly due to the fact that there the patient was in the 
hospital for some weeks previous to the operation ; she was 
under observation and could be suitably prepared. 

Db, H. 0. Coe, of New York, regarded the improved 
Cesarean as the elective operation. He referred to the work 
of the Maternity Hospital. The patients were examined, as 
soon as entered, for pelvic deformity. If there was necessity 
for operation, tliey were made ready, and the operations had 
been uniformly successful. 

Dk. B. a, Murray, of New York, also advocated the 
Cesarean operation from the elective standpoint. The results 
should be at lea.st as good as those of ovariotomy. We had 
here no adhesions, no danger of hemorrhage, and sepsis 
should be as certainly avoided. Where the patient was 
already exhausted or infected by attempts at other proce- 
dui’es, the conditions were different. He thought that in 
favorable eases the statistics should be better than those of 
craniotomy. 

Dr. Parish closed the discussion. As a matter of election, 
he knew that Dr. Harris did not favor craniotomy, but he 
knew also that he favored consulting the wishes of the 
woman in the matter. He agreed that the comparative fail- 
ure of obstetric surgeons in this country had not been the 
fault of the individuals, but rather of the system of education. 
Pelvimetry was not generally understood ; the patient was 
too often not examined at all until labor was established, and 
this accusation referred not only to the country but also to 
the city practitioner. Porro’s operation entailed gi’eater risk 
to the woman than either ci’auiotoray or the Cesarean section. 
He thought that the mortality of the Cesarean section should 
be reduced. Craniotomy was now preferred, he thought, be- 
cause the practitioner was not prepared- for section. The 
tendency was to do almost anything else first. In two 'in- 
stances ne had found rupture of the uterus and the woman 
moribund before he was called in. 
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Second Day — Morning Session. 

Dr. H. Marion Sims, of ITew York, read a paper entitled 

UNIQUE CASE OF AIULTIPLE NEURO-LIPOAIATA FOLLOWING 

LAPARATOAIY. 

The patient was married in 1884, was 18 years of age and 
healthy. Ten days after maxTiage she presented herself a 
mental and physical wreck. Exseetion of the hymen was 
done and the nervous symptoms disappeared. "Within six ox- 
seven months, howevei-, the patient commenced to have con- 
vulsions almost epileptic in form. When seen she was six 
months pregxxaxxt. The convulsions recuxn-ed several times 
each day, and lasted fi’om live to twenty xxxinxxtes. There 
was at the same tixxxe violent pain in the regioix of the left 
ovax’y, which was enlarged to the size of a pigeon’s egg. The 
eoxivnlsions wex-e referred to the pressure of the xxterus on 
tlxis displaced ovary. Inhalations of the niti-ite of axnyl x’e- 
lieved the convxxlsions, so that the time xxp to labor was passed 
with comparative comfort. The patient was delivered in 
Jixne, 1885. The eonvxxlsive attacks coixtimxed. and one week 
after delivery the ovary was found behind the uterus, sub- 
jected to pressLxre from this oi’gaix. Tampons were used for 
several weeks, but gave only temporary relief. Dr. C. C. Lee 
was called in consultation, and agreed with the author as to 
the advisability of laparatomy. Two diseased ovaries were 
removed with the tubes. The patient liad a hystero-epileptic 
attack a few hours after the operation, none since. TJie pa- 
tient was again discharged as cured. Soon aftei*, however*, 
she developed pain in a regioxx which could be covered by a 
five-cent nickel, one ixxch below and to the right of the um- 
bilicus. The pax’t was sensitive to touch, and a hard, rounded 
growth the size of a dxxck-shot was lelt xxnder the skin. The 
part was frozen with ice dipped in salt, an ixxcision was made,, 
axxd the body emxcleated. As it was removed the author had 
felt sonxething stretch aixd break, like a thread, and between 
the fingex’s the body was found to coxxsist of a hardened xixass 
of fat with a thread-like filament passing through its eentre- 
After x’emoval the sensitiveness and paiix disappeared. The 
woxxxid was packed axxd allowed to heal by graxnxlation. 

Later a similar comjxlaint led to the removal of a ixest of 
these bodies from the other side, consisting of the same masses 
of fat, coxxnective tissxxe, and xxei've filament. Several weeks 
later a new coloxxy was x'emoved from above the symphysis 
pxxbis. The last gx’owtlx was removed in the thirtieth month 
fx*om the fii’st developmexxt, in all twenty-eight incisions hav- 
ing been made. Specimens wei*e shown at the Patliological 
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Society aod to various neurologists and surgeons witliout find- 
ing a parallel ease. 

Dk, Garrigues asfied wliy the wounds had been stuffed witff 
gauze. 

De. Sims replied that the fatty exudation was so abundant 
as to require this treatment, the layer of adipose being two 
to two and a half inelies thiclr. 

The President delivered the 

ANNUAL ADDRESS. 

The Society had been organized in the New York- Academy 
of Medicine ’in 18T6, with\nneteen members, of which num- 
ber thirteen survived. The object of the Association had 
been the amelioration of the diseases, accidents, and infirmi- 
ties of women. The speaker referred to the recent deaths of 
Drs. Pordyce Barker, David Humphrey Storer (an honorary 
member), and George H. Lyman, one of the founders. 

There is a limit to the knowledge of any given individual 
and of any given community. Some approach only nearer tO' 
the shrine ttian otliers. Attempts to add to knowledge, even 
if characterized by failure, add to history. In this light 
medical history has taken giant strides during the past few 
years. Medical science has always been obscured by error, 
the path of its progress has been strewn with dead and dying 
delusions. The speaker referred to the time when “ulcera- 
tion of the womb ” comprised the sum of pelvic disorders, tO' 
the “ womb splitting” delusion, and to the more recent mania, 
for the repair of the lacerated cervix. Barker had seen the 
growing tendency toward the exclusive surgical treatment of 
the diseases of women, but his I’emonstrauces had been disre- 
garded and the surgical era liad been entered upon. Dr. 
Bobert Battey bore a close and not discreditable relation to- 
this movement. Noting that much suffering ceased upon the 
establishment of the menopause, he devised his operation of 
removal of the ovaries for the artificial production of the 
change of life. The Avork of Dr. Battey marked an epoch in 
gynecological history. Tait followed Avith the simultaneous 
removal of the tubes with the ovaries, and an enthusiasm for 
extirpation succeeded until right of tenancy in the pelvis 
Avas denied to any oi-gan which was the seat of pain. An 
aching tooth had far greater privileges. Within a feAV days 
or hours the exploit was reported, if the patient survived. 
The reports give “cirrhosis of the ovary,” “ commencing de- 
generation,” “ tendency to cystic disease,” as reasons for re- 
moval, the latter meaning only that Graafian follicles Avere 
present. The speaker did not Avant to be understood as 
objecting to the removal of purulent collections. While 
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needless, useless, and injnrioHS surgery required the finger of 
condemnation, tfue conservatism did not exclude prompt 
curative measures. Every surgical operation was, however, 
cliai acterized by more or less danger ; it was not justified 
if discomfort only was present. 

Gynecological abuses are not all found upon the plane of 
surgical procedures. Examination of girls and unmarried 
women was mentioned as too frequent and often unjustifiable. 
The imponderables in etiology should receive recognition ; 
hasty and immature reports should be avoided ; time, the 
prover of all things, should have opportunity ; in particular, 
censorship was recommended of the material presented for 
the volume of transactions. 

De. Wileiam H. Baker, of Boston, read a paper entitled 

OAKCER OF THE CERVIX Ul’ERI THE RESULTS OP TREATilEKT 

BY AJlPUrATIOX. 

The proportion of eases suitable for operation is small if 
comp.ired with the number in which symptomatic treatment 
only can be applied. The reader’s previous report, made 
in 18S2, covered five years, during which time he had seen 
forty-seven eases, and of these twelve only had been operable. 
In the seven subsequ'ent years he had seen but sixteen cases in 
whieli he could offer hope of relief by amputation. Of the 
cases reported in 1882, fifty per cent remained well at ihe 
end of ten to twelve years. In one case he had been obliged 
to reopen the cervix for the escape of menstrual blood. 

The second series comprised cases operated upon from 
January 26th, 1882, to the same date in 1889 — iii all sixteen 
cases. There had been in this series no death fi-om the ope- 
ration, and in ten of the cases no recurrence of the disease. 
One case was well at tlie end of eiglit years, two at the end 
of seven years, tliree at the end of six years, three at the end 
of three years, and one at the end of two years. Fifty-three 
and two-thirds per cent were at present well ; the remainder 
bad died from intercurrent diseases. 

The operation consisted in the removal of the diseased 
tissue with the sciosors or the scalpel, the application of 
the cautery, and healing by granulation. Previous removal 
by the scissors was preferable to entire cautei-y treatment, 
as sight and touch were not obscured as where the cautery 
was used for removal. To limit hemorrhage, pass a silver 
ligature through the lateral vaginal walls so as to include 
the uterine arteries. With an additional extra twist or 
two you eaa control the bleeding as you proceed. The ap- 
plication of the cautery is the most important part of the 
opemtion, and you cannot be too thorough in its use. By 
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this metliod not only the infravaginal but tlie supravaginal 
portion of the cervix, or even one-third or one-half of the 
body of the uterus, may be removed. Compared with vaginal 
hysterectomy, the operation of high amputation presents the 
-advantages of greater safety to life and longer freedom from 
recurrence. Even where the anterior or posterior vaginal 
wall is involved, the perforation of the peritoneal^ cavity or 
bladder increases the danger of the operation but little. Ex- 
tension of the operation laterally only slightly increases the 
dangei-. A slight secondary operation is often necessary. 
Yaginal hysterectomy shonld be reserved for cases of primary 
cancer of the corpus. 

To advance the curative treatment of cancer of the uterus, 
physicians should educate women that hemorrhage and leucor- 
rhea are not essential to the climacteric. If the physician does 
not understand the origin of these conditions he shonld be hon- 
est enough to say so, and he should not delay the removal of 
a portion of the cervix for microscopical examination in a 
doubtful case. It was desirable that the physician should 
have a well-grounded belief in the value of operative inter- 
ference. To this end patients should be kept under observa- 
tion after operation longer than had been generally thought 
necessary. Freedom from recurrence .for eighteen months 
or two years was of little value, except as indicating the mor- 
tality of the operation itself. 

Dr, John Byrne stated that high amputation could be as 
thoroughly done by means of a delicate eautei-y knife as by 
the scalpel or scissors, the subjacent tissues being at the same 
time subjected to this destructive agent, so destructive to can- 
cer itself. The diverging tenaculum was used to draw the 
cervix down ; a circular incision was made, oblique upward 
and inward. The loop of the cautery ecraseur was then ap- 
plied, and with two cells the cervix was slowly severed and 
lifted out. What remains of the cervical and uterine canal 
was then scraped and cauterized. Finally a dome-shaped cau- 
tery iustrument, heated to a cherry-red, was applied to the ex- 
cavation. While in accord with the principles of high ampu- 
tation as stated by the author of the paper, he preferred the 
■cautery and knife, which he had used for many years, to 
the scalpel and scissors. These cautery instruments were not 
oftener used, probably, because they could not be bought ; 
he was obliged to construct his own. The essential part of 
the operation was the final cauterization. Here it nuis of no 
use to apply the heated instrument to wet tissue. We did 
not want stewing of the parts ; a dry roast was required. 

Dr. T. a. Beamy, of Cincinnati, had been pleased with the 
statistics shown. There eonld be no doubt as to the disease 
p3 eseiitj the character of the tx'eatinentj or the i*esults reported. 
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We liad here sixty per cent of cui'es — a sliowing which conld 
not he surpassed by any record of total extirpation with 
which, he was acquainted. The number of the eases was no 
cause for objection. More conld be learned from such a 
record than from a report of one hundred, two hundred, or 
live hundred cases compiled in a liaphazard way. The 
speaker did not himself use the cautery in these cases, but, 
where the disease is restricted to the portio vaginalis, dis- 
sected it out with the scissors only, and closed the wound with 
silver wire, securing primary union, thus avoiding cicatricial 
disturbance — which is considered one of the exciting causes of 
cancer — while the deformity is less. No one could be sur- 
prised at the claims of the previous speaker who was fami- 
liar with his skill. He did not himself have skill in the use 
of the cautery, and found it difficult to get dry tissue. The 
immediate result of the cautery was an outflow of blood. 
Where the tissues were extensively involved he would, how- 
ever, in the future follow the scissors with the cautery in 
these eases. 

Dr Baker closed the discussion, referring to the fact that 
cervical cancer does not extend, as a rule, to the body, but 
laterally into the folds of the broad ligament. In total ex- 
tirpation this field of the disease was necessarily neglected. 
Further, with a sound corpus above we have a better chance 
to observe recurrence, cicatricial closure of the roof of the 
vagina obscuring the field. He would reserve total extirpa- 
tion tor sarcoma of the body, for primary cancer of the body, 
and for cases of extension to the body, the uterus being still 
movable. 

Dr. H. J. Garrigues, of New York, read a jiaper entitled 

THE BEST POSTURE IN THE DIFFERENT STAGES OF LABOR. 

It was generally conceded that dmlng the stage of dilata- 
tion the woman should stand, or sit, or walk ; she should not 
bring the abdominal muscles into use, should not bear down 
nor exhaust her strength. During the passage of the head 
through the pelvis the patient may assume the semi-recum- 
beut position upon the back. Protection of the perineum 
and enucleation of the head are facilitated by the left lateral 
decubitus ; exposure to cold is avoided, and the woman has 
the sense of being hid. The pillow between the knees, or 
support b}- the nurse, is, as a rule, unnecessary. During and 
after the expulsion of the placenta the patient should lie upon 
the back with the head low. 

Dr. a. F. a. King, of Washington, stated that rules for 
posture could not be applied in abnormal conditions. In the 
transverse position he had found the squatting posture of use, 
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the pressure of the thighs upon the abdomen being alone suf- 
vfieient to effect turning of the child. The hneeling posture, 
with the heels pressing into the sacro-sciatic foramina, fav- 
ored rotation of the head. 

Dr. "W. Gill 'Wylie, of New York, read a paper entitled 

lilRERFEOT DEYBLOYMENT AS A CAUSE OE UTERINE DISEASE. 

Laceration of the cervix is to be referred to imperfect de- 
velopment and disease of the cervix, rather than to the fact 
of labor. Mental development diverts force and tends to- 
dwarf the development of the generative organs. From 
twenty years’ study he was convinced that a surplus of phy- 
sical and nerve force is required by the growing girl during 
her development. If between the years of 11 and 16 the 
girl used up her strength in social or mental activities, the 
generative organs would fail to develop up to the normal,, 
and we should find leucorrhea, irregular and painful men- 
struation, an infantile and anteflexed uterus, and diseased fol- 
licles or the granular erosions formerly called ulcers of the 
womb. A woman may suffer from mal-development even 
when otherwise in good health, indicated by leucorrhea, drag- 
ging sensations, pressure on the anus, a pain in the left side, 
nervousness, depression and hysteria, etc. 

The results of imperfect development do not stop with 
leucorrhea and dysmenorrhea. Except in cases of early mar- 
riage, sterility is often added. Where pregnancy occurs we 
still have the diseased glands, the laceration which fails to 
heal, subinvolution, and displacements. With imperfect de- 
velopment of the ovaries we have sterility, rehex nervous dis- 
turbances, and conditions favorable to new growths. 

The author did not object to the education of women. 
There was, however, time for the development of the brain 
after the growth of the sexual organs. To develop the brain 
at their expense was a bad preparation for future life. He 
did not favor rest during menstruation. It ivas an abnormal 
condition, causing constipation and abnormal habits. If the 
general health ivere good, active exercise out of doors should 
be allowed. 

With the “ flashes ” of the menopause we find a hyper- 
esthetic endometrium similar to that of the dysmenorrhea of 
the young girl. To dilate, straighten, and drain gives relief 
in both classes of cases. 

Dr. Arthur W. Johnstone, of Cincinnati, had. in a papei‘ 
four yeai^ ago, stated that if there were no infantile uteri and 
no abortions there would be no lacerations of the cervix. 
There were two divisions of mal-development ; First, arrest 
of the cervix ; second, arrest of the body. The infantile cer- 
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vix gave rise to catarrh and lacerations, while the larger pro- 
portion of diseased ovaries and tubes were associated with the 
infantile body, which was unable to get rid of its periodic con- 
gestions He referred to a ease — a sufferer since puberty, 
and now developing an ovarian tumor which he referred to 
interference with Sevenson’s wave. 

Db. H. T. Byfobd, of Chicago, read a paper entitled 

THE TECHMQUE OF VAGINAL FIXATION OF THE STOJIP IN 
ABD05IINAL HYSTEEECTOIIY, 

reporting twenty cases, with one death. There are three 
methods of treatment for the stump : total extirpation, the 
intraperitoneal and tlie extraperitoneal method. Total extir- 
pation presented the ideal, but the end did not justify the 
means, as it unduly prolonged the operation. The intraperi- 
toneal method was objectionable from the character of the 
stump and the danger of secondary hemorrhage or slough if 
the ligature was too tight. Out of thirty eases A. Martin had 
had three deaths from anemia, two from intestinal paralysis, 
and one from hemorrhage. It was enough to say that 
this result was obtained in the hands of such a master. Ven- 
tral fixation produced unnatural traction, with danger of her- 
nia. Vaginal fixation, on the other hand, was entirely safe; 
it was a shorter procedure than total extirpation, and it left 
the cervix in a 'natiii'al location. The fact that the stump 
sloughs is no reasonable objection. 

His technique is as follows ; 

“ After ligating the broad ligaments, separating the bladder 
from the uterus, and placing the elastic ligature, guarded by 
pedicle pins, I have nothing to add except that I begin sepa- 
rating the peritoneum an inch above the attachment of the 
bladder. As to ligating the stump in three parts, I some- 
dimes do this and sometimes only ligate the outer thirds or quar- 
ters which contain the large vessels, and place the sutures qu 
the pared edges deep enough to act as efficient hemostatic 
agents. The latter procedure is sometimes an easier and 
quicker one in stumps that are dense and not unusually vas- 
■ cular in structure. The ends of the ligatures^ are all left 
about four inches long. I have not yet seen fit to neglect 
an efficient ligaturing of the stump, so as to depend entirely 
oh the clamp. The elastic ligature is removed and the va- 
gina perforated by hemostatic forceps pushed down between 
the thumb and cervix, as the stump is held in the palm of 
the left hand — a very easy maneuvre. I enlarge the vagi- 
nal rent by two short scissor snips laterally, two short ones 
diagonally, and a longer one forward in the median line 
mnder the slightly separated bladder. The longitudinal me- 
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dian cut bleeds less than a lateral one of ecpal length. The 
vaginal walls are held well np by forceps, so that there need, 
be no danger of wounding the bladder, nor of losing sight of 
any large Vaginal artery that might possibly be severed. The 
stnmp is then turned into the vagina and the long ends of 
the ligatures given to an assistant, who draws them out of the- 
vulva and holds them. Instead now of putting on the clamps, 
I leave that as the last step. The advantage of tliis is twos- 
fold : the peritoneal cavity is closed before I soil my hand 
by the vaginal manipulation, and the sewing of the perito- 
neum over the stnmp can be done nearer the surface than if 
it were held down rigidly by the clamps. I then put the- 
fingers of my left hand in the cul-de-sac of Douglas, and lift 
the cervix as high up toward the surface as possible, and sew 
the peritoneum from the bladder to the posterior wall of the; 
cervix. As this may become a very difficult procedure in^ 
fleshy patients, I will give tlie steps in detail : I grasp, with 
needle forceps, a short, straight needle, armed with fine cat- 
gut, pierce through the bladder and peritoneum near the left- 
stump, then through the peritoneum on the posterior surface 
of the cervix, and direct my assistant to tie a knot, which 
brings the bladder and peritoneum back over the stump ; 
this while I am keeping my left hand in place under the 
stump, holding the intestines out of the way. Then I piei-ce- 
the bladder peritoneum and cervical peritoneum again with 
my needle and place an uninterrupted suture across to the- 
other pedicle. The catgut is drawn tight and the two ends, 
tied before I remove ray left hand and liberate the intestines. 
It is surprising what a small wound is left. In case the pel- 
vis be deep I have the foot of the table raised for better- 
light and to help keep the abdominal contents out of the- 
way. The matter of keeping the operator’s left hand steadily 
in place during the suturing is important, as the hand of an 
assistant is more in the Avay in a deep pelvis, and must ma- 
nipulate the intestines more to keep them out of the field,. 
If there remain any oozing, an extra catgut suture is passed 
so as to check it. The peritoneal cavity can now usually 
be closed without^ drainage. The patient is then placed in 
the lithotomy position, the vagina opened by retractors, the- 
elamp slipped over .the stump, oozing from the anterior wall 
of the cervix checked by diluted Monsel’s solution, and the 
vagina loosely packed with iodoform. gauze, to be left for 
thi’ee days.^ At the end of the fourth day the vagina is gently 
irrigated with plain warm water, and after that twice a day- 
■\vith a one-per-cent carbolic solution.” . 
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Second Day — Afteknoon Session. 

Discussion of Dr. BaJcer^s jpaper {continued). 

Dk. Joseeh E. Jan vein, of Kew York, urged that iu sus- 
pected cancer examination of the cervix shonld include curet- 
ting and microscopical examination of the corporeal endo- 
metrium, which should be curetted. In many cases where 
apparently the cervix only was diseased, the lining of the 
body also would be found to be implicated. High am"putation 
had a sure footing, it could be made use of iu a limited field, 
but it remained still a question whether it was the best treat- 
ment in even this limited field, and it would probably be years 
before the statistics of this class of eases will be eliminated 
from the general statistics of vaginal hysterectomy. In the 
meantime he would continue to operate by total extirpation, 
trusting to the accumulation of statistics for maturer judg- 
ment. He had done twelve operations in five years, with ten 
recoveries. The only fair way to decide the question in 
regard to vaginal hysterectomy as an elective operation was 
to collect its statistics and to compare them with those of Drs. 
Baker, Byrne, and others. ^ 

De. Wylie referred to the fact that Dr. Sims had done high 
amputation, using chloride of zinc instead of the cautery, 
with good results. He had practised this method for sixteen 
' years, and had not taken kindly to hysterectomy, which he 
had commenced to practise five years ago. He had done this 
operation now in thirty-five cases, with one death — a ease in 
which chronic Bright’s disease developed acute Bright’s after 
the operation. He did not now regard the operation as more 
dangerous than high amputation. The onl}'' adverse argu- 
ment worth considering was the fact that in avoiding the 
ureters you were apt to neglect the removal of lateral exten- 
sions of the growth. The cauteiy or the chloride of zinc 
could be used afterward, if desired. He now prefeiTed the 
radical operation on general surgical principles. In cancer 
01 the breast we remove not only the whole breast but also 
all glands likely to be involved. Recurrence should be more 
likely in the scarred uterus than where the whole organ had 
been removed. Dr. Baker had admitted that the oj)ening of 
the peritoneum added but little to the gravity of the opera- 
tion. It was a difficult matter, too, to decide whether or not 
the body was or was not involved. 

It was his practice to etherize and to scrape away necrosed 
tissue, doing almost as complete an operation as high ampu- 
tation before extirpation, which was done two weeks later, 
he thought with far less danger of infection than where the 
Avhole was removed by one operation. It was his piuetice to 
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tampon the vagina in three sections. He passed one strip of 
gauze so as to" prevent contact of the peritoneum with the 
sloughing wound. A second strip was placed midway,- and a 
third strip just within the vulva. The latter was changed 
daily, the middle strip was left several days in place, while 
the first was only removed at the end of a week. 

Dr. Byfokd had done total extirpation twenty-five times, 
with one death from delirium tremens. He did not scrape 
before the operation! He had had the uterus go to pieces 
under his fingers, had had the pelvis washed with septic 
matter, and yet his patients got well. 

Dr. T. a. Ewmet preferred amputation. Dragging the 
uterus down will render this as well as other operations, al- 
most bloodless, steady traction putting the arteries on the 
stretch. He did not use either the cautery or caustics, but, 
after removing the diseased tissue with the scissors, sewed 
vaginal mucous membrane over the stump, leaving no surface 
to heal by granulation. His results had been satisfactory : 
he thought that with the scissors he could remove as much 
tissue as can be got out without puncturing the peritoneum. 
He had, however, no objection to extirpation. For sarcoma 
it certainly should be done. His longest case witliout recur- 
rence had been fourteen years. An absence of recurrence 
for four or five years was not uncommon. He thought that 
the results were no better, nor perhaps as good, where the 
whole uterus was removed. 

Dr. Baker closed the discussion. He agreed with Dr. 
Janvrin that where the body was deeply involved hysterec- 
tomy should be done. He had done eight hysterectomies, 
with eight recoveries. There had, therefore, been no added 
mortality in these cases. On the other hand, he agreed with 
Dr. Emmet that almost the whole uterus could be removed 
by high amputation, and he thought that statistics would be 
found, on the whole, in favor of this operation. 

Dr. Horace T. Harks, of Hew York, read a paper entitled 

THE AVOIDANCE OF MURAL ABSCESSES, SINUSES, AND VENTRAL 
HERNIA AFTER LAFARATOMY. 

Avoid sepsis. Shave the pubes twelve hours before opera- 
tion. Apply an antiseptic dressing to the skin of the abdo- 
men before the operation. Make a clean-cut wound. Avoid 
undue pressure from retractors. Do not use germicides too 
hot or too strong. Avoid unnecessary needle punctures. Do 
not tie the deeper sutures too tightly. Change the dressino- 
on the second day. Do not use a drainage tube unless nece^ 
sary ; draw it up one-third at the end of twenty hours and 
remove it on the third day unless there is a purulent dis- 
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charge. Leave one loose suture in the track of the tube, to- 
he tied on its removal. Before cutting sutures apply an anti- 
septic dressing, being careful not to introduce septic material 
by their removal. The author had seen five cases of ventral 
hernia in three months, the operations having been done by 
four dift’erent surgeons, one only being his own. The cause 
was giving-way of the fascial planes. The layers of the ab- 
dominal wall should be sej)arately brought into apposition. 

Dk. T. a. Ewwet used wire sutures, shouldered and twisted, 
in preference to silk or catgut. "With the silk suture the wall 
doubled on itself, and union was obtained between the peri- 
toneum and the skin. This was the commonest cause of 
hernia. 

De. Byfoed had had some little trouble with mural ab- 
scess. He did not think that either this or ventral hernia 
could be altogether avoided. One cause not mentioned was 
dead material in the wound, such as bruised tissue and buried 
sutures. It was desirable to cut awa}" all injured fat ; and as 
to buried sutures, he had abandoned them. He considered 
the silkworm suture better than any other. He brought the 
parts together by a circular insertion of the sutures, the nee- 
dle passing upward and downward, then inward and outward, 
so that the largest amount of included tissue was from the 
middle layer or the abdominal wall, and the greatest pres- 
sure was upon this part. 

De. Wylie had taken up the question of ventral hernia, 
after l-aparatomy six or eight years ago. It occurred more 
frequently after the removal of small tumors than after those 
of larger size. In the former case the cut fascia was more 
apt to retract, and the apposition of homologues was more 
apt to be defective. The fascia should be separately united. 
If the muscular fascia is secured you will have no hernia; if 
not, you may have hernia, no matter what variety of suture is 
used. 

He. Chadwick suggested that it might be better to avoid 
the linea alba altogetiier, and to make the incision through 
the rectus muscle, where we could find tissues which were 
ready to unite. He did not think that wire gave any better 
apposition than other varieties of suture. He used the silk- 
worm gut. 

He. Haxks closed the discussion. The proportion of ven- 
tral hernia after laparatoiny was, in Hew York City, he 
thought one to ten. There was something wrong. It was a 
serious matter to remove a cyst which had occasioned but a 
few symptoms, and to replace it by such a disability. 

He. T. a. Reawy, of Cincinnati, read a paper entitled 
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SOME CLINICAL TESTIMONY AS TO THE RESULTS OF REJtOYAL OF 
THE UTERINE APPENDAGES. 

Tlie report included one liundred. and sixty-fonr cases 
operated upon from 1885 to 1889. Pus was found only 
seventeen times. In tliree cases, after tlie removal of one 
ovary tlie women liad borne children. As a rale, after the 
removal of both ovaries menstruation ceased. The effect 
was to diminish sexual desire in the majority and to increase 
it in a small proportion of cases. The author infers that the ■ 
ovaries bear an important relation to menstruation y that pre- 
cipitation of the menopause by their removal has an effect 
analogous to that of the normal menopause upon sexual appe- 
tite ; that gonorrhea has a smaller causative influence in the 
production of pelvic disease than is generally ascribed to it ; 
that while operation is satisfactory in properly selected cases, 
it is useless in the neurotic class, and that many other eases 
•can be as much relieved by conservative treatment. 

Dr. Joseph Taber Johnson did not favor the removal of 
•a single ovary. As a rule, asecond operation was subsequently 
required. He referred to two eases in his own experience 
where the patients had returned at the end of a year and de- 
manded the second operation. He had had a high degree of 
satisfaction from operations in eases of small bleeding fibroids. 
In every operation he had arrested the hemorrhage and the 
growth. Operations for nervous troubles were the least 
satisfactory. It was his practice to give such cases the widest 
kind of a berth, although he knew of cases in which opera- 
tion had given brilliant results. The presence of pus was an 
undoubted indication. His experience in regard to the effect 
upon menstruation had been the same as that of Dr. Kearny, 
irregular bloody discharge being traceable to a uterine poly- 
pus or other condition. As to the question of unsexing the 
individual, he thought that this had already been done before 
the surgeon ariived. The surgeon only removed organs dis- 
eased, painful, and of no use. 

Dr. VV^ylie stated that Dr. Kearny’s results in hystero- 
epilepsy had been better than his own ; his results in checking- 
menstruation had also been better. His operations amounted 
to four hundred. For the control of menstruation the re- 
moval of the whole of the ovarian tissue was of more impor- 
tance than the removal of the whole of the tube. Where 
menstruation had recurred he had operated the second and 
the third time, and had found ovarian tissue in the stump after 
he had thought that the whole had been i-emoved. The 
authors proportion of purulent cases was low. Seventy-five 
per cent of his own cases had presented pus or a pyogenic 
membrane with occlusion of the tubes. 

78 
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Dk. S. C. Gordon, of Portland, Me., referred to the fact 
that while Mr. Tait six years ago had dismissed the subject 
of neurotic cases, stating that he never touched them, during 
the past year he had operated upon such cases with good re- 
sults. Even where we could not demonstrate disease by bi- 
manual examination, operation was justified by menstrual 
exacerbations in this class of cases. 

Dr. Coe referred to laparatomy for pain and hemoi’rhage. 
He had been interested in Dr. Paldy’s statement in regard to 
the return of these cases in Philadelphia. The same thing 
was true of New York, most of the operations having been 
done for adherent tubes and ovaries and pyo-salpinx. The 
extent of the wounded surface makes secondary adhesions in 
these cases almost inevitable. While persistent menstruation 
was perhaps rare, persistent and even excessive hemorrhage 
is not infrequent. 

Dr. Reamv closed the discussion. In operating for bleed- 
ing fibroids he excluded tumors above the level of the umbili- 
cus. In regard to the partial operation, he thought the ex- 
tinction of a physiological capacity not a small matter, and 
that the possibility of maternity in even the sickly woman 
added to the sum of her liappiness. The hemorrhages after 
operation could be referred, as Dr. Johnson had said, to poly- 
pi or other causes. He did not find such hemorrhages retain- 
ing the physiological cliai-acters of menstruation. 

Dr. R. B. Maury, of Memphis, read a paper entitled 

INDICATIONS FOR LAPARATOAIY IN PUERPERAL PELVIC 
INFLAiniATIONS. 

He reported a case of puerperal sepsis, coming on after the 
repeated insertion of the hand into the uterine cavity, where 
with offensive lochia, temperature rising to 103-J° and a pulse 
of 140, he had had a tumor extending from the groin to the 
level of the umbilicus. He had made a median incision and 
cleaned out a cavity containing fecal pus. For ten days there 
had been a fecal discharge from the wound, but healing was 
accomplished at the end of five weeks, and at the end of three 
months only a small area of cicatricial induration showed the 
site of the inflammatory products. Operation was indicated 
in local suppurative peritonitis. In general septic peritonitis 
his own experience had been discouraging. 

Dr. Skene had had no experience with laparatomy for post- 
partum septic conditions. Where we have a local inflamma- 
tion and collection of pus, it was undoubtedly indicated. As 
had been stated, the subject was rather new, but one more 
than well worthy of consideration. 

Dr. Wylie recommended washing out of the uterine cavity 
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to prevent the necessity for laparatomy in these eases. Where 
we cannot prevent the entrance of poison into the surround- 
ing tissue and veins, the indications were to search out and 
open phlegmons within the pei’itoneum as well as outside of 
it. In a recent case exhibiting sepsis soon after labor, phlebi- 
tis had been present, running down the right leg. The tem- 
perature was 101° and the leg much swollen. He had cut 
down upon the aSected veins and liberated pus, had opened 
the abdomen and pushed up the peritoneum covering- the 
broad ligament, giving egress to a grumous fluid, and hadlefta 
drainage tube in the wound. The temperature had fallen and 
the swelling of the leg had subsided. In his only case of 
operation for acute general septic peritonitis after labor, the 
patient had died. As a rule, cases suitable for laparatomy 
were hopeless when first seen. 

Dr. G-aeeigues had done laparatomy in thirteen cases of 
general peritonitis, with seven recoveries. In one ease of 
general puerperal peritonitis he had had a fatal result. In 
his own practice strict antiseptic precautions prevented the 
development of such cases. 

Dr. 0. C. Lee, of Hew York, considered the paper under 
discussion a valuable landmark. He referred to two cases 
of local suppurative trouble in which he had operated, with 
recovery; the appendages were not removed . Kapid blunting 
of the nerve centres to pain was marked in these cases. In 
true septic peritonitis it was useless to open the abdomen. 
"With absence of general septicemic symptoms, however, we 
might expect a good result. 

Dr. Hanks considered the subject one of vast importance. 
"Where we have retained placenta we should remove it. 
"Where we have a localized peritonitis with a collection of 
pus, we should, as Dr. Maury had said, cut down and liberate 
it. As to general peritonitis, he tliought that where the pa- 
tient was "going to die any way, experimentation was justifi- 
able, at least on the part of the younger men. "With early 
interference he hoped that the next five years would Show an 
advance in the treatment of even this class of cases. 

Dr. Skene had understood that the discussion referred to 
acute septic peritonitis. "With circumscribed peritonitis, the 
pus being in all probability walled in, laparatomy was not only 
justified but loudly called for. 

Dr. a. F. Currier, of Hew York, read a paper entitled 

A STUDY OF THE REPRODUCTIVE FUNCTIONS IN AMERICAN INDIAN 

WOMEN. 

Reports were submitted from twenty-eight Indian agencies 
and army posts, ' Puberty was, among the Southern tribes, 
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established in from twelve to thirteen years ; among the 
ITorthern tribes as late as the seventeenth year. Menstrua- 
tion lasted for from two to six days, and among the civilized 
Indians pain was not infretpient. The menopause occurred 
abruptly or required several years for its establishment, as 
among our own women ; it rarely gave rise to any trouble. 
Polygamy was common, and virtue and chastity ignored. In- 
fanticide and criminal abortion were not infrequent. 

Spontaneous abortion rarely occurred. Parturition was 
easy, the kneeling posture being the favorite position. Deliv- 
ery was in the open air, as a rule, and the woman’s nsual 
duties were not long interrupted. Puerperal disease was un- 
known, and malignant disease rare. There seemed to be the 
same amount of the minor pelvic diseases as among white 
women ; venereal disease was common ; excessive menstrua- 
tion was practically unknown. Conception was frequent, but 
abolition aud the excessive infantile mortality render families 
small. 


Third Day — Morning Session, 

A paper by Professor Winckel, of Muenehen, Germany, 
entitled 

TREATMENT OF EXTRA-UTERINE PREGNANCY BY MORPHINE, 

was read by Dr. Eeeve. 

His experience taught him that it was not necessary to do 
laparatomy during the first few months of extra-uterine preg- 
nancy, that the injection of morphia into the amnio tic sac 
was easier and better. Both ovaries and tubes remained 
afterward, and even the contents of the tube might afterward 
become absorbed, so that the organ could perform its func- 
tion. If the patient complained afterward of pain, lapara- 
tomy could then be performed. In the last nine months two 
cases had been cured by morphine injections into the anmi- 
otic sac. The patients had no pains nor aches afterward, one 
injection only was made, the tumor became smaller. This 
method especially recommended itself to the general practi- 
tioner unaccustomed to performing laparatomy. “ More than 
one road leads to Pome.” 

Drs. Peeve, Pry, aud Peamy expressed a preference for 
electricity where laparatomy was not to be resorted to. With 
Dr. Parvin, they regarded the testimony of Prof. Winckel in 
favor of morphine injections as worthy of the most serious 
consideration. 

Dr, Cornelius Pollock, of Cheraw, S. C., read a paper 
entitled 
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PRIMARY OPERATION EOR LACERATED CERVIX ETERI. 

Three cases were reported: Case I., 27 years of age, two 
children and one miscarriage, general health good. Labor 
commenced at 10:80 a.m., October 19th, 1890. Thirty min- 
utes later a child was delivered weighing eleven and a half 
pounds, the head unduly ossified. There was copious post-' 
partum hemorrhage, and the author had been called as con- 
sultant. He had found the woman pulseless at the wrist, and 
examination had revealed the cervix lacerated to the vaginal 
junction. A quart of a hot solution of alum was injected 
against the cervix, the patient was placed in the left lateral 
position, and five silver-wire sutures brought the parts to- 
gether and cheeked the hemorrhage. Operation was followed 
with a bichloride douche, 1 to 3,000. The sutures were re- 
moved upon the twelfth day. Union was peiLeet. 

Case II., 18 years, strong, muscular, general health 
good. The author was called for post-partum hemorrhage, 
referred to excessive rigidity of the os. The cervix was 
found bilaterally lacerated, upon the ri^it side to the vaginal 
junction, not so high upon tlie left. Five sutures were in- 
serted upon the right side, four upon the left. The sutures 
were removed upon the tenth day. In this case it was neces- 
sary to bring the uterus down a little. This was accomplished 
by gentle pressure above the symphysis and the aid of the 
dressing forceps. 

Case hi., primipara, married seven years, menstruation pain- 
ful, opium habit established to the extent of the consumption 
of twelve to fifteen grains per day. The os was found dilated 
to the size of a twenty-five-cent piece. ' Labor was completed 
in three hours; hemorrhage followed. In this ease a rent 
extended upward and backward two inches, and the circular 
artery was ruptured. The artery was twisted and seven 
sutures inserted. These were removed upon the twelfth day. 
Hecovery was perfect. It has been said that immediate 
sutures loosen and cannot be depended upon. Loosening of 
the sutures may also occur in the case of the secondary opera- 
tion. In Cesarean section, too. we have uterine sutures passed 
through tissues in a high state of congestion, but this fact is 
not reckoned as an element of failure. The primary operation 
presents a number of advantages over the secondary opera- 
tion, where cicatricial tissue must be removed, coaptation is 
difiicult and healing slow. Primary operation upon the peri- 
neum is accepted, and yet is open to the Same objections as 
primary operation upon the cervix. 

Hr. T, a. Ejimet would not do a primai*y operation, except 
for hemorrhage. There was a certain amount of danger from 
infection, local peritonitis, and cellulitis, while if the parts were 
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kept clean ISTature would in many cases repair the wound 
better than any man. The conditions at the outlet were dif- 
ferent: there was retraction of the pelvic fascia, depriving the 
blood vessels of support. "While immediate repair ot the 
perineum was indicated, he would let the cervix alone for 
.fear of doing more harm than good. 

De. Coe referred to the fact that where Ave had rupture of 
the circular artery the tear had extended so deeply as to con- 
stitute a subperitoneal rupture of the uterus. We had a con- 
tused wound to deal with, and one bathed by an acrid fluid. 
Immediate sutm-e was open to grave objections. We have 
not only the cervical tissues but the subperitoneal space 
opened, and there was danger of shutting up septic discharges 
in the base of the broad ligament. A large lump of ice to 
the cervix and counterpressure would often stop the hemor- 
rhage in these eases. 

De. Ejimet stated that hemorrhage in many cases could be 
controlled by pulling the cervix down, witliout sutures. 

De. Dudley til ought that if the general practitioner learned 
to discriminate the ease which did require suturing from the 
one that did not, primary closure of the cervix would to a 
considerable degree lessen the work of the specialist. By 
immediate anion we avoided the cutting away of tissue and 
consequent deformity. Not only blood vessels but lymphatics 
were opened. Immediate repair should prevent the dangers of 
absorption. The possibility of infection from without should 
not weigh as an objection, as the surgeon’s hands are supposed 
to be clean. 

De. Kollock closed the discussion. He thought that the 
after-effects of cervical laceration, in the production of subin- 
volution and sterility, Avere sufficiently serious to Avarrant the 
operation which he advocated in all cases Avhere the tear was 
large. 

De. Eugene Gehkung, of St. Louis, read a paper entitled 

PKEVENTIVE OE CONSEKVATIVE TEEATMENT OP PELVIC TU3IOES. 

The author stated as a principle that Avhere there Avas great 
resistance to development thei’e was proportionately greater 
energy of growth; that with diminution of resistance the 
energy of growth diminished, and that with entire absence of 
resistance growth often became stationary. Small myomata 
were often stationary, increasing rapidly in size Avitn com- 
pression, irritation, and interference with the circulation. 
Ovarian growths, as a rule, date from displacements or stran- 
gulation by adhesions. He referred to a case where he had 
had a displaced ovary the size of a hen’s egg ; had replaced it, 
and in two or three months the enlargement had disappeared. 
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In another ease he had had a fibroid tumor filling the pelvis, 
with a retroflexed, incarcerated uterus. He had replaced the. 
uterus, and the tumor floating among the intestines hadgiven 
no further trouble, seeming to lose its vitality of growth. 

Dn. W. E. Eokd, of Utica, N. Y., thought the paper most' 
valuable. The avoidance of minor topics in favor of abdomi- 
nal surgery had a bad general effect. He was very much op- 
posed to operations by incompetent men. It had been his 
misfortune to hear of as many as one death a weeh from this 
cause, especially during the past year. 

Du. Corkier agreed, in the main, with Hr. Gehrung and 
Dr. Ford. If, however, Dr. Gehrung included in his conser- 
vative treatment the rupture of adhesions, he could state that 
manipulations for this purpose, from either the vagina or rec- 
tum, were not without serious danger. In his experience ad- 
hesions were either unimportant or impossible to relieve by 
the described treatment. To be ultra-conservative did often 
more damage than to open the abdomen and find out what 
the conditions were. 

Dr. Gehrung closed the discussion. He did not include 
all cases. He did believe, however, that the larger propor- 
tion of diseases of the ovaries and tubes may be treated on 
the conservative plan, and that, if supported so as to be free 
from pressure, many tumors would talce care of themselves. 

Dr. Edward Keynolds, of Boston, read a paper entitled 

^ ' mechanics of laceration of the perineum, 

his conclusions being drawn from one thousand deliveries 
during five years. His view is that, when the head is forced 
through the pelvis with a degree of speed which is too great 
for the elasticity of the vagina, and consequently produces 
an intravaginal tear, the point of separation is likely to be 
that at which the strong lateral portions of the superior fas- 
cia are attached to the lateral edges of the vagina ; this 
union of three bands of different tensile strength determin- 
ing the situation of the two longitudinal rents. The crescen- 
tic transverse tear which unites the lower extremities of the 
longitudinal lacerations is accounted for in the following 
manner : Owing to the obliquity between the superior layer 
of the pelvic support and the axis of the vagina, the posterior 
edge of the vaginal opening in this fascia is carried down- 
ward and forvyard as the head traverses the curved pelvic 
canal, while its anterior edge is raised and compressed 
■against the pubes, so that the posterior half of the fascia is 
put upon the stretch, while its anterior portion is relaxed. 
The action of this upper layer as a whole may be summarized 
as that of its posterior portion, which resists the downward 
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and forward motion of the perineal body and fourchette, 
TJie inferior layer is strengthened in its anterior part hy the 
superficial fascia, which is stated hy Savage to he a somewhat 
firm, fibrous sheet, which is especially strong where it is re- 
flected from the transverse muscles. The posterior half is 
composed of little but sldn, sphincter ani muscle, and peri- 
rectal fat ; so that the action of this lower layer is essentially 
but little modified from that of its anterior half. The efii- 
cient posterior half of the superior fascia is joined to the effi- 
cient anterior half of the superficial layer only by the small 
amount of indifierent connective tissue which binds them to- 
gether in the perineal body. This attachment furnishes a 
weak line of cleavage which runs ti'ansversely between the 
inferior ends of tlie longitudinal tear. When such a separa- 
tion has occurred, the edge of the superior fascia retracts and 
is no longer of importance. The head is then restrained only 
by a thin hood of superficial tissues, which parts along the 
median line in accordance with the classical explanation given 
hy Savage. Those tears in which the transverse element is 
most strongly marked have seemed to me to follow prolonged 
second stages ; those in which the longitudinal element is 
most developed have been generally the result of very rapid 
labors ^vith powerful expulsive forces. I have had prepared 
a number of large diagrams, illustrating the lines in which 
the mechanical action of the various layers comes into play, 
and a set of diagrammatic views of the more common varie- 
ties of laceration, which were drawn from life, some of which 
exhibit well the form of laceration which, after the muscular 
retraction of the tissues sets in, hears an extremely close re- 
semblance to the classical longitudinal laceration in the me- 
dian line — which last tear I have of late years failed to find.- 

Dr. Clement Cleveland read a paper entitled 

LAPARAToirr IN trendelenburg’s posture, 

with exhibition of a new operating table. 

In this posture the weight of the body is supported by the 
shoulders, the abdominal muscles are relaxed, and the intes- 
tines drop toward the diaphragm, leaving the whole field in 
view. Chloroform is the safest anestheuc. His table was 
almost entirely of iron and was adapted for ordinary office- 
purposes as well as for operative use. 

Dr. Goodell had recently seen operations in this position 
in Berlin ; he had been struck with the advantages of the 
posture. He thought that ether ought not to be used, as it 
tends to congest the brain, which is already, in this position, 
low. Chloroform was to be preferred. The posture was espe- 
cially applicable to cases of adherent tubes and ovaries. Hop 
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large tumors he irould prefer the ordinary position upon the 
bami. 

De. Sutton had since May possessed an Edebohls table. 
He used chlorotorm exclusively. 

Dk. Edebohls had recognized the advantages of elevating' 
the pelvis, and had used tlie posture since 1889, adding^ va- 
rious devices to his old operating table, having modified 
Trendelenburg’s laparatoiny table during the past yea,!’. 

Dk. Cleveland did not mean to give the impression that 
the posture was used in all laparatomies. He preferred to- 
irrigate, too, in the horizontal position. 

JDr. George Keith, of jBrooldyn, read a paper entitled 

THE ELECTRICAL TREATSIENT OF UTERINE FIBROIDS IN ENGLAND.. 

The treatment of fibroid tumors of the uterus comprises 
treatment by electricity, hysterectomy, and the removal of the. 
ovaries. Electricity is capable of bringing about cure in the- 
vast majority of eases. Treatment requires about three, 
months. The mechanism of cure is by reduction of the ar- 
terial blood supply and starvation of the tumor. 'Where pain 
and hemorrhage are prominent, the positive pole is placed 
inside of the uterus ; wliere size is the main indication, the 
negative pole is applied internally. The frequency of appli- 
cations varies between every second day to once a week. The 
current strength is that which can be borne without discom- 
fort, being, as a rule, ten to fifteen milliamperes. The dura- 
tion of the application is from five to ten minutes, and the 
average number of applications thirty. Ultimate results are 
not obtained until three months after the cessation of treat- 
ment. 

Ur. Ford had during the past year followed up cases treated 
during the past six or seven years, and had found that a large 
number of small fibroids had been cured. Very large tumors, 
extending above the umbilicus and touching the ribs, diminish, 
in size and do not regrow. In these very large tumors gal- 
vanism promises more than hysterectomy. In one case, mea- 
suring fifty-seven inches in circumference, he had had reces- 
sion of twelve to fourteen inches, and the woman was able to 
earn her living as a housemaid. She went to Hew 'Torlc, was 
operated upon, and died. Smaller fibroids which can be 
safely removed by hysterectomy can be still more safely 
treated by galvanism. He bad bis patients in a hospital and 
made his applications every three or fom- days. He wanted 
to repeat a statement made last year. The electrolysis in 
these cases demands volume rather than tension in the cur- 
rent. 

Ur. Sutton stated that hysterectomy was, as a rule, more 
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often successful in tlie cases of large tumor than where the 
tumor was small. The large tumor gave a large, satisfactory 
pedicle ; it was impossible to get a good pedicle without a 
large uterus. As to treatment % electricity, he doubted the 
cures ; he had seen tumors, too, containing pus and myxoma- 
tous fluid, where electricity must do harm. 

Dr. Baker wanted to put upon record that electricity had 
been a success, not a failure, in his hands. It had given 
satisfactory results in nineteen out of twenty eases ; in the 
twentieth, hysterectomy would be required. 

Dr. Dudley referred to Di-. Apostoli, wlio does not use 
electricity for flbro-cysts, but sends these at once to the sur- 
geon. He does not claim cures, either, in the sense of disap- 
pearance of the tumor, but in the sense of relieving symptoms 
and making the patient comfortable. In a ease where the 
tumor was so large as to press the ribs out of shape and where 
hemorrhage threatened life, the patient had been treated 
four years ago, had been relieved, and this summer had pre- 
sented hersmf only for a slight return of pain. He would 
say that the man who tries to knock Dr. Apostoli down has a 
difficult thing to do ; he is an expert in diagnosis as well as 
in his treatment of these cases. 

Dr. Skene stated that the death rate from hysterectomy 
for fibroids was, in Hew York and Brooklyn, greater than that 
from all other modes of treatment combined. 

Dr. Keith closed the discussion. He thought that Dr. 
Sutton’s criticism on the electrical treatment was unfair. 

Dr. Henry D. Dry read a paper entitled 

DIABETES 3IELLITUS GRAVIDARUM. 

All nursing and lying-in women present glycosuria. Phy- 
siological diabetes is not, howevei*, to be confounded with 
diabetes gravidarum. Judging by literature, this condition is 
rare. It is probably not so uncommon as unrecognized. It 
is a good rule to suspect diabetes where we have death of the 
fetus without apparent cause, Ti'ouble with vision in several 
reported cases led to the diagnosis. The death of the fetus 
generally occurs in the seventh month, although delivery may 
not take place for one or two months later. 

Mild cases of diabetes assume an acute form, and acute 
cases proceed rapidly to a fatal termination. The obstetrical 
treatment consists in the production of premature labor. In 
the milder types interference may not be required. In the 
more serious cases the mother emaciates rapidly, and labor 
should be induced at the earliest period of viability. 
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TRANSACTIONS OP THE FOURTH ANNUAL 
MEETING OP THE AMERICAN ASSO- 
CIATION OF OBSTETRICIANS 
AND GYNECOLOGISTS. 


Held in New Yoek City, Septembee 17th, 18th, and 
IQth, 1S91, AT -THE Academy of Medicine. 


(Al/siraci.) 


Fiest Day — Moening Session. 

TAe President, De. A. H. Weight, of Toronto, in the Chair, 

An address of welcome was delivered by De. Robbet T. 
Moeeis, of New York, and the response was made by De. 
•G-eoege H. Rohe, Vice-President, of Baltimore. 

De. Ahg. P. Olaeke, of Cambridge, Mass., read an es- 
say on 

POST-PAETUM HEMOEEHAGE — ITS ETIOLOGY AND MANAGEMENT. 

After an exhaustive and scholarly review of the conditions 
leading to post-partum bleeding, including uterine atony and 
hour-glass contraction, disproportionate growth of the uterine 
vessels, ectasis of the funtlal vessels, uterine edema, placental 
abnormalities, iibroraa or other morbid growths, lacerations 
of uterus, vagina, or vulva, etc., he discussed the treatment. 
Anesthesia is of incalculable benefit in lessening many of the 
dangers incident to parturition, being particulax'ly useful in 
cases of uterine inertia dependent on the exhaustion of the 
system generally. In cases of advanced or serious renal af- 
fections, chloroform may be the safer of the two anesthetics. 
Pressure or support over the fundal uterine segment as the 
child recedes from it will aid in keeping up continuous or 
regular uterine contraction, and thus lessen the risks of the 
occurrence of severe hemorrhages. The administration of 
ergotin or ergotinin will assist in re-establishing normal 
contraction. Wlien used hypodermically its physiological 
and therapeutical action is often speedily and permanently 
manifested. It is in the milder class of cases that its use will 
be of the mo,st material service. In cases in which hemor- 
rhage is profuse intra-uterine injections will be of great 
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advantage. In 'women of full or pletlioric habit cold water 
may be employed ; in those who suffer from nervous affec- 
tions water from 115° F. to 125° F. is to be preferred. 
Doubtless when hemorrhage is arrested by hot water it is 
owing to the formation of thrombi more or less extended 
into the vascular tissues. The employment of cold has a re- 
flex action — it gives a toning effect to all the tissues, it facili- 
tates the constriction of the muscular coat of the dilated 
vessels. Caffeine used hypodennically is of benefit. The ap- 
plication of some form of electricity will aid in some measure 
in promoting contraction of the uterine muscular fibres. 
In cases in which hemorrhage is anticipated, the early ad- 
ministration of quinine may in large measure serve to keep 
the hemorrhage under control. The occurrence of certain 
pains may lead us to anticipate post-partum hemorrhage. If 
the pains are acute and brisk, with abrupt endings, and fol- 
lowed by unusually long pauses, we may infer that there is a 
deficiency of nerve force. This may result in atony of the 
muscular structures and in failure to effect constriction of the 
uterus and closure of the utero-placental vessels. In cases in 
which hemorrhage proceeds from the lower section of the 
uterus or from the upper portion of the cervix, the ajiplica- 
tion of iodoform wool and gauze and of styptics or of iodine 
will be of service. The author has great confidence in the 
employment of nitrite of amyl ; it is an arterial and cardiac 
stimulant of the most extraordinary power. The employ- 
ment of intravenous injections, and the dangers attending 
their use, are matters for determination in each individual 
case. The employment of alcoholic saline intravenous injec- 
tions for their dynamic or tension effect will be most benefi- 
cial. The author’s later experience favors the adoption of 
the method of hypodermic injection or transfusion of spiri- 
tuous saline solutions. This method is more convenient, is: 
safer, and is more likely to be followed with favorable results. 
Other methods for controlling hemorrhage and for prevent- 
ing collapse are referred to. Compression of the abdominal 
aorta should sometimes be tried. This may, in some measure, 
enable the medical attendant to get control over the hemor- 
rhage when all other means have failed. This procedure has 
been approved by such great authorities as Barnes, Churchill, 
and Simpson. 

Dr. Robert T. IMorris, of Hew York, read a paper on 

A NEW METHOD OF PALPATING THE KIDNEY, 

Dr. 'W'. J, Asdale, of Pittsburg, read a paper on 

REMOVAL OF THE KIDNEY IN DISEASE, WITH OASES. 

Before reliable conclusions and methods can be estab- 
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lislied, and tliis most formidable surgical procedure can be 
made safe, if ever, a familiar acquaintance with all that has 
been done in the sphere of renal surgery must be secimed 
and the details of a considerable number of cases must be 
carefully studied, that questions of both physiological and 
pathological import may be determined. Any contribution, 
although stating no new facts, may be of present value by 
corroboration and emphasis of points previously taken. 

The following points were accentuated by the -histories of 
a number of cases and operations : 

First, in respect to the symptomatology of malignant dis- 
ease. It is often insidious in its attack ; pain may be absent 
or insignificant in amount. Early copious hemorrhages, with- 
out any marked previous manifestations of concern, are most 
suggestive of structural change of malign character. 

Second, in regard to method of operation. The choice 
will be governed not more by preference than by necessity. 
We are reminded, however, of the facility of approach by 
-the lateral abdominal method of incision, and of the ease 
with which large solid growths may be taken from the renal 
■site. Again, in all cases it is of primal importance to pos- 
sess the advantage of direct palpation of the other kidney 
before nephrectomy ; this maneuvre the operation by primary 
anterior incision makes easy. 

The antero-lateral incision provides the minimum of injury 
to the peritoneum and the strongest assurance that soiling of 
the peritoneal surfaces will be avoided. Drainage, the im- 
portance of which cannot be overestimated, can be most 
efficiently applied after the lateral abdominal operation. 
Shock, even to the aged and feeble, does not of necessity 
inure to forbid a carefully conducted operation for removal 
of the kidney. Finally, the importance of ’early diagnosis 
and the futility of late operations, in malignant disease espe- 
cially, are clear. 

Dk. a. Yandek Yebe, of Albany. — We owe Dr. Asdale 
our thanks and gratitude for his thorough and candid manner 
of reporting his cases ; there was a fatality pi’esent that no 
operator can avoid — that is, an advanced condition of disease. 
Malignant disease of itself is always a dangerous condition 
for us to attack, and when advanced, as in these two cases, 
we have heavy odds against us. The consensus of opinion is 
that chloroform is the safest anesthetic to use in surgical kid- 
ney. In malignant disease let us operate early— as early as 
possible. 

Db. C. a. L. Keed, of Cincinnati. — The question of the 
treatment of the pedicle in nephrectomy will remain a sei'i- 
ous one as long as we have kidneys to remove. We all 
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recognize the treacherous friability of the renal vein. To' 
avoid the unhappy and almost necessarily fatal accident of 
cutting it by a tight ligature, he had put around this vessel 
the protecting influence of its neighboring structures, and 
had ligated the pedicle in one mass. He endeavored, in 
effecting the division, to leave something of a button to make 
the ligature secure. So far he had not been embarrassed 
with secondary hemorrhage. The amount of force that is 
required to control hemorrhage from the renal artery need 
not be so great as to cut the walls of the neighboring vein, 
providing we have left a sufficient button to prevent slipping 
of the pedicle under the very considerable circulatory pres- 
sure which is brought to bear upon it through the few horn's 
immediately succeeding the operation. Unless there be sur- 
gical conditions of the ureter itself demanding special treat- 
ment, there is no need of treating it otherwise than you 
would the circulatory vessels. 

De, Kellogg, of Battle Greek, Mich. — The question which 
should be raised in this discussion is whether it is better to- 
remove the kidney, or whether it is better to perform the ope- 
ration of nephrotomy. If we drain the Iddney in case of sup- 
purating kidney and in case of malignant disease of the kid- 
ney, the patient will likely recover. Mr. Tait never removes 
the kidney. If any operation at all was considered desirable, 
he performed the operation of nephrotomy through the lum- 
bar region and drained the kidney. K. made it a practice to 
examine the position of the kidneys and all abdominal organs 
in every case of pelvic disease of women. In a very large 
proportion of eases the right kidney especially is prolapsed 
and movable. In thirty per cent of all cases in which there 
is displacement of the pelvic organs there is also displacement 
of the kidneys.* His method has been to first examine the 
patient on the back, the shoulders elevated, and legs flexed 
forward so as to relax the abdominal muscles as much as pos- 
sible ; placing one hand at the back and the other hand in 
front. In case he fails, he has the patient rise on the feet and 
rest against the end of the table ; then, on bending forward, 
the abdominal muscles are completely relaxed, the kidney is 
dragged down, and when the patient takes a deep breath it is 
easy to seize it, if it is at all prolapsed. 

Dk. J. H. Oakstens, of Detroit. — I am much interested in 
the diagnostic points made. In all diseases of the ^ kidney 
there is great danger in using ether. In all cases it is ad- 
visable to use chloroform. Looking back upon cases which 
have died within twenty-four to forty-eight hours, reported 
dead from shock, I am confident now that they died from the 
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efelier. EYen cliloroform will produce congestion of the kid- 
ney, hut not to the extent ether does. 

De. Henry T. Machell, of Toronto, asked for points which 
would enable us to recognize the kidney after the abdomen is 
opened. He had seen in more than one instance a consider- 
able loss of time in recognizing and* determining what was 
or what was not the kidney. 

Dr. Morris, of Hoav York, said that as to the question of 
how we can determine whether we have kidney or some other 
organ, he had only once been in the position where he could 
not tell from the character of the capsule and the tissue of the 
organ whether he had kidney, liver, some morbid growth, or 
some other organ. In that case he had colloid carcinoma ; he 
found the aorta, then the renal artery and traced that, and de- ' 
termined from the relative position of the renal artery that 
the kidney was beneath this mass. 

Dr. L. S. klcMuRTRY, of Louisville, read a paper on 
intra-oterine irrigation after labor.' 

Dr. W. W. Potter, of Buffalo. — The distinguished Eellow 
from Kentucky sounded the keynote of this wliole question of 
intra-uterine irrigation after labor when he said that the tiine 
for commencement of the treatment was at the time when it 
became essential — that is, at the initial symptoms of infection. 
If we could only always determine when that initial symptom 
presented, I have no doubt that this method would result in the 
saving of life and in the prevention of prolonged sickness. 
There are ways in which infection gets to the vital organ- 
ism insidiously, and we only know that by watching the 
symptoms which it produces ; hence the importance attach- 
ing to the puerperal woman in her attendant paying more 
attention to a labor — not treating it lightly, not going to it and 
hun-ying away in a few minutes after delivery, and saying, 

“ I will come back when you need me,” but she is to be watched 
with all care, even after simple labor, for a few days, until all 
danger of that initial symptom has passed away.’ It is im- 
portant to emphasize all that, for the obstetricians of to-day 
must certainly recognize the fact that they are occupying a 
more responsible place than ever. There is more light upon 
the subject than formerly. 

Dr. E. E. Montgomery, of Philadelphia. — This subject is 
one of vital interest, for upon the meeting and subduing of the 
germs at an early stage is dependent the future comfort, 
health, and possibly life of the individual. He fully indorsed 


' See original article, page 1206. 
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what was said as to the importance of early intra-uterine 
irrigation where there is the least indication of septic infec- 
tion. We have in the cavity of the ntems a large absorbing 
surface ; a surface that is covered with debris, a surface in 
which, through the heat of the body and the character of the 
secretions, germs multiply with great rapidity, are readily 
taken up and carried through the vessels, carried by the con- 
tinuous action of the mucous membrane into the tubes, and 
we have secondary infection not only of the tubes and ovaries, 
but we have systemic infection through the absorption into 
the system. It is important to early render this surface 
sterile and prevent the development of the disease. In such 
cases he would advocate, in addition to irrigation, the use of 
the curette, the scraping away and removal of the infected 
debris, and, after irrigation with a chemical solution, the in- 
troduction of a twist of gauze to the fundus, and in this way 
make sure that the subsequent drainage was perfect and 
complete. 

De. G-eo. H. Rohe, of Baltimore. — It is my conviction, 
based upon observation and some personal experience, that 
the practitioner who is in doubt about antisepticism in ob- 
stetrics will lose nearly as many patients from septic troubles 
as one who misbelieves in that method. If there is any one 
thing necessary in practising aseptic obstetrics, it is a firm 
belief that it is absolutely necessary in every ease. Con- 
sequently it has been well said that the time to begin treat- 
ing sepsis in a lying-in woman is before she is septic. But 
even after the septic condition has been established a thorough 
carrying out of the aseptic practice will result in success in a 
large majority of cases. Any one who has ever seen the in- 
terior of the uterus of a woman who has died of septic infec- 
tion after delivery will appreciate the importance of more 
than superficial measures — not merely an injection now and 
then, even thoroughly made, but also the use of some chemi- 
cal disinfectant which will inhibit the rapid multiplication of 
the germs. 

Dr. J. H. Oaestens, of Detroit. — It has been pretty well 
settled that normal cases had better be let alone ; but where 
symptoms develop it is well to start irrigation very early. 
There are cases where the temperature rises up to 103° or 104:° 
or 105°, where the irrigation has no effect at all, even if you 
ii’rigate every three hours, ortwo hours, or every hour. There 
is no debris there, nothing wrong with the uterus, the physi- 
cian or midwife who attended the wound was aseptic, and 
still that woman has puerperal fever. These are cases of auto- 
infection. We know that when women have a latent disease 
of the tubes, be it tubercular, gonorrheal, or an ordinary pyo- 
salpinx, the act of parturition will cause it to break out in full 
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force or will cause a rupture of the tube, which will allow 
pus to rundown into the uterus and there set up a violent 
septic poisoning. These are the eases which need laparatomy. 
We ought to have it before our minds that there are cases 
which are due to a poison being- introduced from .without, by 
the physician or nurse, and there are other cases where the 
cause IS within the patient and may have been lying latent for , 
years, simply needing something to cause the explosion. 

De. Cushing, of Boston, in confirmation of what the last 
speaker said, reported a ease that apparently sprang from 
tnbai infection. 

Be. a. H. Weight, of Toronto. — I indorse the statements 
•expressed in the paper. The subject is of the utmost impor- 
tance. Nothing in the art of obstetrics has given me more 
anxious thouglit than this question of antisepsis. It is my 
practice in the lying-in hospital and in private practice to 
use iutra-uteriue' irrigation verj'’ seldom. In itself it is an 
evil, capable of doing a certain amount of harm. When the 
necessity arises I certainly do not scruple at once to go on 
with irrigation in the interior of the uterus. As far as i have 
seen irrigation carried on by general practitioners, I have been 
sometimes rather horrified at the miserahly careless and in- 
difierent way in udiich it was done. It is one of the most 
difficult things to teach hospital students how to do this 
properly. 

Dk. j. F. W. Ross, of Toronto. — I do not think ordinary 
water used as an injection is as good as some antiseptic solu- 
tion. My experience with intra-uterine irrigation has not 
heeu as favorable as I could wish. Two cases of puerperal 
septic trouble coming under my notice within the last two- 
years have been treated by packing the uterine cavity with 
iodoform gauze through a speculum, and in this way attempt- 
ing to subdue the formation of the poisonous ptomaines in 
the cavity. 

De, Kellogg, of Battle Creek, said there was another use 
for irrigation which had not been mentioned. In a case in 
which the temperature rose to 104^° irrigation was employed,, 
but did no good. By the application of a hot douche, 140°, 
the uterus was made to eoutract. The next morning the 
temperature was normal, and did not rise again. His plan of 
using the douche is to introduce a large drainage tube, then 
a small catheter through the drainage tube, and then to use 
water at a temperature of 130°. Lower temperature is often 
the reason for failure. Warm water relaxes, hot water con- 
tracts. Very hot water is efficient as a germicide. The 
uterus will bear a still higher temperature. 

Be. MoMuetey, closing the discussion.— I feel very grate- 
ful to the Fellows for the very cordial manner in which they 
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have received the suggestions I intended to convey. The 
purpose of the paper was not to discuss the routine use of 
intra-uterine irrigation after labor, or to deal with the pro- 
phylaxis of puerperal sepsis, but simply to emphasize the 
point that this very valuable method, which we can institute 
in the very initial stages of sepsis, is not generally appreciated 
by the great body of the profession ; that the golden moment 
when it can he most efficient is lost by the administration of 
a hypodermic dose of morphia, undm’ the mistaken idea that 
the initial stage of sepsis is a little milk fever or malaria, or 
some little disturbance bimight on by the process of labor. 
Dr. Carstens, of Detroit, has alluded to a class of cases 
which should not be considei’ed in connection with this treat- 
ment at all — that is, to the fulminating cases, cases of sapre- 
mia, where in a few hours the system is thoroughly satu- 
rated with the poison; cases that nothing in the world can 
resist. Even in the initial stages of these cases this treat- 
ment can do no harm. The cases alluded to by Dr, Cushing 
are scarcely within the scope of the discussion. There is no 
such thing as auto-infection of a woman after labor. Oases 
of tubal disease belong to that class where the disease was 
present before labor began. They may have been mechani- 
cally affected by the process of labor and the muscular con- 
tractions, so as to complicate the case. They are complications 
of the puerperal condition. Moreover, the treatment of 
those cases by laparatomy, evacuation, removal of the disinte- 
grating structures, drainage, and irrigation is but an applica- 
tion from above of the same principle of treatment. 


First Day — Afternoon Session. 

Dr. Llewellyn Eliot, of "Washington, D. C., read a paper, 

IS A CHILD VIABLE AT SIX AND A HALF SIONTHS? 

He referred to the French law, which excludes the possibility 
of the viability of a child born before the sixth month (one 
hundred and eighty days), as unjust, since eases have occurred 
where children born before that time have been reared and 
lived for many years. He denied the plea of superfetation, 
in these cases, as untenable. A table comprising cases in 
which the period of utero-gestation extended from the fourth 
month (oue hundred and twenty days) to the termination of 
the seventh month supplements the paper. Dr. Eliot related 
the histories of three cases of early viability, one at six months 
and eleven days, one at seven months and one day, and one 
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at seven and a half months, and drew the following conclu- 
sions ; 1. A child under peculiar circumstances of develop- 
ment is viable at four months. 2. A child is viable at six 
and a half months. 3. The moral character of the parents 
has nothing to do with the birth of a premature child, when 
considered"^ from a standpoint of constitutional development. 
4. Obstetricians should strive to convince jurists of these 
facts. 

Dr. J. H. Carstens, of Detroit. — The paper of Dr. Eliot 
is one of great importance from a medico-legal standpoint. 

I would hesitate to say that a child was live and a half or six 
months, or six and a half months. 1 do not see how it is pos- 
sible for ns to say how long a child has been in utero. A 
woman may have a discharge of blood similar to menstrua- 
tion when she is already pregnant for a month. In the pre- 
sent state of our knowledge it is clearly impossible to say how 
old that child is, unless you have two absolute factors: that 
you have the woman menstruate at a certain date, and that 
coition was had only at one certain date. You cannot even 
judge from the time the woman feels life, because that varies. 

Dr. Eliot, of Washington, D. C., closing the discussion, . 
said that in using the incubator it was necessary to regulate 
the amount of moisture as well as heat. If we have it too 
dry, we kill the child ; if we have it too hot, we kill the 
cliild. 

Dr. E. E. Montgomery, of Philadelphia, read a paper on 
the apblioation of sacral resection to gynecological 

WORK, 

in which he advocated the procedure in all cases in which 
uterus and rectum were both involved with malignant disease, 
and in cases of uterine cancer where the uterus was enlarged 
or where the vagina was small and the case complicated by 
disease of tubes and ovaries, causing extensive adhesions. 

He places the patient upon the left side or semi-prone posi- 
tion, and makes a bow-shaped incision from the right sacro- 
iliac synchrondrosis across the median line to a little beyond 
the apex of the coccyx, enucleates the latter bone, separates 
ligaments and muscles from the right side of the sacrum, 
and, beginning just below tlie third posterior sacral foramen, 
cuts off with chain saw or bone pliers the right ala of the 
sacrum. 

In operations for removal of the uterus and its appendao-es, 
the rectum is pushed to the left and the peritoneum opened. 
This brings the operator upon the posterior surface of the 
uterus, when the broad ligaments may be seized by hemostats, 
raised up, the broad ligaments ligated, and the uterus removed. 
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After removal of the organ the peritoneal surfaces may be 
stitched over the vagina and the posterior peritoneal opening 
also closed. He does not prefer it to vaginal hysterectomy 
where conditions are favorable for the latter. He reported 
two cases in which he had done the operation. One for cancer 
of the reetmn and uterus, in which three inches of the rectum 
and the uterus and appendages were removed and the calibre 
of the gut restored. A large collection of feces pushed up 
the lower segment of the rectum, requiring the wound to be 
reopened and a secondary operation four weeks later. The 
second operation was done for cancer of the uterus compli- 
cated by tubal and ovarian disease with adhesions. Both pa- 
tients recoveied, and no inconvenience in locomotion was 
experienced. 

Dk. G. a. L. Heed, of Cincinnati. — This operation attracted 
my attention when the first publication of it appeared. Like 
many of the other operations, particularly those that involve 
the invasion of structures that we have not been in the habit 
of treating surgically, it appears to be more formidable than 
perhaps it really is. In an effort to treat malignant disease 
involving the middle segment of the rectum, this operation 
would be demanded and would be justifiable, for we are jus- 
tified, perhaps, in doing almost anything for the relief of 
malignant cases, particularly those involving important tis- 
sues, such as the rectum and uterus ; but if we can bring the 
maximum of relief with the minimum of risk, that is the 
line we ought to follow. There is one question which cannot 
be answered as yet from any ascertained results, and that is 
with reference to the remote influence of this operation. 
The removal of the coccyx and the removal of the lower seg- 
ments of the sacrum must of necessity deprive the lower 
portion of the pelvis of an important basis of support ; and 
what is the condition of our patients with regard to the sup- 
port of the superimposed viscera following the operation, 
after a considerable length of time ? Dr. Montgomery’s eases 
are yet too recent to afford an answer to this question. While 
the primary results have been very good, it would have been 
vastly better to have relieved his patient by primary co- 
lotomy ; but if this operation will bring the same amount of 
relief with as little risk of primary mortality, and at the same 
time insure the patient voluntary contiol of her fecal dis- 
charge, by all manner of means let us encourage it. 

Dn. H. O. Marcy, of Boston. — We ought to lay emphasis 
upon primary colotomy. I mention it simply because I lost 
two patients where the result might have been entirely differ- 
ent if I had done colotomy first. This was in cancer of the 
rectum. When we recollect that the intestine is very fully 
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■distended with gases and feces, the pressure upon our sutures 
is something enormous. Primary colotorny gives ns that all- 
important factor of surgical rest of the tissues witli a far bet- 
ter promise of success. 

Dn. H. T. Hanks, of Hew Yorlc, thought that this ope- 
ration could be recommended in most eases of chronic pelvic 
abscess where a rupture has taken place into either the va- 
gina or rectum, and where the tissue underneath the broad 
ligament is honeycombed. He was interested from the fact 
tliat he had had'one or two cases where he probably would 
have succeeded better by doing this operation. It is a diiScult 
matter to cut through the abdominal wall into the true pel- 
vis and find out the exact condition. Though we very quickly 
get a view of the parts, we cannot manipulate easily. 

Db. W. H. Wathen, of Louisville, congratulated Dr. 
Montgomery upon his courage, his tact, and his excellent 
technique. _ ; 

Da. A. Vander Veer, of Albany. — I would not be willing 
to abandon vaginal hysterectomy for removal of the uterus 
and ovaries. The technique of vaginal hysterectomy is so 
perfect it is one of the most brilliant operations we have to 
perform at the present time, and the results are satisfactory. 
In regard to colotorny, I never had a patient who was thor- 
oughly satisfied with the result of the operation. All were 
dissatisfied with the fecal discharge. But in the five or six 
■cases in which I have operated for the removal of the lower 
segment of the rectum, it mattered not if there was some 
leakage, some trouble in keeping a pad there and receiving 
the feces ; they always said, “Doctor, it comes out at the right 
place. It feels more natural.” 

Dr. Ap Morgan Vance, of Louisville. — The performance 
of primary colotorny would bring about a difficulty from the 
fact that a good deal of the gut was to be removed ; and if 
there is cancer there the more removed the better. If it was 
tied, anchored, at the point of ordinary colotorny, we would 
have difficulty in bringing it down to get approximation. 

Dr, J. F. W. Boss, of Toronto, read a paper entitled 

HOW SHOULD WE PROCEED AVHEN ABDOMINAL TUMORS ARE ’ 
COMPLICATED BY PREGNANCY ? 

He_ emphasized the point that there was nothing of mal- 
practice in the opening of an abdomen during the existence 
■of a concealed pregnancy, before proceeding to discuss eases 
in Avhich pregnancy had been recognized. Cases of ovarian 
tumor and fibroid tumor of the uterus were reported, and a 
request was made for reports from members of the Associa- 
tion, so that a foundation might be laid on which to build up 
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a few fixed rules for future guidance. Ovarian and myo- 
matous tumors were tlie only two forms taken into considera- 
tion. 

Ovarian Tumors . — He said that tlie methods of treatment 
to be discussed were ; 

1. To allow the pregnancy to go to full term, or until the 
uterus throws off its product. 

2. Puncture of the cyst until delivery is completed. 

3. Induction of premature labor. 

4:. Ovariotomy — the uterus left to abort or go to term. 

6. Ovariotomy — the uterus emptied of its contents by in- 
cision. 

6. Ovariotomy and abdominal hysterectomy. 

The author advocated early ovariotomy, but supported cyst 
puncture in certain favorable eases, if the patients objected 
to other operation or wished to have a living child. If at 
any time bad symptoms arose, he insisted on immediate ab- 
dominal section. 

In advanced cases, where injury or much handling of the 
ifterus is unavoidable, the organ should be emptied to fore- 
stall the almost inevitable abortion or premature labor. 

Myomatous Tmnors. — 1, Induction of premature labor. 

2. Early myomotoiny or abdominal hysterectomy. 

3. Late hysterectomy or Cesarean section. 

4:. Tentative measures, as : 

{a) Enucleation of cervical tumor to permit labor com- 
pletion, 

(р) Enucleation of a sloughing tumor following labor. 

(с) Abdominal hysterectomy for a sloughing tumor or 
uncontrollable hemorrhage following labor. 

{d) Abdominal hysterectomy for septic infection from 
retention of discharges in the n on-contractile uterus. 

{e) Abdominal hysterectomy or Cesarean section to end a 
labor that will require long forceps, version, or cranio- 
tomy. 

He finally concluded that the tentative measures were the 
best. 

Dr. H. T. Hanks, of Hew York. — I have been interested 
for many years in the subject of uterine and ovarian tumors. 
"We not only want to consider the patient but the surround- 
ings, and when you know that you have got a unilocular cyst, 
that you can tap and remove the fluid and the jiatient can go 
on to term, or at. least to eight and a half months, you are 
justified in doing it. But if the pregnancy is complicated 
with fibroid tumors the case is diSerent. They grow very 
rapidly from the first month up to the fifth or sixth month, 
but do not from the seventh to the ninth month. If the- 
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tumor is situated iu the cervix you should enucleate it, be- 
cause you cannot deliver through a cervix of which 'two-thirds 
is a fibroid. If you cannot do that you are justified iu pro- 
ducing premature labor or an abortion at the second or third 
month. If the tumor is the size of your fist, and you can 
push the cervix above the brim, and you have two-thirds of 
the cervical tissue healthy, you are justified in delaying. If 
the tumor is above the middle zone the child can be de- 
livered quite easily at term. 

Dr. a. Vander Veer, of Albany. — The difficulty' of diag- 
nosis in a case of fibroid of the uterus or ovarian tumor is 
one of the problems of surgery. The subject is being han- 
dled with much greater clearness and more satisfaction, but 
it is essential to make a diagnosis, and in making the diagno- 
sis we have very little that helps us in the histoiy given by 
the patient. A condition which Dr. Boss did not touch upon 
is this, that in most eases where a patient who has a uterine 
fibroid becomes pregnant the tumor will take on a certain 
amount of growth, more in some eases than others. Occa- 
sionally it undergoes a sarcomatous change. Again, a patient- 
may have a fibroid, go through pregnancy and a safe delivery, 
after which the fibroid will disappear. The medico-legal point 
of this question has been touched upon by two or three of the 
decisions that have occurred iu court. We should be thor- 
oughly united and thorough in our emphasis that in these 
eases the fibroid does sometimes disappear under the influence- 
of pregnancy. In the treatment of ovarian tumors coincident 
with pregnancy, we should tap and carry the patient along as- 
near as p"ossible to the full time. 

Dr, I. H. Cameron, of Toronto. — I am strongly in accord’ 
with the opinions expressed that no general rules can be laid 
down for our guidance in any case. Every case, as Dr. 
Hanks has said, must be treated on its own merits. A sharp- 
distinction should be made between tumors involving the 
uterus and those involving the ovaries. As has been said, 
the position of the fibroid tumor makes all the difference in 
the world. If it be clear that from the position of the tumor 
it will not interfere with delivery, it may be laid down as a 
general rule that it should not be touched before gestation 
is eoraplete. Of course there may be risks of inflammation 
or malignant disintegration. I would like to enter my pro- 
test against tapping a unilocular cyst as a palliative measure, 
^wice in the last week I have had occasion to witness the 
very great clanger of tapping. 

Dr, a. O. Marcy, of Boston, said that he agreed with Dr. 
Cameron. He supposed tapping under these circumstances 
was out of the cpiestion. He reported a case showing its 
danger. ” 
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Dk. W. W. Pottee, of Buffalo, reported a case of success- 
ful operation for removal of a tumor during pregnancy. 

Dk. H. 0. Maeoy, of Boston, asked what was the condi- 
tion of the veins. 

Dr. Pottee replied that they were highly congested. 
He believed that it was a case where tapping Avould have 
been very bad practice. His experience and that of others 
led him to believe that tapping should never be employed ; if 
anything was done it should be through an incision. 

De. j. H. Oaestens, of Detroit. — I am inclined to think 
that because of the peculiar blood changes union takes place 
better during pregnancy than at any other time. 1 wish em- 
phatically to protest against the tapping of tumors during 
pregnancy. Oases of ovarian tumor, no matter what kinS^ 
they might be, occurring during pregnancy, ought to be 
operated upon. In ease of fibroid you have to judge of each 
individual case yourself. 

De. a. Vandee Veee, of Albany, said he did not suppose 
there was any man in the State of Hew York who had in his 
teachings emphasized more this point in reference to tapping 
in the case of an ovarian tumor than he. 

(To be continued.) 


TRANSACTIONS OP THE G-ERMAN G-YNE- 
GOLOGICAL SOCIETY. 


Fourth Meeting ^ held at Fonn. 


[Continued from page 1004 .] 


ScHATz (Rostock) read a paper on 

INTKA-ABDOAIINAL PEESSOEB AND WANDEEING ABDOJIINAL 

OKGANS. 

Practically the subject of intra-abdominal pressure has 
found some though not adequate appreciation in nearly all 
medical systems ; but theoretically it has hardly received any 
considei’ation. The main reason for this is that the conditions 
bere are not so simple as is the case with the intra-thovacic 
pressure, and particularly because the great variation in the 
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intra-abcloiiiinal pressure, wLicli tlieoretically makes instrucr 
tiou more difficult, is all the more effective in its practical 
■application. In this instance the author only intends to 
awakeu the interest of gynecologists in these relations, be- 
cause they have most to do with them. 

Among the wandering abdominal organs he includes not 
only kidneys and spleen, but all organs situated in the- dome 
of the diaphragm, hence also the liver and stomach. 

The reason Avhy the organs in the dome of the diaphragm 
leave their place in many eases is that the dome under certain 
eii’cumstances becomes much smaller, thus crowding out a 
portion of its contents. It varies with the individual as to 
which of these organs is lii-st or chiefly affected ; most com- 
monly it is the liver with its eonstileted lobe, the cause of 
which is often misinterpreted ; almost as often it is the stom- 
ach, tlie troubles of which are but too often without sufficient 
reason ascribed to the right wandering kidney. Harrowing 
of the dome of the diaphragm results from lessening of the 
■abdominal contents, whether by large portions of the intes- 
tines entering into hernim, or a pendulous abdomen, or by ab- 
solute lack of abdominal contents, in the absence of fat, or in 
enterostenosis. As the thorax in the erect position rests on 
the abdomen, especially in persons who are not very mus- 
cular, excepting on forced inspiration, the filling of the abdo- 
men determines the size of the lower thoracic opening and 
thus of the dome of the diaphragm. Under the above-men- 
tioned conditions of diminished abdominal contents, there- 
fore, the organs of the dome of the diaphragm must enter, 
singly or together, into the free abdominal cavity, either in 
part or entirely. This will be the case the more markedly 
Yvhen the abdomen is emptied still more, as in bodily exer- 
tion, coughing, etc., or when the diaphragm is even directly 
depressed. 

The treatment must not restrict itself simply to raising 
again the partly or wholly descended organs. It is necessary 
to again enlarge the dome of the diaphragm, or, what is the 
■same thing, to bring the thorax permanently more into the 
3)osition of inspiration. Gymnastic exercise can effect this 
generally but imperfectly. Rest in bed, which at once causes 
the position of inspiration of the thorax, and therefore draws 
up the wandering organs, usually acts insufficiently and tem- 
porarily, even if long continued and supported by milk diet 
in deficient fat and enterostenosis. Rest in bed, however, 
shows us by its marked effect on the reposition of the oro’ans 
what we have to do in the erect position. We need but sup- 
port the abdomen in such a way that the thorax assumes the 
position of inspiration corresponding to that in the recumbent 
position. The enlargement of the dome of the diaphragm 
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then at once draws np the organs, as in the recumbent posi- 
tion. For this support of the abdomen binders are less ap)- 
piropriate, because they press also in a frontal direction in a 
useless mamier, and because they lift too little in a sagittal 
direction. Besides, they easity slide upward. To attach to 
the binder so-called kidney piads, which is sometimes seen, is 
altogether senseless, because, when eoinpiression is universal, 
local pressure cannot act upon the kidneys without causing 
great inconvenience. If it is intended to act upon one kid- 
ney alone, a corresponding piad the size of the palm of the 
hand must-be kept pressing on the place of the reposited kid- 
ney without any other constricting bandage, in a way re- 
sembling the English rupture truss, by a strong spring reacli- 
ing over from the healthy side. The author has seen such pads 
worn with advantage as long as ten years in eases of entero- 
stenosis. For the most common cases the best effect is at- 
tained by keejiing a transverse oval, concave abdominal shield 
(between symphysis and navel) appressed by being joined to 
a sacral pad with two springs passing laterally loose around 
the pelvis. For proper selection we need not only a larger 
number of abdominal shields and sacral pads, but also a large 
assortment of springs of varying length and power. The lat- 
ter must range between two and twelve, and even sixteen 
pounds, which had best be divided between the two springs. 
The increased pressure in the abdomen by springs of sixteen 
pounds tension amounted in one case to only two centimetres 
of water pressure, and still kidneys, stomach, and liver were 
kept well in place — a proof how little the intra abdominal 
pressure has to do with the wandering of the organs. Stitch- 
ing up the kidneys is to be rejected, with rare exceptions. It 
removes at best but a symptom of a general disease, is prone 
to relapse when the causes persist, and when the latter are 
overcome is superfluous. In one case, in which both kidneys 
had been stitched up by a surgeon and kept their places, the 
symptoms had remained uuclianged. They disappeared at 
once on wearing the abdominal shield, because thereby all 
the wandering organs, and not tiie kidneys alone, were with- 
drawn into tHe dome of the diaphragm. The author has tried 
the method so thoroughly that he can recommend it in full 
confidence. But it should by no means be relegated to the 
truss maker. 

Kaltenbach (Halle a. S.) read a paper on 

THE 3IECHANIS1I OF LABOK. 

The fetal spine presents shallower curvatures than that of 
the adult ; but its mobility in all directions is much greater, 
since the lower osseous nuclei of the vertebral bodies are kept 
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apart by bigb cartilaginous plates, and the entire ligamentous 
apparatus is very distensible. Immature fetuses sbow a much 
greater, bypermature fetuses a more limited flexibility of tlie 
spinal column than fetuses of medium size. 

In the act of emergence of the fetus, all the directions of 
tbe mobility of the spine may be called into play — flexion and 
extension, lateral inclination and torsion around tbe longitudi- 
nal axis, at times even several motions in combination. The 
greatest mobility is shown by the cervical and the lumbar 
spine ; that is, those portions whose mobility is called into 
play by the mechanism of cephalic and pelvic presentations. 

The emergence in the various fetal presentations is effected 
the more readily in proportion as the fetal spine is movable 
in the direction of the terminal I'otation of elevation which 
turns the presenting part of the child around the symphysis. 
The emergence in head presentations is effected by extension 
or flexion of the head ; in pelvic presentations, by lateral de- 
viation of the pelvis. The former motions take place in a 
sagittal, the latter in a frontal plane of the fetal body. 

"The act of emergence is effected by extension only in occi- 
pital presentations; by flexion, in vertex presentation, in face 
presentation with chin anterior, and in brow presentation. 

In face pi-esentatiou with chin posterior, the act of emer- 
gence would have to be effected by further extension ; the 
labor, however, is completely arrested because the possible ex- 
tension of the cervical spine has already been exhausted. 

The possible limit of the excursion of the pi-esenting fetal 
part in the direction of the rotation of elevation, according to 
measurements on living newborn children and tbe bodies of 
dead fetuses sawed through in a sagittal direction, is : 

In occipital presentation, 120° to 130° (extension). In face 
presentation, chin anterior, likewise 120° to 130° (flexion). 
In brow presentation, 75° (flexion). In vertex presentation^ 
35° to 40° (flexion). In face pi'esentation, chin posterior, 0°. 
In breech presentation, 30° (lateral flexion of the lumbar 
spine). In face and brow presentations a special difficulty is 
caused by the fact that the cervical spine bent with the cout 
vexity forward, under the resistance of the perineum, must 
first pass through a complete straight extension before it can 
attain the shortened flexed position (demonstrated on frozen 
sections). 

Also, in the passage of the shoulders in the course of spon- 
taneous evolutipn, in delivery conduplicate corpore, the flexi- 
bility of the spine plays a decisive part. The same is true in 
the delivery of anencephalous and double monsters, in fetal 
rigor mortis, in congenital rachitis, and finally in those forms 
of fissured abdomen in which the fetus appears completely 
doubled up backward, ^ 
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This importance of the cervical spine throws a new light 
on the necessity of the second cardinal motion of rotation.of 
the head around the vertical fetal axis. 

In order to pass out of the pelvis it must reach a position 
in which it can execute a movement of flexion or extension 
in the sagittal plane. The means for attaining this position 
lie in the unequal resistance met by the two halves of the 
skull behind the anterior pelvic wall. The shorter occiput 
is deflected forward, and the more this is done- under the elastic 
couuterpressure of the pelvic floor the freer becomes the 
movement of extension of the head which Anally advances the 
occiput under the pubic arch. 

J. Yeit (Berlin) read a paper on 

HEMATO-SALPINX. 

As operations for tubal diseases have multiplied, the cases 
have become more numerous in which the tube was found 
distended with blood without occlusion of the genital canal. 
In these cases we may have to deal with a retention of an ovum 
in the tube — tubal mole or tvibal abortion — or with a hemor- 
rhage into the previously distended tube, or, finally, with dis- 
tention of the tube by blood. Only the two latter conditions 
can be called hemato-salpinx. 

The author’s particular object was to determine the macro- 
seopical criteria of the tubal moles, for it is likely that gen- 
erally there will be other differential marks than the demon- 
stration of villi, which is as troublesome as it is interesting. 
In eases of pregnancy the abdominal ostium is always open, 
since there is no internal transmigration. Of course it may 
be difficult to establisli this, but the knowledge of the differ- 
ent possibilities should be one easily acquired. If there be 
some other cause for the formation of a hemato-salpinx, then 
the complete closure of the fimbriated extremity is a prelim- 
inary condition. Yeit, therefore, looks upon the patency of 
the fimbriated extremity — hitherto usually disregarded in the 
descriptions — as the decisive criterion of the origin of hemato- 
salpinx, or of tubal moles and tubal abortions. 

Gustav Klein (Wurzburg) read a paper on 

THE DEVELOPMENT AND INVOLUTION OF THE DECIDUA. 

The vessels, which have been thoroughly studied by other 
-observers, are left out of the consideration. The other im- 
portant constituents of the mucosa or decidua are the super- 
ficial and glandular epithelia and the interstitial connective 
tissue. 

(a) The Epithelium . — All authors agree that in intra-uterine 
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pregnaBcy tlie glandular epitlielinin of the uterus changes its- 
form, becoming much flatter. This flattening of the uterine 
epithelium is manifested also in tubal pregnancy. A condi- 
tionally similar alteration of the epithelium is found in ich- 
thyosis uteri, but then it has at the same time sevej-al layers ; 
also in glandular carcinoma of the body of the uterus (Hof- 
meier), in which markedly cnboidal or flattened superficial 
and glandular epithelium may be found here and there ; and,, 
finally, in salpingitis (Orthmann). None of these conditions, 
however, in connection with the other symptoms, can be mis- 
taken for pregnancy. The flattening of the glandular epi- 
thelium, as is well known, affects mainly the upper portion of 
the glands; in tlieir fundus, and especially where the ends of 
the glands project between the nppej'most layers of the mus- 
cular tissue, cylindrical epithelium may persist to the termi-. 
nation of pregnancy; subsecpiently the new glandular and 
superficial epithelium develops from this. But where the 
latter might remain unchanged during pregnancy, that is, in 
the lowest part of the body of the uterus immediately above' 
the internal os, it also becomes euboidal or flattened. This 
observation, which it was impossible to find in the literature,, 
is particularly distinct in a pregnant uterus of the second 
month described by Hofraeier and Benelciser in their atlas as 
Specimen IV. 

Accordingly, the flattening of the glandular and superficiah 
epithelium is always found during pregnancy, and (aside from 
the three above-mentioned conditions which are easily dift’er-- 
entiated) then only ; it is therefore characteristic of it. The. 
altered form is not due to pressure — a fact to be emphasized 
in opposition to Gottschalk — for it occurs in the uterine epi- 
thelium during tubal pregnancy, and was not found in the. 
closed horn of a bilocular uterus which Avas fully distended 
with blood, despite the high pressure which had forced the- 
glands almost parallel to the surface. 

The decidua cell cannot serve as a sign of pregnancy, foi’,., 
on the one hand, it is found in other conditions (in endome- 
tritis, Euge ; in dysmenorrhea, Leopold ; after phosphorus poi- 
soning, Overlach) ; on the other hand, it is not present even 
during pregnancy in every month, nor in every expelled or. - 
curetted piece of mucous membrane. 

Hence, in order to establish the diagnosis of “existing or- 
recently interrupted pregnancy,” pieces of uterine or tubal 
mucosa will liave to be examined especially for euboidal om 
flattened epithelium. 

The Deoichta Cell is said to be derived : 

1. From immigrated white blood corpuscles (Hennim Ereo- 
laui, Langhans, Meyer). ® 

3. Fiom the connective-tissue round cells of the interstitiaL 
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tissue (Leopold, 'Waldeyer, IVyder, Orfclimann, Heiutzel, and 
others; Gottschalk leaves this and the following possibility 
an open question). 

3. From the glandular epithelium of the body of the uterus 
(Friedlauder, Frommel, Ayers), or, in. tubal pregnancy, from 
the tubal epithelium (Frommel). 

4. From the cervical epithelium (Overlaeh, Winckel, 
Kupffer). 

The derivation from the white blood corpuscles can be at 
once excluded, according to the most recent investigations as 
to the relation of these cells to the connective-tissue cells 
(Grawitz, Ziegler, Orth, and others). The derivation from 
the epithelium of the body of the uterus or tube is quite in- 
sufficiently demonstrated. Overlach’s theory has been ad- 
vanced on the strength of careful examination and by the 
authority of Kupflier and "Winckel; nevertheless mistakes can 
by no means be excluded in view of the similarity of form of 
the epithelia and the decidua cells. Far easier than the nega- 
tive is the positive proof that the decidua cell is nothing but 
a changed connective-tissue round cell ; for we may observe 
on deciduae of the first months every transition from the 
round cell to the decidua cell : the former shows at first no 
border of protoplasm, tiien a very narrow one which becomes 
steadily larger untd it changes to a wide, somewhat granular 
mantle of protoplasm and clearly demarcated nucleus that 
measures one-half, one-third, or one-fourth of the diameter of 
the cell. Another point in favor of the derivation from the 
connective tissue is this : the polygonal or spindle-shaped deci- 
dua cells show distinct fibrous processes vvhich directly merge 
with the fibrous framework of the decidua, and in fact help to 
form it. They cannot be brushed out without injuring the 
fibrous framework. Moreover, decidua cells are found in 
endometritis in small groups at a distance from glands whose 
epithelium is of the high cylindrical type, and therefore 
surely cannot pass as the originator of the decidua cells. 

The decidua cell, then, is a connective-tissue cell and ori- 
ginates from the connective-tissue round cells. 

The entire decidua does not consist of decidua cells, but 
numerous round cells are always found, especially in the later 
months in the deeper layers. Fi'oin these redevelops later, 
when the pregnancy has run its course, the interstitial tissue 
of tlie mucosa of the uterus and tube; hence they serve for 
its reproduction, and may therefore be called substitution cells. 

Involution of the Decidua . — Even before the second half 
of normal pregnancy, or earlier under pathological condi- 
tions (endometritis deciduse), the decidua cells grow less dis- 
tinct, their nuclei are less readily stained, they swell, become 
in part amorphous, and finally in mature placeutse, in the 
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serotiua as well as the vera and reflexa, they hardly i-etain. 
their form except here and thex'e ; this alteration' increases to 
the end of pregnancy, ■\vhen they are in a condition of necro- 
biosis. The ovum then is surrounded by a necrobiotic mantle 
which, though interrupted in the serotina by the blood ciir- 
rent at the openings of the vessels, is still necrobiotic. The 
ovum thereby becomes a foreign body, and the uterus or 
tube, like every conti-aetile organ, has the tendency to expel 
the foreign body. This, then, might constitute one cause of 
the onset of labor. This old conjecture, expressed already by 
Triedlander and others, can thus be emphasized anew. Tt 
would be erroneous to ask why this necrosis is always com- 
pleted just after ten months. For even normal pregnancies 
terminate at periods difl’ering by tJiirty and more days ; and 
should the necrosis be completed earlier by pathological con- 
ditions (endometritis, cessation of the stimulus to the forma- 
tion of decidua after premature death of the uterine or tubal 
fetus, hemorrhages, etc.), the expulsion of the ovum occurs 
sooner — abortion or premature labor. 

The involution of the decidua, therefore, is prepared for as 
early as the second half of normal pregnancies ; after normal 
labor it is effected by absorption of the still present decidua 
cells in the deeper imnaining layers ; though, of course, in 
normal labor the greater portion of the decidua is exfoliated. 
In a uterus live hours post partum no trace of decidua is 
present at the site of the vera, merely a layer of fibrin with 
numerous round cells; below are the “substitution cells,” 
which extend remarkably deep between the muscular bundles 
in greatly increased numbers. The glandular epithelium is 
partly cylindrical, partly low or flat. In another specimen, 
three days post partum, the round-cell layer is thicker, pre- 
sents exactly the appearance of young granulation tissue ; 
the existing fundi of the glands possess only cylindrical epi- 
thelium ; the low epithelium seems to be cast off and not im- 
mediately transformed into the cylindrical variety, but re- 
placed by the latter. 

Further investigation must show by what time the normal 
thickness of the mucosa of the uterus is reached and superfi- 
cial epithelium is again formed from the glandular epithe- 
lium. This would be the first type of the 'involution of the 
decidua, such as is the rule after normal labors. 

The process may be different after abortions, in ruptured 
tubal pregnancy, etc., when the uterine decidua persists in 
part or entire and remains in place. These relations can be 
best appreciated on shreds of mucous membrane obtained a 
few days or weeks after abortion, by the curette. In the first 
few days after aii abortion the low epithelia and the decidua 
^eells still predominate ; the substitution cells, however, have 
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already increased largely. In a specimen four weeks after 
abortion round cells predominate, while islands of ill-stained, 
here and there barely recognizable decidua cells are still pre- 
sent. The latter are partly in a condition of granular disinte- 
gration, and one can see fibrous defects, the size of a decidua 
cell, filled only with unstained granular masses, while the fib- 
rous framework proper is thickly sprinkled with vigorous, 
intensely stained round cells; the glandular epithelium, how- 
ever, is chiefly but not exclusively cylindrical. In such cases, 
therefore, the decidua in situ may redevelop into normal 
mucosa by the absorption of the necrotic decidua cells, pro- 
liferation of the round cells, and substitution of cylindrical 
for the low epithelium. This is the second type of involution. 

It is important for the diagnosis of a concrete case that 
four to five weeks after abortion, or, as I have seen in one 
ease, four weeks after ruptured tubal pregnancy, we still 
find decidua cells and low epithelium here and there in the 
curetted mucosa of the uterus. 

Friedlander designates the necrosis of the decidua cells as 
fatty degeneration. But if we cut fresh sections with the 
freezing microtome from a decidua after abortion, or pull off 
pieces of the serotina from ripe placentte after dissecting 
away the attaching villi (usually only very small pieces can 
be thus secured), it is imi^ossible to observe the changes char- 
acteristic of fat by the addition of ether. In like manner 
such pieces subjected to one-per-cent osmic acid, even for 
sixteen hours, bbcome at most yellowish- gray or smoky gray, 
but not black. Even under the highest powers we then see 
in the cells only very isolated black droplets, more frequently 
most minute dots which on shifting the focus appear first 
black, but then become glossy and very refractive, hence ob- 
viously not fat droplets. On the other hand, in most places 
the protoplasm of the decidua cells is most markedly granu- 
lar, the nucleus indistinct, though indeed at other points well- 
preserved decidua cells may still be found. Langhans’ well- 
known fibrin layer (fibrin streak) likewise permits the rec- 
ognition of the peculiarities of necrosis (partly coagulation 
of serum, partly necrosis of the decidua cells). Hence the 
process seems to be, not fatty degeneration, but coagulation 
necrosis. ' 

Summary of the results : 

1 . The lowering (flattening) of the superficial and glandular 
epithelium of the body of the uterus and the tube is charac- 
teristic of pregnancy. 

2. The decidua cell is a connective-tissue cell, and origi- 
nates from the round cells of the normal mucosa of the body 
of the uterus and the tube. It does not form a characteristic 
indication of pregnancy. 
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3. The gradual oceurreuce of necrobiosis of the decidua 
cells may possibly form one of the causes of the onset of 
labor, since the ovum thereby becomes a foreign body. 

Dohrk (Konigsberg) read a paper on 

GONORKHEAL DISEASE OF THE ORAL MGCOTJS MEMBRANE OF 

THE NEAVBORN. 

The first case noted occurred in a full-term child 8 days 
old. Eroded spots covered with a grayish-yellow, smeary 
secretion were present on the edges of the gums, the back of 
the tongue, and the posterior portions of the palate. The 
diseased parts of the mucous membrane had attracted the 
particular attention of the acting assistant. Dr. Rosiuski, who 
suspected, since the mother of the child was sulfex'ing from 
pronounced gonorrhea, and the child at the same time was 
affected with ophthalmo-blennorrhea, that perhaps this oral 
disease might have a gonorrheal origin. In order to obtain a 
clear picture of the course, the month received no local treat- 
ment. The affected portions were minutely inspected every 
day, and colored drawings made of the condition. At the 
same time excised pieces of the diseased mucous membrane 
were found to contain gonococci which at the eroded spots 
had penetrated into the depth along the interstices of the 
cells. That the micro-organisms were really gonococci was 
proved beyond question. After four weeks the eroded por- 
tions had skinned over and the last traces of the disease had 
disappeared. The general health of tlie child had not suf- 
fered in any perceptible degree. Four additional eases came 
under observation in the course of the ensuing spring. The 
result of the examination of these children, who likewise were 
born of gonorrheic mothers, was exactly like that in the first 
case. 

There can hardly be a doubt that these diseases have often 
been seen before, but the proof that they are of gonorrheal 
origin seems to have been furnished here for the first time. 
It was formerly believed that the inner surface of the mouth 
was not receptive of the gonorrheal virus. This certainly 
does not apply to the newborn, in whom the gonococci are 
capable of penetrating into the depths at those portions of 
the mucous membrane which are particularly exposed to the 
loss of the upper epithelial layers by mechanical lesions. 

Bumsi (Wurzburg) read a paper on 

THE IMPORTANCE OF GONORRHEAL INFECTION IN THE CAUSATION 
OF SEVERE GENITAL DISEASES IN THE FEMALE. 

In the course of more than ten years the author has traced 
80 ^ 
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always iinder the control of the microscope, gonorrheal infec- 
tion in woman, and, without being able to enter into details, 
desires to explain only the main points which have resulted 
from his investigations. 

1. Gonorrhea in woman runs its course merely as a super- 
ficial affection of the mucous membrane. The cocci penetrate 
only into the epithelium as far as the connective tissue, but 
do not enter the latter. The epithelium which in the begin- 
ning is cast oft’ through the profuse suppuration is rapidly 
regenerated, becomes denser and like pavement epithelium. 
Thenceforth the gonococci no longer penetrate, the germs 
multiply only in the secretion, where, however, they may per- 
sist for months and years. 

2. The gonococci have nothing to do with septic processes ; 
though they may cause suppuration in mucous membranes, 
they perish in the connective tissue. 

"Where septic processes occur the infection is mixed ; the 
germs of sepsis, however, are very frequent in gonorrheal 
pus ; the morbidly altered purulent genital secretion allows 
these fungi to take root from without. 

3. The chief seat of gonorrhea in woman is in the urethra 
and cervix utei’i ; the infection of the cervix causes symptoms 
and trouble only in the beginning, but once having become 
chronic it may persist for years without any inconvenience. 

Serious symptoms arise only when the infection spreads 
from the cervix into the uterine cavity and thence into the 
tubes. The gonococci possess no power of spontaneous 
motion, and are able to spread merely by division in one di- 
rection for a short distance, like a grass plot. Extension over 
larger surfaces must be effected mechanically by transporta- 
tion with the secretion. The internal os uteri under normal 
conditions pi’events the entrance of the cervical secretion into 
the uterine cavity, and hence also the spread of the gonorrheal 
infection into the endometrium. Among the influences 
which may favor the infection of the interior of the uterus, 
menstruation is to be accorded the first place. Especially 
more profuse hemorrhages, etc., during menstruation may 
cause regurgitation of the blood and in this way carry the 
germs from the cervix into the uterine cavity. The second 
place in the infection of the uterine cavity is taken by me- 
chanical influences, such as coition, the sound, and intra-ute- 
I’ine treatment ; the third place, by the puerperium. 

When the gonococci have reached the endometrium, again 
special mechanical conditions — for instance, during menstru- 
ation, active movements, in the puerperium — are required to 
enable the germs to pass through the tubal orifices. 

"WERTHErxi, in reply to Bumm’s assertion that his germs 
were not gonococci, maintained that his cultures were un- 
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■douliteclly pure cultures of the gonococci, as was |iroYed 
among others by the fact that he had succeeded in nve in- 
stances in producing gonorrhea experimentally. 

That gonococci may cause purulent liquefaction of the tis- 
sue is proved by two of his eases of closed ovarian abscesses 
which contained nothing but gonococci. 

Buxm (Wurzburg) read a paper on 

PUERPERAL ENBOAIETRITIS. 

Microscopic bacteriological examination shows, what clini- 
cal experience lias long demonstrated, that two forms of puer- 
peral endometritis must be distinguished— the putrid and the 
septic. Either one may occur in a pure form, b^t they may 
also be mixed. 

In the present state of our knowledge we must call putx'id 
endometritis those forms in which a sloughing, more or less 
deeply extending decomposition of the puerperal decidna 
occurs, with or without simultaneous retention of parts of the 
products of conception. 

Septic endometritis exists when the germsof septic wound 
infection, chiefly the streptococci and next the pyogenous 
staphylococci, begin to act on the puerperal decidua. 

The author then described the course of the germs in the 
various forms of the disease, and in speaking of local treat- 
ment expressed the belief that only in the early beginning of 
the infection could anything he expected from the disinfec- 
tion of the endometi'ium. Where the infection is less viru- 
lent, recovery ensues with or without local treatment; in 
virulent infection local disinfection, even if combined with 
curetting, is usually too late, as the fungi have penetrated 
deeplyjnto the uterine parenchyma. An intra-nterine irri- 
gation, as Lusk truly remarks, has about the same value as 
when the surface of the skin is rinsed with cai'bolic or subli- 
mate solutions in cutaneous erysipelas. 

Better results than with disinfectants may, perhaps, he 
reached by making the local conditions in the uterus as un- 
favorable as possible for the spread of the germs, by ejecting 
the most complete detachment of all parts of the placenta, by 
securing tliorough eontraction of the uterus in the course of 
the puerperium by ergotin. and by taking care that the pla- 
cental venous sinnses be closed in a physiological manner by 
simple contact of their walls and not by thrombi. 

Kaltenbach (Halle a. S.) read a paper on 

AIDS TO GYNECOLOGICAL INSTRUCTION. 

Only few can take part in the digital examination of gyne- 
cological eases, and it is rare that anything can he seen at a 
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distance. It seems desirable, therefore, to make use of every 
auxiliary in order to facilitate the uuderstaudiug of a ease- 
presented, by tlie entire class. To this end Kaltenbacli had 
prepared ebarts, in wliich tbe course of menstrual and patho- 
logical hemorrhages is marked by red lines, the height of 
which at the same time shows the intensity of the bleeding. 
Sirch hemorrhage curves arc used for the entry of additional 
symptoms of disease, whose temporal connection with the 
hemorrhage thereby becomes distinct. The student at once 
gains a synoptic insight into the most important points of the 
entire history of the case, and thus may take an active part in 
the mental processes which lead to the formation of the diag- 
nosis. To the instructor the clinical discussion is much facil- 
itated if he can appeal by graphic delineations to the optic 
nerve instead of to recalled conceptions by way of the acous- 
tic nerve. Many hemorrhage curves are exceedingly charac- 
teristic, and, when amplified Avith a few entries, can be read 
like temperature curves. 

Doederlein (Leipzig) read a paper on 

VAGINAL SECRETIONS AND VAGINAL GERAIS. 

The object of these investigations Avas to obtain an ansAver, 
by cultivation and determination of these micro-organisms, to 
the question whether the germs producing puerperal fever are 
always introduced into the genitals from Avithout, during 
labor or the puerperium, or Avhether they might have been 
present in the vagina before. 

It is only by similar bacteriological examinations that an 
agreement can be reached in the controversy noAv agitated 
Avhether the internal genitals of parturient Avomen should be 
disinfected or not. In opposition to Steffeck, the author still 
rigidly adheres to the division of the vaginal secretion into 
tAvo forms — a normal physiological and a pathological one, 
as previously maintained by him in JBerlin. Of the 15G 
gravid Avoineu examined by him he found the secretion 
healthy in 88 cases, or 56.4: per cent ; pathological in 68, or 
43.6 per cent. 

The tAvo varieties of secretion can be sharply differentiated 
clinically as well as anatomically and bacteriologically. "When 
the secretion is patiiological, disease of the mucosa is fre- 
quent — ^for instance, granular vaginitis, erosions, pointed con- 
dylomata, etc. 

The healthy secretion has a marked acid reaction and con- 
tains only a limited number of germs, mainly certain bacilli. 
These are characterized by the fact that they groAV only at 
98.6° L.; the stroke cultuih on agar-agar is extremely tine, 
and unless special precautions are taken it dries and the bacilli 
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perish ; they flourish best iu liquid media. In saccharine nu- 
trient bouillon they are able to form free acid, and Doeder- 
lein ascribes to this fact the strong acidity of the noj’mal 
vaginal secretion. Besides these regularly present bacilli, 
;Doederleiu found in thirty-five per cent of the cases examined 
a yeast fungus in the normal secretion. Its more careful 
study showed it to be identical with the thrush fungus. Moni- 
lia Candida Bonorden (Plauth According to observations by 
lYinckel, Hausmann, and otuers, thrush ma_y cause a mycosis 
in the vagina of gravid women. Cocci svere rare and spame 
in the normal secretion ; staphylococci or streptococci, which 
were specially looked for, were never present ; experiment 
showed that these pathogenic germs were unable to thrive in 
the secretion of the normal vagina. Doederlein therefore an- 
nounces that the secretion of the normal vagina does not form 
a source of infection for puerperal fever ; hence that no dis- 
infection of the healthy vagina is necessary, whether or not 
internal examinations are made during labor. 

In the pathological purulent secretion he was able to culti- 
vate the strej^tococcus pyogenes in six eases out of forty- 
seven. This proved virulent to animals. The characteristics 
of this secretion are, that it is usually slightly acid, in pro.- 
nounced eases neutral or alkaline, and represents a pyoid 
material containing numerous mici'o-organisms, mainly cocci. 
The somewhat frequent occurrence in this secretion of strep- 
tococci Avhich possessed their fifll virulence shows it to be one 
of the sources of infection for puerperal disease. If these 
germs are carried into the uterus by careless frequent exami- 
nation, they may become particulaihy dangerous. 

With reference to practical obstetrics these investigations 
show that the greatest danger to parturient women lies in the 
internal examination, whicli may cause infection either by the 
transfer of pathogenic germs from without or by possible in- 
troduction of these schizomyeetes into the uterus from the 
vagina. However, observations in the puerperium made at 
the Leipzig clinic upon women who had not been examined 
showed that the presence of purulent secretion in the vagina 
may, even without internal examination, cause disease in the 
lying-in period, though the affection was generally of a milder 
type. 


AXAToarr of the vaginal portion of the cervix. 

Duehrssen (Berlin) reported that he had found in the 
vaginal portion of the cervix a quite typical arrangement of 
elastic fibres, so that the peripheral half contains a very 
strongly developed network — a supeiflcial one under the 
pavement epithelium, a deeper one around the vessels— while 
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the central half is almost hare. This network of elastic fibres 
is to he regarded as the direct continuation of the analogous 
tissue of the vagina into the uterus. This anatomical condi- 
tion explains the merging of the cervix into the parturient 
canal during labor. The vaginal portion is thereby unfolded; 
the inner segment with numerous muscular fibres blends with 
the uterus, the external one with the vagina. This unfolding 
requires the harmonious co-operation of muscular traction 
from above and horizontal pressure of the ovisac. 

In connection Avith appropriate specimens the speaker 
further referred the rigidity of the soft parts in old primi- 
paras, who had remained sterile for years despite cohabitation, 
to a defective development of the elastic fibres which is typi- 
cal of the newborn. Hence in such eases attempts at me- 
chanical dilatation of the os during labor can accomplish 
nothing. 

The speaker further demonstrated, on a specimen showing 
a healing erosion, how the glands of the erosion become sur- 
rounded with elastic fibres. As the cei-vical glands do not 
possess elastic fibres, the«e glands can only have foimed from 
the pavement epithelium in the way suggested by Euge and 
Yeit. 

G. Krukenbeeg (Bonn) read a paper on 

CASTRATION AND CILIATED EFITHELIUJI. 

Bisehoff, Becker, and Wyder have demonstrated that in 
childhood only the tubes have ciliated epithelium; the uterine 
mucosa acquires ciliated cells only with puberty. In the cli- 
macteric the entire ciliated epithelium jierishes (Moericke, 
Klob). It appeared interesting, therefore, to ascertain whether 
the cilia vanish also after castration, in the anticipated climac- 
teric. The examination of castrated women can give no in- 
formation on this point, because ciliated epithelium is not 
uniformly found in endometritis, Avhich is nearly ahvays pre- 
sent before castration. The experiments were therefore made 
on rabbits, both hares in which the uterine horns are ciliated 
and German rabbits in which only the cervix has cilia. For 
about the first seven months after the operation the uterus 
retained its former weight, and its ciliated epithelium like- 
wise remained unaltered. After from nine to ten months, 
however, a considerable loss of weight occurs in the uterus; 
at the same time the ciliated cells disappear both from the 
uterus and the tubes. The closure of the abdominal orifices 
ot the tubes, Avhich always exists at the same time, may have 
some influence on the loss of the cilia in the tubes, but has un 
bearing on the uterus, with Avhich we are chiefly concerned ; 
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for we see that tlie loss of the cilia is connected with the- 
atropliy of the uterus, and we know, on the other hand, by 
Kehrer’s experiments that occlusion of the tubes does not 
cause atrophy of the uterus. Castration, therefore, has the 
same effect on the uterus as the climacteric— the ciliated epi- 
thelium disappears, but not Until the uterus has become atro- 
phic. If a very young animal is castrated, cilia do not form 
at all. 

H. W. Freund (Strassburg) read a paper on 

EXPERIENCES WITH THE ELECTRIC DRY-CUP. 

He maintained, in the first place, that the relations between 
the breasts and the pregnant genitals are effected mainly 
through the blood, but tliat with some definite stimuli they 
may be produced through the nerves. He had always suc- 
ceeded in produeiug uterine contractions in gravid women by 
a sufficiently strong irritation of the nipple with the constant 
current. Freund attempted to utilize this experience practi- 
cally, as well as that of Scanzoni, who had been enabled to 
excite pains by applying dry-cups to the breasts, by combin- 
ing them in the “ electric dry-cup.” 

At the Strassburg female clinic the induction of prematiire 
labor by this means was tried in five cases and the induction 
of abortion in one ease. In all these cases noc only were good 
pains produced in a short time, but also the labor was initiated 
in so far as the cervix was softened and more or less dilated. 
Beyond this point no further effect could be obtained with the 
electric dry-cup. The softening and dilatation of- the cervix, 
however, were effected rapidly and well. 

Hence the electric dry-cup seems to be an excellent prepa- 
ratory measure for the induction of premature labor, a sub- 
stitute for the natural activity in the first stage of labor. The 
method is new and capable of improvement. The results 
thus far should lead to further experiments. 

'Kehrer (Heidelberg) read a paper on 

LAPARATOMY. 

According to the author, some steps of the operation and 
the after-treatment require improvement. 

1. Prevention of the escape of pathological and other 
fluids into the abdominal cavity. Sponges and gauze com- 
presses do not suffice for this purpose, as they are porous. 
Gutta-percha paper should be made to surround the tumor in 
funnel shape^ and be pushed into the abdomen as far as the 
pedicle, and the space between tumor and paper be filled 
with gauze compresses. 



1272 


IKANSACTIONS OF THE 


2. Prevention of adliesions. This should be aimed at by 
asepsis after opening the abdomen, by avoiding rough han- 
dling of the intestines, limiting drainage, and stimulating 
intestinal peristalsis by laxatives administered (per os and 
rectum) a day after operation. The intestine, - however, is 
remarkably atonic after laparatomy. 

3. Producing a firm cicatrix of the abdominal wall, by re- 
section of an eventually enlarged linea alba, by drawing the 
edges of the divided peritoneum into the abdominal wound, 
and by numerous sutures, embracing muscle, sheath of the 
rectus, and skin with adipose, about one and a half to two 
centimetres apart, with intermediate superbeial sutures. 

Feitsoh (Breslau) read a paper on 

THE TREATMENT OF RECENT PUERPERAL EXUDATIONS. 

He discussed the question. What is to be done with recent 
paracervical puerperal abscess ? This question has a general 
and a special aspect. In general, without reference to the lo- 
cality, no one will deny that if pus has accumulated anywhere 
in the body and is encapsulated, the pus must be evacuated. 
Ho one would announce as" a principle that the organism 
should be left to absorb large quantities of pus. 

The logical result of these views was that he set himself 
the task to evacuate the pus, whenever and wherever present, 
as soon as possible and feasible. 

Of course, opposed to this view is the fact that parame- 
tritic abscesses as a rule recover spontaneously. But thirty 
years ago a mastitis lasted three months, Avhile now it is 
recovered from in a week under correct treatment, nowa- 
days higher demands are made of the physician. We aim 
not merely at saving life, but at restoring our patients to 
health and usefulness as early as possible. Hay, moie, the 
object to secure usefulness and enjoyment of life furnishes 
us a sufficient indication to undertake even operations which 
endanger life. Hence in general we must acknowledge the 
justifiability of the operative treatment of purulent exuda- 
tions, even while admitting that the old expectant treatment 
gave good results qiwad vitam. 

The special side of our question, however, lies in the local 
conditions. When an abscess is situated under the skin at a 
superficial point where there are no large vessels — for instance, 
above Poupart’s ligament — an incision is easily made. But 
many a physician hesitates to introduce the knife deep into 
the pelvis for fear of technical difficulties. 

Injury of the ureter by the knife is no more probable 
than of the uterine artery. The pathogenesis of these ab- 
scesses, which arise in consequence of parturient lesions of the 
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■cervix, guards us against injury of the ureter or tlie uterine 
artery. The ureter lies more iaterally and forward ; it is not 
dragged nearer by the recent abscess, but is pushed away. 
Tlie uterine artery passes higher up and is likewise crowded 
upwai-d and sidewise by the abscess. _ The primary exudation 
never lies in the paravaginal connective tissue, but above the 
pelvic diaphragm ; much higher than, say, an accumulation 
in Douglas’ pouch. 

On making the incision, the vagina is first divided, and by ' 
repeated palpation the loose paravaginal connective tissue is 
reached. Feeling around in the opening, the exudation is lo- 
cated and carefully opened, the knife preparing the way, 
When in doubt as to the bearings, a hypodermic syringe is in- 
serted, some pus aspirated, and the knife made to follow the 
eanula, Tlie moment the first drop of pus flows down the 
knife, mai'ked by a yellow color in the blood, a stream of 
sterilized ivater is directed on the opening. The water washes 
away the pus, which must not spread in the loose connective 
tissue above the vaginal wall. The incision is continued, 
bearing toward the uterus, until the finger can readily enter 
the pus cavity. Immediately after this the wall of the abscess 
is united with the vagina all around by means of strongly 
curved needles, for various reasons. In the first place, the 
hemorrhage is arrested by the suture: an anemic puerpera 
must be saved as much blood as possible. In tlie second place, 
the paravaginal connective tissue is thus shut off. Thirdly, 
we are sure tliaf the abscess is well shut off. Finally, the 
threads of the sutures -which are left long have the great ad- 
vantage tliat by being drawn to tlie right or left we see our 
way clear and can make the opening accessible and wide. 
Then the cavity is irrigated until the water escapes perfectly 
clean'; but excessive water pressure should be avoided by 
using a return-current catheter. 

The after-treatment consists in frequent irrigation. An 
iodoform tampon will not assure permanent asepsis. We 
, would not dare to tampon tightly, and a loose tampon will not 
fill all the depressions. A drainage tube should be particularly 
cautioned against. It is apt to fall out, and if stitched to the 
opening it would prevent contraction of the cavity, and may 
even cause hemorrhages and intestinal fisfcul® by pressure. 

Such abscess cavities contract gradually, owing to the intra- 
abdominal pressure. The abscess cavity lies in the abdomen • 
hence, when there is a hole below and anterior pressure 
ceases, the abdominal pressure crowds the wound surfaces to- 
gether. Tlie way by the vagina seems to the author the most 
natural. The large wounds in the parasacral method are 
ceitainly a contra-indieation, "We do not aim at surgical 
works of art, but at rapid recovery. 
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H. Loehletn (Giessen) read a paper on 

THE PKOGHOSrS AiSTD TKEATMENT OF PUEEPERAE ECEAIMPSIA. 

The paper was based on material secured from all the larger 
clinics in which the German language is spoken. Altogether^, 
from April 1st, 1888, to October 1st, 1890, among 53,328labors, ’ 
335 cases of eclampsia were observed. The highest average 
figure is that of the obstetric clinic of the Charite (1 : 67), 
while the proportion is small in the three Vienna maternities 
(1 ; 318). 

Of the 335 persons affected, 63 died of the eclampsia and 
14 of other complications. The rate of mortality, 19.38 per 
cent, shows a very satisfactory progress compared with the 
results of earlier compilations, especially as grave forms were 
frecpient in the material. While formerly it was justly as- 
sumed that one-third of the patients succumb, we now see the 
proportion reduced to one-fifth. The lowest rate of mortality 
(11.6 per cent) Loehlein found in primiparce who were first 
affected post par turn, the highest in multipart attacked ante 
par turn. 

Among the secpielm noted in the 248 surviving patients, 
mention should be made of 13 cases of pronounced psycho- 
sis, most of whom recovered completely ; 5 of pneumonia, 3 
of pleuritis, and 22 in whom prolonged kidney affections 
were observed, which in 11 cases had '"begun as chronic ne- 
phritis. 

Operative interference was required in Tl.l per cent of the 
cases. Among these were 108 forceps operations, 19 ver- 
sions, 13 mutilations of the fetus, 3 artificial abortions, and 7 
Cesarean sections. Of the latter 5 were done after death, 1 
in articulo mortis, and 1 on the living, the last with recovery 
of mother and child. 

As to drugs, by virtue of G. Veit’s (1S8T) warm recom- 
mendation, a large number of obstetricians, the author in- 
cluded, have used by preference large doses of morphine. In 
the statistics, the eight clinics in which this mode of treat- 
ment was adopted show a very favorable rate of mortality 
(13.8 per cent as compared with the general mortality of 
19.38 per cent). The figures, however, are still too small 
for drawina: final conclusions. 

Skutsch (Jena) read a paper on 

THE TREATMENT OF CHRONIC ENnOJIETRITTS. 

Clinically the two main forms of chronic endometritis must 
be strictly separated : in the one the essential feature con- 
sists in abnormal, mostly atypical hemorrhages (hemorrhagic 
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forms); in the other, in the pathological quantity and quality 
of the uterine secretion (catarrhal forms). 

With reference to the indications in the hemorrhagic forms- 
the greatest unanimity exists ; the treatment consists chiefly 
in the removal of the diseased portions, curetting of the mu- 
cosa, removal of distinct proliferations, followed eventually 
by cauterization. At present there is also more harmony as 
to the fact that it is more rational, when small tumors are 
suspected (that is, when the uterus is enlarged), to make the 
internal surface accessible to the finger and thereby to a suit- 
able treatment. 

Catarrh of the uterus is chiefly identified with hyper- 
secretion (pure catarrh) ; the secretion may be mixed with 
pus, and some special purulent forms ai-e known (particularly 
the gonorrheal). As a rule, much is said of a purulent catarrh 
of the cervix, while that of the body is often neglected. 
In practice, in every case of purulent discharge from the 
uterus the entire mucous membrane, both of the cervix and 
body, should be treated. 

In the treatment of this form of chronic purulent endome- 
tritis probably none of the methods hitherto in use will be 
alone effective. The results obtained with Schultze’s method 
(methodical irrigation of the uterus, preceded by dilatation if 
necessary) were satisfactory in the great majority of cases. In 
recent years, conical metal dilators of increasing circumfer- 
ence were largely employed. 

In the daily irrigations a three-per cent soda solution is 
first employed in order to dissolve the mucus, and is followed 
by the medicated solutions. Many different drugs were used 
(carbolic acid, in two-and -one-half-per-cent solution ; sub- 
limate, 1 : 5,000 ; acetate of alumina, lysol, etc.). Perhaps the 
main thing is the purely mechanical effect of removing the 
secretion. The purpose in view is best obtained by simj)le 
catheters rather than by those constructed on the Fritsch- 
Bozeman principle. 

Of late Skutscli has introduced iodoform gauze for the 
purpose of dilating the uterus by Vulliet’s method, and has. 
found this treatment particularly advantageous when com- 
bined with Sehultze’s irrigations. If the uterus has a width 
of but four millimetres, a strip of gauze one centimetre wide^ 
can be introduced. The author exhibited different sizes of 
an iodoform-gauze packer which resembled Weinhold’s in- 
strument; their anterior end is somewhat conical and they 
have a small groove at the point ; they are divided into centi- 
metres, and are provided ivith a movable disc to be fastened 
by a screw, so that the rod cannot be inserted further than, 
the length of the uterus permits. The procedure is neither 
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dangerous nor painful and can be performed in office prac- 
tice. Sbntseh used ten-per-cent iodoform gauze ; but the ma- 
terial can also be impregnated witb other substances or be 
soaked with drugs — for instance, creosote-glycerin (Pozzi, 
Predericq). 

In obstinate cases of purulent endometritis the curette is 
likewise used in Sehultze’s clinic. In suck cases it is advis- 
able to use iodoform gauze and irrigations as after-treatment. 

Erosions usually disappear when their cause, the purulent 
endometritis, is overcome. Should this not be the case, 
cauterization may be employed at the end of the treatment. 
In like manner, should there be decided anatomical altera- 
tions of the cervix, Schroeder’s or Simon’s operation may be 
performed at the termination of the course; or, where 
ectropion is pronounced. Emmet’s operation. 

Froiimel (Erlangen) read a paper on 

THE HISTOLOOY AND imYSIOLOGY OF THE MAMMARY GLAND. 

He reported some anatomical investigations he had under- 
taken on the mammary glands of cat^, guinea-pigs, and white 
mice. The result thus far shows that with the onset of lac- 
tation two essentially different processes can be observed in 
the gland: in the first place, in gravid animals a very decided 
formation of fat occurs in the protoplasm of the individual 
epithelial cell; this goes so far that shortly before delivery 
the whole or greater ])art of the protoplasm is changed into 
fat, the cell nucleus being generally pressed downward, often 
also sidewise against the wall, and markedly flattened. The 
nuclei of the epithelia remain quite unaltered before lacta- 
tion, that is to say, before birth. After birth the fat is ex- 
creted by the cell in larger and smaller drops into the lumen 
of the giand. This fat formation in the protoplasm continues 
all through lactation, fat droplets excreted by the cell being 
demonstrable not only toward the lumen of the gland, but 
also throughout the entire protoplasm. Toward the lumen 
of the gland the limitation of the cell is indistinct during lac- 
tation. Thus, for instance, we may observe in epithelia to 
which just excreted fat di’oplets still adhere that the limita- 
tion of the cell appears almost fi'inged ; frequently small 
vacuolee may also be seen in the cell in place of the excreted 
fat drops. 

A second process takes place with beginning lactation in 
the nuclei of the epithelia — a process to which Hiessen al- 
ready called attention : we suddenly find very numerous cells 
with two or more nuclei ; at the same time the individual 
epithelial cell becomes larger and projects into the lumen of 
the gland. It was impossible to discover how the division of 
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the nuclei is effected in the several epithelia. Mitoses were, 
never detnonstrahle ; it seems as if the division of the nuclei 
proceeds with extreme rapidity. At the same time we may 
observe that the nucleus of the individual epithelial cell whicli 
lies nearest the lumen is east off with a portion of the proto- 
plasm. The nuclei discoverable in the lumen show also dis- 
tinct signs of a retrogressive metamorphosis (hai'iolysis) and 
seem to dissolve gradually. 

A UTERUS WITH NUMEROUS SJUAM- OVSTS. 

Pfannenstiei, (Berlin) presented a uterus whose surface 
was studded with numerous cysts of ciliated epithelium.. 
Here and there they are crowded as close as the eggs in the 
roe of a fish ; they are the size of a poppy-seed or a little 
larger, and are situated exclusively on the surface of the 
organ ; they only penetrate very slightly into the glossy,, 
smooth peritoneal covering and the muscular layer. They 
look like the smallest peritoneal carcinomatous nodules, but 
prove to be cystic throughout and filled with clear wateiy 
fluid ; the inner surface of the cysts is covered with a single 
layer of ciliated cylindrical epithelium. Similar cysts are 
also present on the surface of the left tube. Besides, on the- 
right lateral snrface of the uterus is a tubercle about the size 
of a hazelnut, which projects hemispherically, and on section 
is shown to contain from six to eiglit small cavities no larger- 
than a pea embedded in a connective-tissue stroma. These cysts 
likewise resemble those described above. The author illus- 
trated his investigations witlrmieroscopic sections of hardened 
pieces of the specimen. He then proceeded to the interpreta- 
tion of this remarkable finding. The cysts have no connection 
with the ciliated epithelium of the endometrium, as proved by 
their entirely superficial position and the intact state of the. 
innscular layer of the organ. A faulty embryonal develop- 
ment seems to he out of the question. Hence we are foi'ced 
to assume a local origin of the cysts in the peritoneum. The 
peritoneal endothelium, however, in man cannot change into 
ciliated cylindrical epithelium. Tlierefore the latter must 
come from another organ. This the author has discovered 
to be the ovary, which (the left one, as the right could not be 
found in the specimen wliieb was obtained by vaginal hys- 
terectomy) shows very similar cysts on its surface. These are 
also invested with ciliated cylindrical epithelium. The- 
speaker has repeatedly found such fonnations on the surface 
of ovaries and has learned to regard them as beginning neo- 
plasms. In this respect he -referred to a paper, now in press, 
on the origin of ciliated epithelial tumors of the ovary, and 
briefly mentioned the fact that in such cases the germinal 
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epitlielium clianges into ciliated epitlieliiim, forms tubular 
depressions iuto tbe stroma, and leads to the formation of 
cysts. The speaker demonstrated the resemblaace of the 
uterine and the ovarian cysts by microscopical preparations, 
and on the strength of his investigations he interjjreted the 
uterine formations asmetastases of tlie commencing neoplasm 
at the surface of the ovai'y . He was unable to state anything 
about tile participatiou of the remaining (visceral and parie- 
tal) peritoneum in the metastasis, since the specimen had 
keen obtained by vaginal lij'stereetomy, during which opera- 
tion the jieritoneum in general came into view only to a 
slight extent. 

The uterus came from a woman aged 51 ; it shows consid- 
erable thickening of its muscular tissue and a hemorrhagic 
inflammation of the endometrium — processes which have no 
connection with the peculiar snperflcial formation. 

l(To be continued.) 


ABSTRACTS. 


1. Everke; The Treatment of Posi-paetum Hemor- 

EHAOE BY MEANS OP THE DuHESSEN TJtEEINE TaMPON 

{Therap. Monatshejie). — Post-partum hemorrhages are either 
due to lacerations of the vaginal mucous membrane and cer- 
vix, or else they arise from the uterine cavity when this 
organ does not contract firmly after expulsion of the fetus 
(atouia uteri). The hemorrhages of the first variety can al- 
ways be controlled by sutures, but the cases of uterine atony 
in which no effect is produced by using ergo tin, compres- 
sion, or rubbing with the hand require other treatment. 
Duhrssen’s method of using the tampon is the surest, sim- 
plest, least dangerous, and most I’eadily carried out of all the 
methods. The technique is as follows : The hair about the 
pubes is to be carefully scrubbed with soap and water, the 
vagina washed out with a thirty-per-cent solution of carbolic 
acid or a sublimate solution of one to one thousand. Por 
tamponing we employ from three to six metres of ten-per- 
cent iodoform gauze, eight centimetres wide. The left hand 
grasps the uterus and presses it. downward; then (when no 
speculum is employed) the gauze is pushed up through the cer- 
vical canal with the right hand (employing two fingers) to the 
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fundus. In a short time we feel a board-like contraction and 
the bemorrbage ceases. The tampon is removed at the _ end 
of twenty-four hours. The author explains the action of the 
tampon in this way : that the raw material produces an irrita- 
tion of the uterine muscle, the contracting organ presses its 
walls firmly against tlie tampon, the lumen of the vessels be- 
comes closed, and the hemorrhage ceases. (It is consequently 
not advisable to tampon the uterus too firmly.) The tampon 
may also be employed in cases of puerperal hemorrhage and 
in slight lacerations. n. s. k. 

2. Easumow : The Diagnosis of Ohanokes of the Cervix 
{MosTcau, 1890). — The primary afi'ection of the cervix appears 
in two varieties — as erosive and ulcerative, and deep chan- 
cres having sharply defined borders. The author claims that 
the diagnosis of primary syphilitic affection of the portio vagi- 
nalis is not as difficult as is claimed by most gynecologists. 
It is made evident by the presence of indolent, hard, and im- 
movable glands in the inguinal region. Soft ulcers of the 
cervix may often be overlooked, being painless and manifest- 
ing no symptoms. Barely an inguinal bubo develops in con- 
nection with a soft chancre of the portio vaginalis, h. s. e. 

3. Mebjiann (Mannheim) : Eepoet of Two Hundred 
Births without anv Internal Disinfection {Centmiblatt 
fur Gyndkoloyie^ 1891, Ho. 20). — M. reports two hundred’ 
cases, of which thirty-two were primiparas and one hundred 
and sixty-eight multipaim. One hunched and seventy-six of 
the cases were normal head presentations and twenty -four 
were abnormal. Three were cases of brow presentation, 
three breech, two transverse, three forceps, two twins ; in 
one case premature labor was induced in the eighth month, 
the case being one of hydramnion, and twins were delivered 
by version. Two were cases of placenta previa ; in both eases 
combined version was employed. In four cases the placenta, 
-or a large piece of membrane, was removed from the interior 
of the uterus. There was one case of slight eclampsia. In 
one case a bougie was introduced and left in situ for twelve 
hours. In one ease, in which there was a partial retroflexion 
of the gravid uterus (Veit), a bougie was introduced in the 
eighth month ; a macerated fetus was extracted, and the mem- 
branes were found to be gangrenous. There Avas one ease of 
macerated fetus, and one case in Avhich there 'wby& severe 
symptoms due to a nourcompensatory cardiac lesion. Hot one 
death occurred in any of the two hundred cases, nor was there 
any marked infection in any of the cases. All of the Avomen 
Avere discliarged perfectly Avell, one on the eighteenth day, all 
•the remainder before the fourteenth day. In all there Avere 



1280 


ABSTKAOIS. 


eleven eases in wliicli the temperature reached as high as 38° 0. 
Of these eleven there were two in which there was an extra- 
genital affection. One was a case of articular rheumatism ; the 
other a case of bronchitis, the patient being probably tuber- 
culous. Of the nine remaining eases, four had a rise of tem- 
perature only once in the evening, four had a temperature up 
to 39° 0. for from two to four days, and of these one patient 
discharged a piece of membrane on the fifth day. One had 
a bartholinitis. This was opened and the fever disappeared. 
The next was a case of brow presentation ; the child was 
born dead. The patient had an evening temperature as high 
as 10° C., this lasting from the fifth to the fifteenth day. 
The patient was discharged cured on the eighteenth day. 
The last ease was one in which there was a macerated fetus 
in the eighth month, breech pr*esentation, and syphilitic pla- 
centa which was removed j)iecemeal from the uterus. The 
patient had a chill and temperature before the confinement; 
after it temperature as high as 38.6° C. up till the seventh 
day. She was discharged on the tenth day. The case was 
one of pure ptomaine intoxication, A conjunctivitis occurred 
in only one of the children, although the eyes of the chil- 
dren are merely washed with distilled water. 

M. gives the following etiological factors in the production 
of a puerperal infection : 

1. External infection, caused by pathogenic cocci. This 
can be prevented by subjective antisepsis. 

2. Auto-infection as understood by Seininelweiss. Divided 
into {a) ptomaine intoxication or putrid infection caused by 
micro-organisms. It cannot be prevented and vaginal injec- 
tions are useless. (5) Pathological germs which have been 
lying dormant and are brought into action by the birth. These 
we find in cases of old exudations, pyo-salpiugitis, and old 
abscesses of the glands of Bartholin. In these cases vaginal 
injections are also useless. 

*3. Yaginal infection caused by pathogenic germs which 
have found their way into the vagina before the labor began. 

We can, therefore, speak generally of two varieties of in- 
fection, auto-infection and vaginal infection. 

UEONAKD S, KAU. 
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Eyeby gynecologist has doubtless met with a certain num- 
ber of cases of retroversion and retroflexion of the uterus in 
which the old method of treatment by replacement and re- 
tention with a pessary has failed ; the uterus either persisting* 
in returning to its abnormal position, or the patient being un- 
able to bear the pressure of such supporters as succeeded in 
Iceepiug it in place. The cause of failure in such cases was 
usually due to several factors : first, the size of the uterus 
and the aggravated character of the displacement ; and, sec- 
ond and chiefly, the removal of the natural supports of the 
organ by injury during parturition or by want of tone. In 
such cases there was not only a retroversion or a retroflexion, 
or both, but also a certain amount of prolapsus, the whole 
organ being lower in the pelvis, and in addition the peri- 
81 
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neum and posterior vaginal wall were either torn or so much 
relaxed frona overdistention and snbinvolution as to be prac- 
tically useless as supporters of the uterus. As a result, the- 
ordinary lever pessaries employed for this displacement with 
so much benefit in the majority of cases were not retained or 
caused pain, and after many failures finally were of necessity 
entirely discarded. An exception to this statement might be 
made in favor of large ring or solid round pessaries, which 
would elevate the whole uterus in the pelvic cavity without 
restoring and retaining it in its natural anteverted position. 
The use of these latter instruments is in my opinion unscien- 
tific and illogical, since they do not perform what a well fit- 
ting pessary should do. Hence I never employ them in sim- 
ple backward displacement, limiting their use to occasional 
instances of prolapsus. How, failing to find a properly fit- 
ting and satisfactory pessary for these intractable eases of 
retroversion and prolapsus, what remains for us to do ? 
Manifestly either to give up the case and acknowledge our- 
selves vanquished, and allow the patient to pass the rest of 
her days unrelieved, or else see what surgery can offer us for 
the benefit and possible cure of this displacement. I take it 
for granted, of course, that it is generally admitted that a retro- 
version or a retrofiexion, especially if associated with the ab- 
sence or relaxation of the lower uterine supports which in- 
duces prolapsus, is a condition producing certain pathological 
symptoms and calling for treatment. I am aware that some 
authorities contend that a mere retroversion is of no conse- 
quence and in itself produces no symptoms and requires no 
treatment; but I maintain that the cases in which the condi- 
tions exist which I have described, and where mechanical 
supports fail, do produce most decided symptoms, and, in- 
deed, inconvenience the patients so much as to lead them to 
seek relief, even at the risk of considerable pain, discomfort, 
and expense. Besides, in a certain number of cases where 
pessaries can be satisfactorily adjusted and borne, the i^a- 
tients, being obliged to wear such an instrument for a large 
part of their lives, demand some other means of treatment 
which will cure them without the aid of a pessary. 

I have long ago, in an article read before the International 
Medical Congress in London in 1881, on the curability of 
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uterine displacements,' stated the results of- my experience 
with numerous cases of all forms of dislocation of the ute- 
rus, my final conclusions being that but very few old displace- 
ments are cured permanently by pessaries, no matter how 
well applied or how long worn. In common, therefore, with 
many of my predecessors and contemporaries in this line of 
practice, I have been compelled to seek for other .than mere 
palliative means for the relief of the eases under considera- 
tion, I will not weary my readers by detailing many differ- 
ent procedures which have been successively devised and as 
speedily dropped by gynecological surgeons in this country 
and abroad. I will merely mention several, in order to show 
the principles upon which the different opei'ators worked. I 
must begin by stating that, as a rule, the cases which were 
sought to be cured by operative means were those in which 
the uterus and the appendages were freely movable and 
could be i‘estored,by very slight manipulation, temporarily to 
their normal position. Adhesion of the fundus uteri and ap- 
pendages to the bottom of Douglas’ pouch j^resents a compli- 
cation for which only one form of operation, hereafter to be 
described, is applicable. 

There were four chief methods adopted to attain the same 
object of elevating and retaining in normal position the body 
of the uterus : ’ 

1. The Anieversion.of the Uterus hy attaching the Cermx 
to the Posterior Yaginal Vault . — This is technically the 
most simple and least dangerous method, and theoretically 
would appear to be quite feasible and effective. The late 
Dr. Janms B, Hunter, Dr. Herrick of Michigan, and doubt- 
less others, have recommended this plan, but it has failed to 
secure a firm footing, chiefly because.it did not stand the test 
of time, the attachment of the cervix gradually becoming 
lengthened or severed, and the cervix again slipping upward 
against the anterior vaginal wall, and of course the fundus 
dropping back into its original position. The addition of 
posterior eolporrhaphy and perineorrhaphy, in case these 
organs required restoration, while relieving the descensus, 
of the uterus, failed to retain it permanently in its normal 

' Amekicax Journal of Obstetrics, October, 1881 . 
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positiou ; hence Ido not believe tliat this operation is still 
pei'formed. 

. 2. The Method of Sehucking, -which consists in passing a 
canula armed -with a ligature into the uterine cavitj, forcing 
it througli the fundus and out into the vagina between uterus 
and bladder. The two ends of the ligature are then tied 
and the uterus thus kept in an antedexed position until suffi- 
cient adhesive inflammation in the walls has been excited to 
insure its retention, when the ligature is cut and removed. 
Sehiicking claims excellent results in quite a large number 
of cases, and even reports the cure of aggravated prolapse by 
this operation. He has found some followers, but the opera- 
tion can haz'dly be said as yet to have become established. 
It is certainly very ingenious in conception, but I should tliink 
the danger of wounding the bladder, which would seem al- 
most unavoidable in some instances, might rob it of its use- 
fulness and popularity. 

3. The Elevation and Anteveraion of the U terns l)y Short- 
ening the Mound Ligaments. — This is commonly known as 
the operation of Alexander, who undoubtedly. evolved it in- 
dependently, although it had previously been recommended 
and its feasibility demonstrated on the cadaver by Aran, 
Alquie, and Adams. This operation bas now become so well 
known that I need not go into any particulars as to the tecb- 
nique of its performance. I will merely say that the objec- 
tion to it which was formerly advanced by myself and others, 
and is still upheld by some unsuccessful operators — namely, 
that it Avas not always possible to find the ligaments — has dis- 
appeared after a more mature experience ; but the other ob- 
jection, that the ligaments may not always be found strong 
and thick enough to retain the elevated uterus, still holds 
good ; and, unfortunately, I know of no means by which the 
size of the ligaments can be foretold before the inguinal 
canal is opened, neither can we know beforehand Avhether 
they rim easily in their 'sheaths or are so adherent as to be 
practically useless. Leaving aside this objection, there is still 
a considerable difference of opinion among gynecologists as 
to the value of the operation and the permanency of its re- 
sults. Much of this doubt, in my.opinion, is due to the im- 
proper selection of the cases, some operators having attempted 
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to elevate tlie adherent fundus uteri by drawing on the round 
ligaments. If they did so at ail, they succeeded only by ele- 
vating with the uterus the rectum to which it was attached. 
The traction on the newly attached ligaments, of course, was 
too strong, and gradually they were either torn loose or 
stretched, and uterus and rectum retuimed again to the bot- 
tom of the pelvic cavity. The failure of the operation under 
such circumstances depended manifestly, not upon the opera- 
tion, but upon its performance under improper conditions, 
farther, many operators failed to keep track of their cases, 
and were therefore not able to answer the cjiiestion whether 
the I'esults had been permanent or not. It was, therefore, 
easy for those who had failed to find the ligaments, or who had 
operated on unsuitable cases, to infer that the operations of 
those surgeons who had succeeded had eventually proved fail- 
ures, in that the uterus had gradually returned to its abnor- 
mal position. I am not disposed to be an enthusiastic advo- 
cate of Alexander’s operation and to use it as frequently as 
some of the gentlemen who have reported their results. In 
a fairly large experience with displacements of all kinds, I 
have felt justified in performing this operation only thirty- 
seven times, beginning with the autumn of 1884 and con- 
cluding with a few weeks ago. I believe I was the first to 
undertake this operation on this side of the Atlantic, and had no 
trouble in that ease in finding and drawing out the ligaments. 
Partly through the kindness of some of my friends who have 
seen a number of my cases for a variable length of time after 
the operation, and partly from my own knowledge, I am en- 
titled to state positively that in not one of the eases of back- 
ward displacement of the uterus did the organ return to its 
retroverted condition. In the few instances where I per- 
fonned the operation for complete prolapse of uterus and 
vagina, I cannot report equally permanent results. Pour of 
my patients subsequently conceived, carried their children to 
term, were safely delivered, and the uterus was found re- 
tained in the position in which I had placed it by the opei'a- 
tion. I do not deny tljat I have always employed for several 
months an ordinary lever or ring pessary in order to prevent 
too early traction upon the newly attached ligaments. This 
I considered a wise and proper precaution. Finally, in none 
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of iny cases has there been any unpleasant reaction from the 
traumatism, and when I began to discard the bone drainage 
tube and hermetically sealed the wound with iodoform and 
tajinin-collodion there was no more suppuration after the 
operation. In properly selected cases (retroversion and re- 
troflexion with more or less descensus and relaxation of the 
upper and lower uterine supports, with perfectly movable 
body of the uterus and appendages and no enlargement of 
either) I consider the operation of shortening the round liga- 
ments to be the best, most permanent, and least dangerous 
of all those which have been recommended, and I base this 
statement on what I consider my own ample personal expe- 
rience. 

A substitute for the shortening of the round ligaments by 
opening the inguinal canal has been devised by Wylie, Dud- 
ley, Polk, and Mann, who perform laparatomy, double up the 
round ligaments on themselves or bi’ing them together in 
front of the uterus, and attach them in these positions with 
stitches. Ingenious as these operations are, they seem to me 
to have the one great disadvantage of the only remaining 
method to be described, namely, the danger which must in- 
evitably always cling to the opening of the peritoneal cavity, 
no matter how small that danger is at the present day. Be- 
sides, this intra-abdominal shortening of the round ligaments 
is still too new an operation to be compared with one which, 
like that of Alexander, has been performed many hundreds 
of times. 

4. The Attachment of the Fiindus to the Anterior Abdo- 
minal Wall hy means of Sutures. — The first to publish a 
report of this operation, with eases, was Olshausen, of Halle, 
now professor at Berlin. -He was rapidly followed by San- 
ger, Leopold, and others in Germany; by Howard Kelly, 
Thomas, Polk, myself, and others in this country. Long be- 
fore Olshausen it had, however, been the custom of some 
ovariotomists to sew the pedicle into the wound, either as a 
safeguard against possible secondai’y hemoi'rhage or in order 
to elevate the uterus which they found retro verted ; but in 
such eases the ventral attachment of the organ- was a secon- 
dary consideration to the removal of the tumor for which the 
operation was performed. To the gentlemen whose names I 
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have mentioned, together with others who have followed in 
their footsteps, is due the credit for having intentionally de- 
vised and performed the operation of laparatomy with a view 
of lifting up and attaching the displaced body of the uterus 
to the anterior abdominal wall. The technique of the opera- 
tion differed more or less, according to the operator ; one 
gentleman passing only one suture through the fundus uteri, 
another two or three, and another again scraping the surface 
of the fundus raw with his knife so as to increase the chances 
of attachment to the adjacent peritoneum. The location of 
the sutures also varied with different operators, and several 
finally have endeavored to simplify the operation and render 
it less dangerous by introducing the sutures through the ab- 
dominal walls into the body of the uterus without opening 
the peritoneal cavity. One of the latest of these is Dr. 
Krug, of Kew York, who claims that, by elevating the pelvis 
of the patient and operating in what is now known as Tren- 
delenburg’s position, the intestines are made to slip away from 
the pelvic cavity and the danger of including a coil in the 
sutures is entirely done away with. 

The indications for this operation, which is known as ven- 
trofixation, hysteropexy, or hysterorrhaphy (the latter name 
having been given it by Kelly), are precisely the same as 
those which I have already stated as calling for the operative 
cure of retroversion ; but there is an additional indication 
which does not apply to the other methods of operation, 
namely, adhesion and disease of the appendages. Whenever 
the uterine appendages are so diseased by inflammation as 
to have become adherent to the bottom of Douglas’ pouch, 
whether the uterus be retroverted and adherent at the same 
time or not, the question of the propriety and justifiability 
of removing the appendages has to be considered. This, of 
course, can be done only by laparatomy, and the appendages 
must be detached and brought up into the abdominal incision 
in order to permit the ligation of their pedicles and their re- 
moval. Of course the uterus, if adherent, will be loosened 
at the same time and brought up with the appendages, jit is 
therefore but one step to attach the stumps of the pedicles 
between the lips of the incision and to add the slight maneu- 
vre of passing one or more of the abdominal sutures through 
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the fundus uteri. The propriety of ventral fixation of the 
body of the uterus under these circumstances — that is, when 
the diseased appendages are ‘ being removed — admits of no 
question. But as regards the justifiability of subjecting the 
patient to the danger of opening the peritoneal cavity and 
stitching the uterus to the anterior abdominal wall, merely for 
the cure of a comparatively trifiiug affection which in nowise 
ever will do more than inconvenience hei*, but under no cir- 
cumstances endangers or shortens life, there still may be a 
very great difference of opinion. In all pi’obability the suc- 
cess which an opei-ator has had with his laparatomies — that 
is, the very small mortalit}’^ which he has been so. fortunate 
as to meet with — will aid largely in deciding him in favor of 
this operation. Other operators, however, who have been so 
unfortunate as to lose comparatively simple eases from peri- 
tonitis, intestinal occlusion, or septicemia, will not feel quite 
so ready to subject patients with retroversion and prolapsus 
to the risks of a laparatomy. An additional reason for con- 
servatism in performing the operation of hysterorrhaphy is 
that the attachment of the fundus to the abdominal wall is 
not always permanent, and that eases have been reported 
where the displacement eventually returned in its old degree. 

I myself have performed five hysterorrhaphies for retro- 
version of the adherent uterus with diseased and adherent 
appendages, all within the last three years. Of these I have 
lost none, and I may say that the results, so far as I know, 
have been permanent, even in the case of one patient who 
became pregnant and was seen by me on several occasions 
until she aborted at the end of the fourth mouth, probably in 
consequence of the impossibility of the uterus rising above 
the point of artificial attachment ; and for this class of cases 
I therefore am an unqualified supporter of the operation. 
When, however, the uterus and appendages are movable and 
it is not necessary to remove the latter, I am quite as em- 
phatically opposed to opening the abdominal cavity and 
would always prefer Alexander’s operation. In case the va- 
ginal walls were relaxed and prolapsed or the perineum torn 
or relaxed, I should always think it my duty to add to Alex- 
ander’s operation the operations for narrowing the anterior 
and posterior vaginal walls known as those of Stolz and Hegar 
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respectively, or of restoring the perineum, if that alone is 
injured, hy the flap-splitting method, performing all these 
operations in one sitting. Should the cervix be lacerated I 
would, of course, repair it before doing the Alexander. 

Thus far I have spoken entirelj of backward displacements- 
of the uterus with more or less prolapsus ; 1 have still to re- 
fer to the aggravated forms of prolapsus of the uterus and 
vagina whicli we find difficult or impossible to remedy by 
mechanical supporters and which are practically incurable 
except by a combination of operations. If I can make a 
woman fairly comfortable with astringent tampons or a large 
disc pessary of glass or hard rubber, or even by one of the 
numerous cup-shaped and T-bandage supporters, I have sel- 
dom found myself disposed to subject her to the . operative 
cure of her displacement ; particularly does this remark ap- 
ply to women beyond the age of the menopause, in whom,, 
besides, the tissues are no longer as capable of being restored 
to their normal tone as in younger women. Some patients,, 
of course, have insisted upon being operated upon, not wish- 
ing to be compelled to wear troublesome and filthy supjporters- 
for the rest of their lives, and naturally I have felt compelled 
to accede to their demands; but unfortunately there will al- 
ways be a certain number of cases of complete prolapse in. 
which no pessary can be borne, in which the steady insertion 
of astringent tampons becomes so monotonous and trouble- 
some that the women soon give it up, and in which the com- 
parative youth of the patient and her desire to entirely regain 
her health induce us to try all operative means at our dis- 
posal for her permanent cure. My practice in such eases was,, 
in former years, to proceed in the following manner and by 
the following steps : If the cervix was lacerated the tear was- 
repaired, usually with catgut sutures ; the uterus then being 
replaced within the pelvic cavity, the anterior and posterior- 
vaginal walls were narrowed by the Stolz and Hegar opera- 
tions, the latter of which, if carried sufliciently high on the 
labia, also lifts up the perineum and narrows the vaginal 
orifice to any desired degree. Immediately, and for some 
months perhaps after the operation, the uterus would be re- 
tained in the pelvic cavity and the vaginal calibre would re- 
naain undilated, but sooner ov later, under the same influ— 
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eaces of straining and forcing, tlie cicatrices would stretch 
and gradually the prolapsus return. Tlierefore, after I had 
performed a number of Alexander’s operations, I added it to 
the others mentioned, performing first trachelorrhaphy, then 
Alexander’s, third anterior, and fourth posterior colpor- 
rhaphy. If I remember correctly, I have thus operated on 
three or four eases of prolapsus, and I believe that the addi- 
tion of shortening the round ligaments aided in keeping the 
itterus up and in making the results decidedly more perma- 
nent. Still I confess to having had one failure to my knowl- 
edge. I am, therefore, not as well satisfied with the results of 
Alexander’s operation for prolapsus as I have had cause to be 
for retroversion. The reason probably is the usually large size 
and weight of the prolapsed uterus ; hence, when trachelor- 
rliaphy cannot be performed I find myself induced to give it a 
trial, my first attempt having been unintentional. On the 20th 
of Pebruary, 1889, I intended to operate on a very large pro- 
lapsus uteri et vaginas by the combination of operations just 
described. After repairing the lacerated cervix, I inserted a 
sound into the uterus in order to elevate the fundus as far as 
possible, with the object of seeing how near I could bring it 
to the anterior abdominal wall. No special force was used, 
but the sound slipped through the uterine tissue and entered 
the abdominal cavity. I then performed abdominal section, 
saw the perforation made by the sound, and stitched the i^er- 
forated fundus to the anterior abdominal wall, completing 
the sitting by anterior and posterior colpOrrhaphy. Subse- 
quently I performed two more such operations on May 1st 
and on June 26th, 1889. My first and second cases recovered, 
but, I am sorry to say, the first presented herself at the Poly- 
clinic about a year afterward with her i^rolapsus returned in 
very nearly as high a degree as before. The fundus was still 
attached to the abdominal wall, but both together had be- 
come inverted and there was a funnel-shaped depression at 
the site of the incision. My third case, after what I con- 
sidered a perfectly easy and safe operation, developed tym- 
panites, which increased to such an extent that the patient’s 
respiration became impeded and vomiting was induced. By 
no means was it possible to produce peristaltic action and 
evacuate the bowels, and on the fourth day, having rapidly 



EETEOVEBSrON AND PKOLAPSUS OF, THE IJTEEIJS. 1291 

T)econie quite cyanotic, she died suddenly, appaTentlj' from 
lieart failure. The post-mortem showed nothing abnormal in 
:the abdominal cavity except enormous distention of the in- 
testines. She was a stout, flabby woman, and undoubtedly 
had a fatty heart. 'Still, if I had not operated on her she 
might be alive to-day, and I confess that this unfortunate 
occurrence considerably dampened my ardor for dangerous 
•operations as a relief for non-dangerous pathological con- 
•ditions. 

Muller, of Berne, who was one of the first advocates of 
liysteropexy for. prolapsus, has had similar results both as 
regards the return of the prolapsus and death from the ope- 
ration, and is no longer as enthusiastic in its support as he 
formerly was. I confess that the ideal operation for prolap- 
■sus uteri still seems to me to be a thing of the future, I cer- 
tainly do not consider the complete extirpation of the pro- 
lapsed uterus, as performed by a number of operators at 
present, to be the ideal operation for that condition. 

In certain cases of decided hypertrophy of the cervix and 
■of the prolapsed vaginal walls, I have been very successful in 
•curing the prolapsus by the following method : Making a 
•circular incision around the margin of the external os, 1 have 
pushed up the vaginal walls with my finger and a scalpel 
handle, and thus removed the bladder and rectum, as well as 
the peritoneum of Douglas’ pouch, from the seat of opera- 
tion, and, having exposed an inch to an inch and a half of the 
raw cervix, I have amputated it close to the vaginal attach- 
ment by means of the galvano-cautery wire. Passing a tent 
■of iodoform gauze into the cervical canal to prevent closure 
of that passage, I have returned the uterus into the pelvic 
•cavity and packed the, vagina with iodoform gauze. The 
■cicatricial contraction of the vaginal vault following this 
operation has resulted in forming so firm an attachment that 
the uterus was retained in its normal position. Of course 
the removal of so much of the lower portion of the organ 
produced not only an immediate diminution in weight, but 
also an ultimate decrease in size by involution ; and hence 
what w'as formerly a heavy, bulky organ was now but half 
■or less that size, and therefore more easily retained in 
place. Evidently this operation is applicable only to women 
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who are beyond the child-bearing period, or who are abso- 
lutely incurable by any of the conservative methods ; hence; 
it does not apply to the cases in which the combined opera- 
tions above mentioned or hysteropexy are indicated. 

It has not been my object in this veiy cursory jjaper to gO‘ 
into any details of the operations described. My critics will, 
therefore, please to remember that very much more might 
be said on these subjects, and many mooted points of detail 
discussed, on which possibly they and I might agree or quite 
as possibly be of different opinion. The object of this paper- 
is merely to report my own experience and opinions and evoke- 
a discussion of the subject. 
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We are now passing through what might be called the 
heroic age in the treatment of extra-uterine pregnancy. 
Where the lines that are to guide us will be finally laid down 
has not as yet been determined. Hence 1 do not consider it 
out of place to take up a few moments of your time in re- 
marks upon a few recent cases. I will quote the history of 
the case from which this specimen Was taken, as given in a. 
letter from Dr. Ellen H. Heise, of Canton, 111. : 

“ The patient is Mrs. Charles M., wife of a -well-to-do far- 
mer. She has been an office patient of mine for two years. 
Had a tender ovary and sometimes dysmenorrhea. Occasion- 
ally menstruation has been delayed a week or ten days, at 
which times she always hoped she was pregnant. She is- 
33 years old, has a child 9 years of age, and has been sterile- 

' Read before the Chicago Gynecological Society, September 18th, 1891. • 
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.-since its birth. She menstruated May loth and missed the 
June period. July 13th she had a severe paroxysm of what 
•she described as vesical tenesmus, which, after lasting a few 
hours, left her rather sore. July 20th another attack, and a 
-second, on the same day, more severe than the other attacks. . 
Dr. Sutton, of Canton, saw her and referred her to me. . She 
had been cold, vomited, and felt faint. She came to my office 
in about a w'eek, told me she had now menstruated again natu- 
rally, except that a thin piece of skin had come from the 
vagina (this was July 27th). The pain returned August 5th. 
She came to town the 8th and had another recurrence. She 
then complained of rectal tenesmus as much as the vesical, 
•and I found the whole contents of pelvis so sore that I made 
no attempt to examine at that time. Later (the 13th) she 
had the severest attack. The pain was greatest in the region 
■of the liver and transverse colon, and the shock was great. 
JVe foimd her faint and almost pulseless, pale, and cold. 
Iilext day she had a temperature of 102° F,, pulse 140, respi- 
ration 32. Abdomen swollen and tympanitic. Bowels have, 
been regular, but mictmation and defecation painful. Com- 
plains as if foreign body was in rectum. I introduced my 
huger and found a soft, roundish mass in front of rectum, 
which I concluded was a hematocele due to extra-uterine 
pregnancy. There was a moderate flow the third day after 
this, painless. The breasts have been tender, areola darker, 
dark lines in the linea alba fi'om the umbilicus. Waist mea- 
sure now twenty-eight inches, which has been twenty-four. 
There was nausea during June. Her fever only lasted three 
days, the soreness has subsided, and she is in good condition. 
To-day (September 2d), however, a flow has again started, 
about like a menstrual flow,” 

I arrived in Canton September 8th, and upon examining 
the patient found some fulness and dulness over lower half of 
abdomen. The cul-de-sac and pelvis seemed filled with a 
soft, intraperitoneal hematocele. We opened the abdomen, 
and, upon introducing the flngei-s, let out a small quantity of 
bloody serum, and came upon an. abundance of intestinal and 
omental adhesions. The right Fallopian tube entered a soft, 
dark-colored mass, about an inch from the uterine horn. The 
mass filled the left and posteiuor portions, of, the pelvic eav- 
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ity, from which it was enucleated. There was hemorrhage- 
into the tubs, into the fetal sac, and into the cul-de-sac of 
Douglas. The blood was well organized, and it is probable- 
that no more hemorrhage would liave occurred. The other- 
ovary was not disturbed except to separate a few frail adhe- 
sions. A drainage tube was left for thirty hours. The re- 
covery has, so far, been a pleasant one. Flatus passed oh the- 
second day, after which the patient was comfortable. 

In examining the specimen we notice one interesting fact,, 
viz., while the fetal sac is still easily distinguishable, the fetus- 
is all but lost in the clot. Indeed, I did not discover the fe- 
tus until it had soaked in alcohol for twenty-four hours, when 
it was sufficiently hardened to be separated. It was soft, of 
the same color as the clot, and about one- and one-half inches- 
long. Dr. Robert Dodds made the pathological examination,, 
identifying the tissues miei-oscopically. 

Whether the fetus died early and the placenta went on de- 
veloping, or whether the hemorrhage continued after the 
death of both fetus and placenta, or whether the lat.er attacks- 
were unaccompanied by hemori-hage and merely due to the 
disturbance of an intraperitoneal hematocele, is a matter of 
some doubt. I believe, however, that the last explanation is- 
the right one. 

In this case we have, on August 13th, three m'onths after 
the regular menstrual period, an attack of “ severe abdomi- 
nal pain, faint and almost pulseless, pale and cold,” tempera- 
ture next day of 102° F., pulse 140, respiration 32. The 
fever lasted but three days. Here we have symptoms calling- 
for an abdominal section, according to our later authorities,, 
yet at the operation I found only about half a pint of organ- 
ized blood, suiTOunded by intestinal adhesions and free from 
the danger of recurrent dangerous hemorrhage. I should 
also say that she had slight attacks of pain and uterine hem- 
orrhages after this severest one and up to the time of the ope- 
ration. I find the explanation of these attacks, not in the- 
increasing development of the fetus or recurrence of hemor- 
rhages, but in sudden attacks of localized peritonitis due to 
getting up and going about after the acute attack had sub- 
sided somewhat. She was going about the house when I 
arrived in Canton. If there is one thing above all others 
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that has beea demonstrated to me over and over again in my- 
experience, it is that i*ecnrrent uterine hemorrhage and local 
inflammatory reaction are brouglit about, in cases of pelvic 
hematocele, by the patient getting up and going about too- 
soon after the effusion has taken place, or after one of the 
short localized acute attacks. Jn cases of recurring effusion 
the cause has often been tlie same; and I do not doubt that in 
cases of internal hemorrhage from extra-uterine pregnancy, 
the later and often the fatal hemorrhages are brought about 
by disturbances from without. I think there is but little- 
doubt that the first considerable hemorrhage nearly always, 
kills the fetus and but seldom kills the mother. The fetus; 
dead, the hemorrhagestopped, what should bring it on again ?' 
Undoubtedly the same things that would start up fi'esh bleed- 
ing in any other part of the body, viz,, disturbance of the 
parts by motion, pressure, physical exertion, causing increased' 
heart action, etc. 

I will briefly allude to a few experiences that have brought 
me to this way of thinking. At a recent meeting of this- 
Society (April ITth, 1891) I reported the case of Mrs. G,, for 
whom I performed abdominal section for extra-uterine preg- 
nancy. Both Dr. Fenger and myself diagnosed a living fetus 
but a fevv days befoi'e the operation, yet I found the fetus, 
macerated and not developed up to the time of supposed 
pregnancy. The activity of the symptoms had deceived both 
of us. Her attacks of pain, nausea, faintness, and uterine 
hemorrhages came after physical exertion, her worst one after 
a ride of several miles in the street cars, while spending tbe . 
day witli friends at the opposite end of town. Altogether 
six or eight ounces of blood had been effused. This same 
patient had an extra-uterine pregnancy several years before,. 
with intraligamentous hematoma and passage of decidua, in 
which the uterine hemorrhages and pains recurred for weeks- 
until I put her to bed and kept her there, when they finally 
subsided. 

I was called about a year ago to assist Dr. Frank Cary in- 
attending a ease which we diagnosed as aborted ext}-a-uterine- 
pregnancy with large intraperitoneal hematocele. The par- 
oxysms were severe, the shock profound, and the effect upon, 
the patient marked. I noticed upon examination that the: 
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mass of effusion, although soft, presented some resistance to 
the finger. The conditions for an abdominal section were 
unfavorable, so we kept her on her back for a number of 
da^’^s, not allowing her to move without assistance, and kept 
her in bed for some time. The paroxysms subsided perma- 
nently. Before that she would get up as soon as comfortable 
after each paroxysm, and bring on another attack by her ex- 
ertions. The hematocele after a few weeks suppurated and 
was opened per vaginam by Dr. Cary. The patient recov- 
ered. This makes four eases coming under my observation in 
which there was no danger of hemorrhage, and therefore no 
indication for abdominal section on that ground. I have had 
several eases of hematocele which, according to my present 
experience, I consider to have been eases of aborted extra- 
uterine pregnancy. I have seen many eases in the practice of 
others, but have never seen a ease ending fatally from hemor- 
rhage without operation. 

In looking over the records of laparatomy for extra-uterine 
pregnancy, I find that in a very great majority of the cases 
where rupture had taken place the amount of blood effused 
was not a dangerous one, the clots were quite firm, and sub- 
sequent hemorrhage would not have taken place witliout con- 
siderable disturbance. The faintness, nausea, and weak pulse 
came from the shock caused by a foreign body in the perito- 
neum more often than from the amount of blood effused. 

From all this I have been led to believe that the danger of 
death from hemorrhage in extra-uterine pregnancy is very 
slight if the patient be kept quietly in bed for a long period. 

The number of observed cases of extra-uterine pregnancy 
are greatly on the increase. Formerly we oiily discovered 
the fatal eases, while now we are discovering also those wlio 
get well ; and when we have learned to diagnose all of those 
cases that get well, we will find that the death rate of all 
taken together is a small one. Extra-uterine pregnancy is 
again coming to be regarded as the cause of a large propor- 
tion of jjelvic bloody effusions. 

The question of treatment is one of great interest. While 
we are finding out that the great mass of them will get well 
without interference, we have learned, on the other hand, 
that we can easily cure nearly all of them by abdominal sec- 
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tion. There is a small class of eases in which the woman 
dies of internal hemorrhage unless relieved bj operation. 
But how many of them would bleed to death were they put 
on their backs for a month, and not allowed to move about in 
bed without help for the first feAv days, it is diflicult to deter- 
mine. The other main source of danger- is sepsis. Is this 
avoidable ? I have noticed that pelvic bloody effusions are 
i-apidly absorbed when the patient is kept quiet, but that, 
when the patient gets xip too soon and too often, slight at- 
tacks of inflammatoi’y reaction, often accompanied by metror- 
I'hagia, occur, and of course often finally lead to suppuration. 
With the rest treatment many cases that suppurate would 
not ; and when they do suppurate during the first half of 
pregnancy they are not usually fatal, for the abscess is gene- 
rally localized in the pelvis and can be evacuated fi*om below. 

Now, if it shall be found that nearly all eases in Avhieh tlie 
fetus dies early get well, the destruction of the fetus by^ elec- 
tricity will come into successful rivalry with laparatomy. 
Undoubtedly more cases will get well by having the fetus 
killed than by waiting for its destruction by heraori-hage. 

Another interesting question is whether after tlie fourth 
month Ave should allow the fetus to go on to full term or 
not. Since there are not half a dozeix cases on record in 
which both mother and child have lived after the opex’ation, 
there can be but little excuse for him Avho Avould do this. 
The time has not yet come. The mother’s chances in wait- 
ing until or after term are too poor. Whether we shoxxld 
kill the child by electricity and operate later, or operate at 
once, is a query that it Avould be difficult to answei’. When 
we can, by symptoms and examination, determine whether or 
not the placenta can be safely removed, Ave Avill knoAV Avhich 
to do. When the placenta must be left in the peritoneal 
cavity, the danger of sepsis is of course greater after the 
abdomen has been opened, and it would be better to destroy 
the fetus and Avait for the immature placenta to lose part or 
all of its vascularity. When the ovum is developed in an ad- 
ventitious sac in the pelvic connective tissue, we need not 
wait so long as in the other ease, for it can be left in the sac 
Avithout so much danger, provided we can avoid hemorrhage 
from partial accidental separation. When the placenta can 
be safely removed, the operation in the later months is 
83 
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always indicated ; for if we kill the fetus and leave it there is 
still great danger of sepsis, and if we allow it to go on to fiill 
term the placenta becomes daily more difficult to manage. 

During the ninth month an immediate laparatomy in tlie 
interests of the child would seem to be indicated, for it is 
liable to die at almost any time, and its presence is injurious 
if alive and dangerous if it die. According to Fenger’s in- 
vestigations, the danger of the death of the mother from sepsis 
is greater than from an immediate abdominal section at term. 

I would say, then, that if we Jiave a case of extra-uterine 
pregnancy in the early montlis, it would be safe to destroy 
the fetus by electricity, and keep the patient in bed until 
absorption has noticeably commenced. If rupture have oc- 
cmTed without serious hemorrhage, and a well-defined hema- 
tocele be discovered, we may put her to bed, diet her, keep 
her quiet, and wait, being at the same time ready for a lapa- 
ratomy. If profuse repeated hemorrhages occur, it is safer 
to operate at once according to Tait’s precepts. If develop- 
ment have gone on after the middle of pregnancy, either an' 
immediate abdominal section is indicated, or feticide with ope- 
ration later. In the ninth month, and at term, operate in the 
interests of the child, unless false labor have occurred. After 
that operate upon the appearance of the first evidence of sepsis. 

I am aware that some of the views here expressed are not 
in accord Avith some of the latest teachings, but a few obser- 
vations in cases of extra-uterine pregnancy, and quite a num- 
ber in cases of pelvic hematocele, have seemed to me to jus- 
tify me in offering them to you for criticism. 


THE KEMOTE RESULTS OF THE REMOVAL OP THE 
OVARIES AND TUBES.* 


BY 

WILLIAM T. LUSK, M.D., 

Professor of Obstetrics in Bellevue Hospital Medical College, 
New York. 


It must be admitted in fairness that the removal of dis- 
eased ovaries and tubes is followed in veiy many eases by the 

* Read before the Congress of American Physicians, Washington, D. 0., 
September, 1891. 
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relief of local pain ; that the removal of pus collections, 
whetlier in the tubes or ovaries, eliminates a source of danger 
to life ; that, when properly performed, the dangers of the 
operation, quoad are small, not to be weighed for a 

moment against the terrors of chronic invalidism. 

This statement purposely ignores the question as to how 
far, in cases of tubal and ovai’ian disease, laparatomy can be 
avoided, and equally good results be obtained by the healing 
influence of time and the procedures of minor gynecology, 
though incidentally I sometimes wonder whether the lofty 
contempt with which the minor gynecologist is regarded by 
the pelvic surgeon is fully warranted. At any rate, there is 
another side to the story — as for instance : Not long ago a 
young woman called upon me with a tale of suffering, of 
months of treatment in a private sanitarium, and of .her visit 
to a noted specialist, who assured her that castration alone 
could affoi'd her relief ; yet the replacement of a retroflexed 
uterus and the introduction of a pessary caused lier pains to 
disappear, and at the end of a week she wrote that, inasmuch 
as she was entirely well, she had concluded to go home. 

Now let us suppose that salpingo-oophorectomy had been 
successfully performed in this patient’s case, what would have 
been the subsequent history, Le., what is the usual later history 
of eases of double oophorectomy, where the operation has been 
skilfully performed and the recovery from the same-has been 
speedy and complete ? The central event is the cessation of 
the menses. This occurs, according to Glaveeke’s statistics, 
based upon those of Hegai*, Wiedow, Tissier, Schmalfuss, and 
upon his own eases, in eighty-six per cent either at once or 
after a few recurrences of the monthly flow. Of the remain- 
ing fourteen per cent, in some there is a marked diminution 
in the amount of the discharge, and in others the continuance 
is attributable to an incomplete removal of the ovarian tissue, 
or to peripheral irritation from the ligated endings of the 
tubes, or finally to pathological conditions of the uterus or of 
the uterine mucous membrane. 

In calling this the central event, I know I am treading upon 

'Glavecke, “ KOrperliche und geistige VerUnderungen in weiblichem 
Kbrper nacli kunstlicheu Verlkste der Ovarien,” etc., Arch. f. Gynilk., vol. 
XXXV., p. 13. • 
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the sensibilities of those who regard the castration of women 
as a matter of light importance. I acknowledge that it is to 
a great extent a figure of speech. I mean by it to indicate 
that the woman has lost in the disappearance of the menses 
the most distinctive sign of sexual activity. At the same time 
the- uterus diminishes in size, the vagina becomes narrow and 
shrunken, and its transverse ridges are effaced. In many in- 
stances the vaso-motor disturbances, such as the hot flushes 
and profuse perspirations, serve as efficient reminders that the 
climacteric due at 50 has been reached, let us say, at 26. 

It is customary to try and weaken the force of this conclu- 
sion by insisting that the removal of the ovaries does not im- 
pair the genital sense. Reliable statistics upon this point are 
not easily obtained. At least so far as my experience goes, 
the subject is one which few women care to discuss. But 
enough evidence has been obtained to show that the sexual 
appetite is in some cases unimpaired, or it may even, for a 
time after the operation, be increased ; that in others it is 
sensibly weakened, and in others again it is abolished alto- 
gether. Zweifel’s' statistics on this point are instructive. In 
reports obtained from twenty-six cases, no change was ob- 
served in ten patients ; in three the desire was weakened ; in 
three it was lost ; while ten of the women reported they had 
never had any. 

For those who regard the preservation of the sexual appe- 
tite as compensation for the loss of other feminine functions,, 
it is well to bear in mind that, while it may be true, as has 
been maintained, that the sexual instinct is in man the most 
powerful incentive to exertion, in woman it is in the main 
subservient to the faculty of reproduction. 

The young woman who has been deprived of her ovaries 
cannot marry without an explanation. If objection on the 
score of mutilation is waived and there follows a Malthusian 
union, it is certain that as life advances both husband and Avife 
Avill have to struggle against the sadness and depi’ession inci- 
dent to a childless old age. The despairing cry of Rachel can 
possibly be better appreciated by an association of physicians 
than by the great pelvic sm’geon who, flushed Avith sAiccess, 

• Z-weifel, “ Ueber Salpingo-oSphorectoinie,” Arcb. f. Gynak., vol» 
xxxix., p. 353. 
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proudly vaunts his one-lmndred-and-something case without 
a single death. 

It maj be said that all this is irrelevant; that the women 
from whom the tubes and ovaries are removed are already 
sterile. I have taken care, however, that that should not. 
he the ease with the young woman who lias served as my 
text. 

There is a question, moreover, whether there is not an un- 
necessary degree of fatalism in the assumption that inflamed 
aud thickened tubes involve always permanent sterility. The 
reasoning in cases of operation is purely deductive, as the re- 
moval of the appendages puts an end to observation. 

To me a certain amount of doubt has been suggested by the 
following occurrence in my practice: The patient, when I 
first saw her some years ago, was a young woman of If. She 
had suffered agonizing pains at monthly intervals, and was 
confined to the bed or couch for the greater part of the time. 
An examination revealed occlusion of the lower vagina. An 
opening was made, and a large amount of retained blood and 
clots was removed from the upper vagina and uterus. The 
latter had been converted into, a sac. For a long time there- 
after the tubes remained thickened and tender. This was 
especially marked on the left side, to which the fundus of the 
uterus was drawn by peritoneal adhesions. Salpingotomy 
was plainly indicated, and I should have performed that opera- 
tion had t obtained the patient’s consent. Finally, however, 
she married. IVIy advice in the matter was not asked. Last 
June the young woman called upon me. She had been mai'- 
ried a year, and was seven months pregnant. The thing was 
inconceivable, but it was a fact. 

So far it has been ax'gued only that castration is followed by 
the symptoms and changes due at the climacteric. That this 
price may be joyfully paid by even young women to purchase 
relief from constant suffering, I readily admit. But when 
relief has been obtained, I have found very few intelligent 
women who, under the shadow -of the climacteric, have not 
needed renewed assurances that the same end could not have 
been obtained by more conservative measures. It is incum- 
bent, therefore, on the operator to weigh this question care- 
fnlly in advance, that he may not only give the rcq^uired 
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assurances, but that he may be able in so doing at the same 
time to retain his self-respect. 

In my 'opinion most eases of tubal swelling yield to un- 
heroie treatment. It is futile to claim that all will do so. 
For success patency of the tubal canal is necessary. How, in 
a large number of eases where other means have failed, sal- 
pingotomy is capable of furnishing results that approximate 
to the marvellous. The enthusiasm of certain operators has 
this for a foundation. Because of the value of salpingotomy, 
its results should be subjected to the keenest scrutiny in order 
that its uncritical employment may not lead to its wholesale 
condemnation. This work cannot be accomplished by any 
individual. It must be the outccrowth of collective observa- 
tion. Fortunately Mr. Tait has placed himself at the head of 
such a movement, and expresses his hope soon to publish an 
analy<5is of several hundred cases from his own unequalled 
practice. In a paper read during the present year before the 
Surgical Congress of Paris,* he adnaits the occasional occur- 
rence of suppurating fistulous tracts, of fistulous communica- 
tions with the bladder and intestines, of hemorrhages between 
the folds of the broad ligament, and that pelvic pains are not 
always relieved by the most carefully executed salpingotomy. 
This is wiser than the self-complacent attitude of some of his 
followers, who insist that all failures are the result of defec- 
tive intelligence or are due to lack of operative skill. 

With the views I have expressed with regard to the cura- 
bility of many forms of tubal disease, my own operative ex- 
perience has been comparatively limited. Still, diming tlie 
last five years I find in my I'ecords of abdominal sections six- 
ty-five cases where the uterine appendages were removed 
either for degeneration changes in the tubes or ovaries, or 
for the arrest of myomatous growths. I lost two of my pa- 
tients. My statistics would have been better had it not been 
my misfortune to lose my sixty-fifth case. 

After recovery from the operation a large number of the 
women treated have disappeared from sight ; many have re- 
turned to express their gratitude for restored health ; a few, 
alas! still remain upon my hands, a source of perplexity and 

> L. Tail, “ SurlesResultats eloignes de I’Ablation des Anne-xesuterines,”’ 
Annales de Gynecologic, April, 1891. 
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embarrassment. As months and years roll by there gets to 
be a hollow ring to one’s assurances that it is all right, that 
the benefits of the operation have only been delayed. 

As an example of this, I beg to he permitted to rfelate ’the 
following history : 

Mrs*. X., set. 24. When I first saw her she was a chronic 
invalid. As she suffered from retroflexion, I first performed 
upon her Kelly’s operation. The recovery was complicated 
by the formation of a sinus, which, however, healed after the 
expulsion of the silk ligatures’ employed in stitching the 
round ligaments to the peritoneal walls. Owing to persistent 
pains and profuse hemorrhages, a year ago I removed the ova- 
ries and tubes. Great care was taken to make the excision 
complete, as it was thought desirable to arrest menstruation. 
The tubes were tiiiekened and contained a considerable quan- 
tity of mucO'pus. The organs in the pelvis and the contigu- 
ous intestines were matted together by adhesions due to 
chronic inflammation. The patient showed little disturbance 
from the operation. Nevertheless there has been no cessa- 
tion of the mensti'ual hemorrhage and no improvement in 
her pelvic pains. • 

The reasons of failure or of retarded recovery have natu- 
rally been the subject of extended inquiry. For the most 
part, at least, the disappointing outcome appears to result 
from the incomplete removal of the appendages, from com- 
plications growing out of the operation, or because the mor- 
bid condition of the patient was not directly connected with 
the oi'gans removed. 

Hegar* enumerates as active factors in the causation of per-' 
sistentpain ; adhesion of the intestines to thestumpsj irritation 
due to ligatures, and local inflammation of the peritoneal or 
of the pelvic connective tissue. These latter may be either 
the result of the operation or they may be exacerbation of a 
previous latent inflammation. 

In two of iny cases the patients have returned because of 
abdominal hernias, and have required a special operation for 
that infirmity. The consequences of this condition are, ac- 
cording to Hegar, diminution of intra-abdominal pressure, 

‘ Hegar; " Der Zusarameuhang der GescLlechtskrankheiten mit nervosen 
Leiden, etc.” Stuttgart, 1883. 
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with abdominal and pelvic liyperemia involving the uterus 
likewise, meteorism of the intestines, and traction upon the 
suspensory ligaments of the chief abdominal viscera. If the' 
opening is small, there is, in addition, a swelling of the pro- , 
traded intestines, interference, with the fetal circulation, and 
reciprocal pressure between the intestines and the abdominal 
opening, with a multitude of associated nervous symptoms. 

Mr. Tait reports four eases in which, because of the con- 
tinuance of pelvic pains after operations, he reopened the 
abdomen. In three he found a cyst had formed near the am- 
putated extremity of one, and in the fourth of both tubes. 
This secondary trouble he supposes had its origin in the ute- 
rine portion of the tube, the. direction of the dilatation out- 
ward having been determined, probably by the closure of the 
internal orifice. 

• In two cases of my own, in one of which two years, in the 
other five years, had passed after removal of both tubes for 
pyo-salpinx, I reopened the abdomen because of the patient’s 
constant complainings. In neither was it possible to discover 
any hidden trouble. There were neither adhesions, nor 
thickenings of the tissues, nor cystic growth, nor disturbances 
caused by the ligatures. Though nothing was done except to 
explore and then close the incision, both women brightened up 
for a time and expressed a great sense of benefit from the 
operation — a benefit which, however, was of short dm’atiou. 
In these women it is more than likely that the intolerable pains 
complained of were hysterical in their nature. The term 
hysterical I use with reluctance, as one of the chiefest bene- 
fits derived from modern methods has been to remove from 
many women the stigma of hysteria, i.e,, it has been found in 
a large number of patients to whom the term “ nervous ” was 
formerly applied, and who wei’e unceremoniously transferred 
from one hospital to another, the ailments are really de- 
pendent on refiex sources and respond to intelligent treat- 
ment. 

The favorable results in many cases of seeming mental and 
moral perversity relieved by the exseetion of diseased uterine 
appendages, has led to the trial of the operative removal of 
healthy pelvic organs for a variety of nervous derangements. 
As was to have been expected, the result has proved a failure. 
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In a few instances, contrary to my better judgment, I have 
operated in accordance with this indication, hut I have never . 
seen the slightest benefit accrue. The same wearisome ex- 
perience has fallen to the lot of many of my colleagues. I 
am, therefoi’e, tempted to assert that the perfonnance of nor- 
mal ovariotomy for epilepsy and insanity is to be regarded as 
hardly better than malpractice. 

The extent and frecinency of serious mental changes as a 
consequence of the removal of the uterine appendages is 
another question which calls for very careful investigation. 
One of my patients, operated upon five years ago, is now 
insane. I know nothing of her family liistory, but can state 
that she was not “ queer” at the time of the operation. The 
recovery from the latter was uncomplicated and she left the 
hospital ‘‘ cured.” There is no trace now of pelvic trouble, 
but the pains have returned, and she now sits all day bi-ood- 
ing upon the change that has taken place as regards her 
physical state. 

The reports of operations as to the connection of castration 
with mental' changes difier widely. Some go so far as to 
deny any connection between the two events, while Glavecke 
noted melancholia in eleven out of thirty-three patients in 
whose condition he was able to obtain accurate information. 
In the appended table, furnished me by Dr. 0. C. Lee, which 
was compiled from carefully kept records,, it will be seen that 
depression is noted in nine cases. In one instance at the end 
of a year, and in three at the end of two years, the patients 
recovered their wonted spirits. Two of the unimproved pa- 
tients were epileptics. The experience of the neurologists, 
into whose hands this class eventually fall, is especially desired 
in regard to this question. 

A review of the results of Mr. Tait’s operation shows that, 
as a rule, the change of life is effected without unusual dis- 
turbances, without loss of womanly graces, and that the 
sexual appetite in many cases persists. On the other hand, 
in certain cases fistulte, hernias, adhesions, local inflamma- 
tions, and a variety of psychical changes complicate the issue. 
In some instances the relief is immediate j in many it is long 
delayed ; in a few it never comes at all. 

Dr. Lee’s table, printed at the end of this paper, will be 
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found most instructive, not only because of the care with 
which he followed up the later histories of his patients, but 
because the histories were derived from an exceptionally in- 
telligent class. It does not tell a very encouraging story. 

The more the question is studied the more clear it becomes 
that the loss of her ovaries does make a diiference to a woman. 
It is time to echo in this country Doleris’ cry in Trance: 
“ Too many useless mutilations ; not enough conservative 
gynecology.” 

This is no discredit to Mr. Tait’s operation. There will 
always be a field for its beneficial employment, and its author 
never intended it as a panacea for every feminine ailment. 

At the risk of having the linger of scorn pointed at me, I 
do not hesitate to confess that in cases of enlarged and tendei- 
tubes I resort to rest, the vaginal tampon, douches, massage, 
faradism, and a tonic regimen. If the tubal swelling is in- 
termittent and is associated with a narrow cervical canal, I 
am not afraid to use Goodell’s dilator to secure free drainage 
of the uterine cavity. If the damming-up of secretions in 
the tubes is the result of adhesions, I try to break them up by 
combined manipulations according to Schultze’s method, pro- 
vided the tube sacs do not contain pus. If I am in doubt 
as regards this point, I empio}’’ an exploring needle passed 
xipward through the vagina. I am in accord with Landau, 
Munde, Grandin, and others, who maintain that one can often 
effect a cure in hydro-salpinx by the withdrawal of the fluid 
through the vagina ; and in a pyo salpinx which is near the- 
vagina, I do not hesitate to open and drain from below. If, 
o%ving to the presence of a pus tube or of well-defined ovarian 
disease, or where, owing to uncertainty of diagnosis or failure 
of treatment, it is decided to open the abdomen, it will be 
well in future to consider the recommendations of Martin and 
of Polk, not in all eases to remove the entire organs, but to 
study in each ease with care whether by removing simply the 
portion affected with disease it may not be possible at the 
same time to relieve pain and preserve the feminine func- 
tions. 

It cannot be too often repeated that the successful remo- 
val of an organ is not a triumph of art, but a confession of 
defeat. . 
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TUBO-OVARIAN CYSTS. 


BY 

FRED BYRON ROBINSON, B.S., M.D., ' 

Professor of Gynecology in the Chicngo Post-Graduate Medical School, 

Chicago, Hi. 


(With two illustrations.) 


Definition. — L tubo-ovarian cyst is a cyst in wbich tbe 
tube and ovary share or participate in the formation of the 
sslo. 

Tbe pathological process is not confined to either tube or 
ovary, but exists in both. The general pathological condi- 
tions which lead to a tubo-ovarian cyst are cystoid degenera- 
tion o£ the ovaries, endosalpingitis, and circumserihed peri- 
tonitis. 

Etiologxj . — The causative factor is nearly always gonorrhea, 
though it may he initiated by the rotation of the tube on its 
axis, or the kinking of its walls so -as to occlude the os ute- 
rinum. That these cysts may arise without being caused by 
gonorrhea is shown by the cyst from the sow (Fig. 1). I do 
not know that sows have gonorrhea. The accident of ovula- 
tion and menstruation coinciding also favors its inception. 
The subsequent process of the cyst formation is told in the 
story of inflammation. 

Frequemy. — Tubo-ovarian cysts are rare. Olshausen met 
with only three in throe hundred ovariotomies. Winekel, 
who has a universal reputation in the pathology of the female 
pelvic organs, found only two tubo-ovarian cysts in over five 
hundred autopsies on female bodies. Schramm and FTeelsen 
reported two -in 1891. I have been present, as witness, assist- 
ant, or operator, in over two hundred laparatomies ; for sev- 
eral years I paid careful attention to visceral anatomy in dis- 
section, and also saw over two hundred autopsies. I have 
examined over two hundred and twenty-five sows, and have 
only seen the two tubo-ovarian cysts here described, one of 
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whicli is from a sow. The following have reported tubo-ova- 
rian cysts : Richard, Labbe, Klob, Rokitansty, Heunig, Biir- 
nier, Blasins, Bandl, Lober, Yeit, Hildebrandt, Olshan- 
sen, Boinett, Wells, Andersen, Sehneidenmuhl, Beauchamp, 
Winckel, Schramm, Reboul, and Tait. A few others have 
reported them, but the names here given show how rare such 
cysts are. It may also be stated that there are differences of 
opinion as to the real nature of a tubo-ovarian cyst. In addi- 
tion to this, we are not certain as to its pathological origin. 
These confusions lend uncertainty to reports. So few men 
meet a tubo-ovarian cyst that their powers of recognition are 
limited in giving a report of actual existing conditions. The 
idea that an operator is dealing with a tubo-ovarian cyst 
springs on him unawares. Few have been so fortunate as 
Schramm, irho diagnosed it long before operation, and con- 
firmed it by laparatomy. Frankenhauser claimed that he 
treated tubo-ovarian cysts several times. He did not confirm 
his diagnosis by laparatomy or autopsy, but depended on the 
periodic flow of bloody water to decide the nature of the trouble. 
Some may have doubts about such diagnoses. We shall soon 
learn that only those reports contain reliable news of the cyst 
where able diagnosticians foretold its existence in clinical 
observation, and where the trained pathological eye noticed 
all its relations and conditions at the laparatomy. We need 
more studied reports to reveal the natural, clinical, and patho- 
logical history of this cyst. Our studied material is yet too 
small to settle the story of its pathology. The single reports 
come from too many single observers to fit the general truth. 

Fig. 1 in this article is a tubo-ovarian cyst from a sow. It 
is a typical case, as the ovary is almost entirely destroyed 
by gradual expansion. The expanded ovary forms the abdo- 
minal end of the cyst wall. A few atrophied ovarian folli- 
cles still remain, marked c ; h shows what is left of the origi- 
nal ovary, and a points to the cyst itself. I cut the cyst away 
from the uterus at its junction with the tube d. The os uteri- 
num was patent, as I could, by pressing the cyst, di'ive the 
fluid out of the tube drop by drop. By pi’essure on the fluid 
in the cyst one could see it travel through the convoluted 
tube, and by relieving pressure it would regurgitate into 
the cyst again. This cyst contained about five ounces of 
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•straw-colored fluid. Its walls were pale and almost white. 
Blood vessels were distinctly seen coursing through its walls. 
All traces of tubal fimbrim had disappeared. The plical 
folds of the tubal mucous membrane had disappeared from 
the ampulla, while many pale, normal-appearing folds existed 
in the isthmus. In fact, the tubal wall in the outer half was 
so stretched that no trace of longitudinal or circular muscular 
layers or mucous membrane was visible. One could only 
see peritoneum and a few connective-tissue fibres in the 
.whole outer third of the tube. The isthmus, though dilated 
very much, was structurally intact. The absence of all traces 
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■of fimbria, as in this case, is the condition, no doubt, that’ has 
induced men to call such cysts congenital ; but the evidence 
of such an origin is, in my opinion, insufilcient for satisfac- 
tory proof. 

The cyst is from a fat sow which appeared healthy. The 
examination of her uterus showed that she had borne ’.pigs. 
There was a slight subinvolution. The large helicoid arteries 
had not quite retracted to normal. I have often observed 
cystic ovaries as much as ten times their normal size in sows, 
and have once seen a tubo-ovarian cyst in process of forma- 
tion, with cystic ovaries and dilated abdominal end of the 
tube ; but the whole of the circumference of the outer edo-e 
83 ® 
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of the fimb'ri® was not adherent to the surface of the ovary, 
and so the fluid could leak into the peritoneum. ITow, if more 
peritonitis arose, the remainder of the flmbrise’s circumference 
might become adherent to the ovarian surface, and a reten- 
tion cyst would arise. The dilating cystic ovary directed into 
the tube might rupture and keep up ' the secretion. I think 
the cyst here flgured arose from cystic ovaries and some cir- 
cumscribed peritonitis during rut. A sow’s rut is so intense 
in vascular congestion that it seems almost to pass the bounds 
of the physiological, and its climax miglit easily be mistaken 
for localized peritonitis. Around the outer end of the tube 
and ovary continuous pressure from the fluid in the tube bad 
crushed out of existence the mucous membrane and muscular 
layers, so that the secretion must have been mainly kept up 
by the inner end of the tubal mucous membrane. No doubt 
when this tubo-ovarian cyst became overdistended the fluid 
trickled out of the os uterinum and relieved the tension. This 
could be proved merely by pressure after removing it from 
the uterus. qSazx oihydrojps tvhcB jprojiuens. It 

appeared to be a ease of long standing, as it showed a smooth 
surface and was free from adhesions. 

Fig. 2 represents a tubo-ovarian cyst which Dr. Franklin 
H. Martin successfully removed from a woman and handed 
to me for detailed examination. Dr. Martin had diagnosed 
cyst of the right tube, and rather thought it would be j)yo- 
salpinx ; but on opening the abdomen he came on this cyst, 
which held about three ounces of fluid. It had some adhe- 
sions, but was enucleated with little difficulty without rup- 
ture. On the left side there was severe salpingitis and pelvic 
peritonitis. The adhesions around the tubal end were dense, 
and the tube and ovary were removed with great difiiculty. 
On more careful examination the tube of the left side showed 
endosalpingitis and salpingitis. Its walls were thick and swol- 
len ; old adhesions and exudates walled in the outer third of the 
tube, and it certainly looked -like the result of an infective 
pi’ocess which was without doubt of gonorrheal origin. The 
peritoneal thickening was very characteristic of gonorrheal 
salpingitis. The woman had complained of pain for two 
years, which was distinctly worse at menstruation, and she 
sought relief in operation. She had a distinct gonorrlieal 
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Ihistory, and tLe condition of the left tube corroborated the 
diagnosis. One of the essential characteristics of gonorrheai 
salpingitis is that the inflammation invades the whole wall 
of the tube — mucous membrane, muscular layers, and even 
spreads to the cellular tissue. The head and front of tubal 
disease is gonorrhea, and gonorrheal infection has no limit tO) 
its invasive force. Though the home of gonorrheal disease 
is mucous membrane, yet it has no respect for other tissue, 
and there are no boundaries it will not cross. Most inflam- 
matory conditions of the tubes will limit themselves and re- 
cover, but gonorrheal infection has no limit to its persistencey 
its course being marked by exacerbations and recurrences. 


T 



Fig. 2. 


Gronorrheal salpingitis makes menstruation almost unbearabTei. 
It excites tubal peristalsis, and premenstrual pain is at its 
climax when the tubes begin to congest. The highest form 
of tubal colic can be seen in a woman with gonorrheal sal- 
pingitis. 

The tubo-ovarian cyst was almost the exact retort shape of 
a stomach. The ovary forms a greater part of the cyst on its- 
posterior than on its anterior wall, as sliown in the cut:- 
a points to the thin-walled cyst; 5, to the spread-out ovary;; 
e, to remnants of Graafian follicles; d, to the round ligament r, 
e indicates the broad ligament. 

The contents of the cyst were : 

(a.) Three ounces of a yellowish, limpid fluid. 
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(J>) Epitlielial cells; some few were ciliated. The cells 
were ejlindrical, cubical, and flat. 

(e) Crystals which were mostly of the plumstoue shape. 
They were of a yellowish-brown color and. not very numer- 
ous. They Avere probably hematoidiu crystals, Avhich indi- 
cated that blood had once existed in the cyst. 

{4') It contained some thick, jelly-like substance Avhich was 
transparent and resembled mucus. This must be Avhat is 
called hyaline by some authors. 

(e) There Avere sparsely scattered here and there on the 
internal surface of the cyst Avail some pigment granules. 

The fluid cleared when heated. On adding alcohol a Avhite 
precipitate Avas momentarily formed, but immediately redis- 
solved. JSTitric acid tlircAV doAvn a permanent grayish-Avhite 
paralbumen. 

On opening up this cyst the internal surface Avas smooth 
over both ovary and tube. Ho tubal plicae could be seen, 
except close up to the uterine end. Ho fimbriae Avere visible. 
The tube was patent to the uterus, and no doubt the part of 
the tube embraced by the Avail of the uterus, or the intersti- 
tial part, was also pervious. Under such conditions the tubo- 
ovarian cyst could empty itself when it became overdistended. 
As it became too full a periodic discharge Avonld occur. It 
resembles an intermittent spring Avhich jieriodically discharges 
its waters when its chambers become filled Avith Avater above 
a certain mark. In this case the A’^alve formed by the mucous 
membrane or by the position of the tubal wall yielded to defi- 
nite pressure, I could, by pressure on the cyst, drive the 
fluid out of the uterine end of the tube drop by drop. It was 
a clear case of hydrops iuhce qyi'ojkiens as Avell as a tubo-ovarian 
cyst. The marked trait about the cyst Avas the large share 
the ovary took in its formation. The ovarian tissue was dense, 
hard, and fibrous, and yet it was spread out like a shield to 
fill up the Avidely expanded abdominal end of the tube. There 
was no trace of tubal fimbriae. Ho mucous membrane could 
be seen in the outer third of the tube, nor scarcely a trace of 
muscle fibre. Both muscle and mucous membrane had been 
crushed out of existence by persistent pressure of the fluid. 
By careful inspection one could see in places where the ova- 
rian and tubal Avail blended. It certainly showed long stand- 
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ing. This case did not show the slightest evidence that it 
arose from rotation of the tube on its axis j but it showed 
rather that ovarian activity was at the bottom of the persist- 
ent maintenance of the cyst, for it did not seem probable that 
the small amount of tubal mucous membrane left in the isth- 
mus was capable of maintaining a cyst so large. "Was it not 
due to undue activity of the glandular portion of the ovary ? 
It must not be forgotten that we have adenoma arising in the 
ovary, and we cannot have an adenoma without pre-existing 
gland tissue. In cystic ovarian degeneration the glandular 
part of a Graafian follicle, no doubt, plays a large pathologi- 
cal role. It is not intended to convey the idea that every case 
of tubo-ovarian e_yst is a hydrosalpinx profluens^ but simply 
that the two in this article were, and that most of such cysts 
involve the ovai*y and tiibe. 

The Diagnosis. — Ho man can diagnose tubo-ovarian cyst 
from hydro-salpinx, pyo-salpinx, hemato-salpinx, or even 
some cases of ectopic pregnancy, by bimanual examination. 
Positive clinical proof of periodic discharges of fluid from 
the vagina, and a shrinlring of a tumor in the pelvis immedi- 
ately after the discharge, is good proof of a hydrops tulce 
projluens, and most tubo-ovarian cysts belong to such cases. 
Inferences like the above would strongly point to a tubo- 
ovarian cyst. But we may have a hydro-salpinx which c.an 
empty itself periodically into the uterus. 

The Pathology. — As the recognition and treatment of any 
disease necessitates a knowledge of part or all of its morbid 
conditions, a few ideas on the pathology of tubo-ovarian cysts 
may not be amiss. I have noted elsewhere that the founda- 
tion of these cysts lay in abnormal ovulation, with inflamma- 
torj’ disturbances during menstruation ; but I can state, with- 
out fear of successful contradiction, that ovulation and men- 
struation are not fully understood as to their mode of exist- 
ence and relation to each other. Where views are unsettled, 
one man is entitled to an opinion equally Avith another. After 
the examination of quite a number of women and several hun- 
dred animals, I belieA*e that ovulation is a progressive con- 
dition from before birth until the ovarian tissue is Avorn out. 
I can see no periodicity to it. 1 recently saw a woman of 70 
ovulating. I do not believe it occurs once a month in woman. 
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"We do not yet know the life history of a Graafian follicle. 
"Menstruation is a periodic process. It belongs to the tubes 
and uterus. The process of menstruation in the uterus con- 
sists of the shedding of the epithelium of the body of the 
uterus and the upper parts of the utrieular glands. Some- 
times blood is discharged. The menstrual process in the tubes 
consists of motion — vermicular, peristaltic movements of the 
tubes. Menstruation begins with tubal motion. The most 
marked phenomenon in menstruation is, in my opinion, iiibal 
motion. The cause of the motion of the tubes lies in the sym- 
pathetic nervous system ; it is due to ganglia which are situ- 
ated along the walls of the tubes and uterus, which I have 
called (mtomaiio mensteual ganglia. If a Graafian follicle is 
ready to rupture at menstruation, it may be carried down the 
tube ; if it ruptures at any other time it will drop into the 
peritoneum and be absorbed. 

To prove that gynecologists do not fully understand men- 
struation, one only needs to turn to three of the most modern 
text books on the subject. He will find in them the word 
hyperemia^ which is to indicate a stage between normal and 
diseased appendages. Some frankly confess that it is impos- 
sible to distinguish between a hypereraic or congested tube 
and an inflamed or diseased tube. It seems that men are half- 
inclined to say that the menstiual, congested tube looks like 
disease. The fact will be impressed on any one who carefully 
•examines several hundred tubes, in menstruation and espe- 
cially in the rut of animals, tliat the congestion of menstrua- 
tion and rut appears to pass the line of the physiological and 
enter the field of pathology. The transition of hyperemia 
into inflammation constitutes one factor in the origin of tubo- 
ovarian cyst. The idea of congenital origin of tubo-ovarian 
cysts is not sustained, so far as I can understand the matter. 
That idea involves either a malformation of the “Wolffian body 
‘Or a reversion to lower types of animals. It would be atav- 
ism. In some of the lower animals the oviduct acts as a true 
duct to the ovary. That suggests the idea of a gland (ovary) 
and a duct (Fallopian tube). The formation of a tubo-ova- 
lian cyst in such a case would be an easy step. A slight in- 
flammatory process would quickly make a retention cyst out 
•of the gland and its duct. In the hen, where the oviduct is 
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contimioiis with the ovary, these cysts actually form. Some- 
times the non-expelled accumulated eggs make a cyst or tu- 
mor. The eggs become caught in the upper part of the ovi- 
duct before calcification of the shell. In the pig the ovary 
lies in a large pouch of peritoneum, and the Fallopian tube 
opens directly into this pouch with its large funnel. The 
formation of a tubo-ovarian cyst would- seem easy in the pig.' 
In the dog the ovary lies in a pouch at the upper end of the 
tube, so that the ovary cannot easily be dislocated from the 
fimbria. So that in the hen, pig, and dog the ova drop right 
into a pouch at the upper end of the tube. They can scarcely 
escape in any other direction. But in man, the cow and 
other animals, the Fallopian tube is only fastened to the 
ovary by a small strip of muscle called the fimbria ova/f'ica. 
In these animals, if the ovary and tube did not have some 
movement toward each other, it would be a very rare acci- 
dent for an egg to drop into the funnel of the oviduct. 
This mechanism will, of course, wonderfully lessen the 
chances of reproduction in higher animals. Here we will 
call attention to the process of menstruation or rut in the 
formation of the tubo-ovarian cyst. In menstraation in man 
or rut in animals (the identity or difference of these two pro- 
cesses we will not' now discuss), the fimbria ovarica shortens 
and draws the funnel of the tube on to the ovary. The tubal 
mouth approaches the ovarian surface at menstruation or rut. 
The tube has not the power of selecting a particular part of 
the ovaa-ian surface where an egg may be ripe, but its funnel 
simply drops over it like an umbj-ella. By the time the 
mouth of the tube has spread over the surface of the ovary, 
menstruation or rut is at its climax. I have seen this twice 
in the open abdomen of woman, once very perfectly and once 
not so good. I have examined some two hundred and twenty- 
five sows, forty sheep, fifty cows, and many dogs, and have 
observed all conditions of rut in regard to the ovary and 
mouth of the tube. The cow and pig are the best to explain 
our object. At the climax of rut the mucous membrane of 
the fimbriated end of the tube lies in contact with the ova- 
rian surface. The congestion is great, and between the ova- 
..rian surface and the mucous membrane of the fimbriated 
circumference of the tube a gluey, sticky mucus is secreted. 
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This glues or cements the circumference of the fimbiuae on to 
the surface of the ovary. Sometimes considerable force is 
required to detach the tube from the ovary ; and as the mu- 
cous membrane of the funnel of the tube leaves the ovarian 
surface, one can see the gluey, sticky mucus drawn out into 
strings or fine threads. I observed in some eases this physio- 
logical process passed on to an infiammatory condition, and 
instead of mere agglutination between tube and ovary, new 
tissue was formed by cell proliferation, and distinct adhesion 
resulted. The union was so strong that the tissues would 
rupture before the original adhesion would separate. 

The addition of inflammation at the circumference of the 
abdominal end of the tube during menstruation then counts 
as an essential factor in the origin of tubo-ovarian cysts. 
The other very essential factor is cystic degeneration of the 
ovary. It exists alike in man and in mammals. I found the 
most active cystic degeneration of the ovary in the pig, where 
it is very frequent. The requirement in the origin of the 
tubo-ovarian cyst is that, after the tubal fimbriee have become 
adherent by their circumference to the ovarian surface, a 
cystic degeneration of an enclosed Graafian follicle or corpus 
luteum must arise. Cystic degeneration implies inflammation. 
The inflammation does not limit itself to the ovary alone, but 
extends to the tubal wall. "When the ovarian follicle becomes 
enclosed inside the circumference of the adherent fimbriee, it 
may become diseased. The follicle cyst or corpus luteum 
may continue its pathological process and finally rupture into 
the tube. By this time the inflammation has extended along 
the mucous membrane to the uterine end, which may become 
so swollen that it will not allow the tubal contents to escape, 
and so the accumulation gradually increases in the tube. 
Under higher pressure or subsidence of the endosalpingitis, 
part or all of the fluid may escape. The solid ovary will ex- 
pand indefinitely until it becomes a mere shell, as in the 
two cases pi’esented in Figs. 1 and 2. It was easy to observe- 
in both these eases that the Graafian follicles gradually went 
out of existence as the ovarian tissue expanded, and that on 
the most stretched part of the ovary no follicles existed. The 
tube was dilated until mucous membrane and muscle were 
crushed and stretched out of existence. 
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One of tlie most puzzling points in a tubo-ovarian cyst is- 
the pathological factor wliich continues and sustains its ex- 
istence. In neither of the presented cases did it appear that 
the tubal mucous membrane was the especial factor, as the 
mucous membrane was largely destroyed from pressure and 
stretching. One is more apt to believe it must have been 
mainly continued by ovarian activity. By exactly what form 
of ovarian activity we cannot yet definitely settle, but prob- 
ably the glandular part of the Graafian follicle assumed un- 
due activity. The process of tubo-ovarian cyst formation is- 
general and not local, as cases are reported where it was- 
bilateral. No one who carefully examines a few cases of 
tubo-ovarian cysts will not say their formation is a compli- 
cated process. I think the process includes ovarian cystic 
degeneration, inflammation during menstruation, and endo- 
salpingitis. Their slow origin and long continuance point to- 
infective processes. Again, an inflammatory action may oc- 
cur in the ampulla of the tube and secretions may accumulate 
in this segment. Mechanical or other accidents may occur,, 
so that the tube may twist on its axis in such a manner as to 
occlude its lumen. The mere weight of accumulated fluids 
may induce the tube to rotate on its axis. Of course inflam- 
mation in the ampulla must be presupposed, because no se- 
cretions will collect in a tube open at its abdominal end.. 
Hence the rotation of the tube on its axis is a secondary mat- 
ter in the process. Recent operation on the kidney and inves- 
tigation of hydronephrosis prove beyond question that hydro- 
nephrosis is often caused by rotation of the kidney on its- 
ureter as on axis, the rotation continuing until the lumen 
o£ the ureter is occluded, I know one surgeon who had 
two typical cases of hydronephrosis caused in this way. It 
has been suggested that the tubo-ovarian cyst might arise in 
utero as a result of accessory ostia. The accessory ostium 
would open on the "Wolffian body close to the ovai-y, and the- 
cireumference of this ostium would surround the ovary and 
become adherent to it in such a manner that the ovary would 
be as a gland and the Ballopian tube as its duct. Then a 
tubo-ovarian cyst would in some unexplained way result. I do 
not think this is yet proved. However, it is not necessary 
to presuppose the existence of accessory ostia, because it is- 
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■equally easy and reasonable to say that tlie ovary and end of 
Muller’s duet were dislocated toward each other during the 
life of the peculiar "Wolffian body. Then, accessory ostia will 
be found much more numerous than was formerly supposed; 
because since I began looking for accessory ostia and examin- 
ing the tube while under water, I find ‘them quite frequent, 
whereas before I searched for the ostium with the tube out 
of water, and did not find them so often. If it be of congeni- 
tal origin it must arise out of some malformation of the 
Wolffian body. But so far I have seen no sufficient reasons 
for a congenital origin of tubo-ovarian cyst. Tubo-ovarian 
■cyst must be looked on as a distinct' clinical and pathological 
entity. It is a distinct morbid condition, having definite etio- 
logy and pathology. A remarkable point about the tubo- 
ovarian cyst from the woman was that the whole anterior 
aide of the cyst, except the ovary, was so shiny and smooth 
that it could scarcely be other than the original peritoneal 
■epithelium which had never -been destroyed by disease. It 
must be acknowledged that the tubo-ovarian cyst is the result 
of a complicated process, which is well demonstrated by the 
variation of opinion of different but able pathologists. This 
Avoman’s ease showed that her disease was bilateral. 

CONCLOSIOnS. 

1. Tubo-ovarian cysts, though very rare, are real entities 
in disease and distinct pathological conditions. 

2. The tube and ovary both share in the cyst formation. 

3. The accidental origin of the cyst lies in circumscribed 
infiammation of the tubal fimbriae at menstruation. 

4. The essential factors in originating tubo-ovarian cysts 
are: (a) cystic ovarian degeneration'; (b) menstruation; (p) 
circumscribed infiammation at menstruation, which makes the 
circumference of the fimbriae adherent to the ovarian- surface ; 
{d) the continuation of the follicular degeneration and rup- 
ture of its contents into the tube ; (e) the arising of an endo- 
salpiugitis. 

5. The accidental coincidence of the degenerating ovarian 
follicle being included within the circumference of the fimbriae 
adherent to the ovarian surface must be taken into account. 

6. The ovary appears to be the main factor in the pathology 
of the cyst formation. 
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T. The congenital origin of tuho-ovarian cysts has not 
■offered, sufficient proof to substantiate its claims. This 
(theory would of course refer to some malformation of the 
Wolffian body. It would refer to accessory ostia, or, as I have 
■suggested, to dislocation of the ovary or mouth of Muller’s 
■duct, so that the ovary might drop into the mouth of the 
'duct so early in the life of the Wolffian body that the ovary 
■would represent a gland and the Muller’s tube its duct. 

8. Most cases of tubo-ovarian cysts are probably cases of 
hydro-salpinx proflnens. 

9. The continued existence of the cyst and its secretions 
:are likely maintained by the glandular part of the degene- 
rated ovarian follicle assuming undue activity. It is an 
•aborted attempt at the formation of an ovarian adenoma. 
The ovai’ian follicles in their mode of origin are glands. 
They are analogous to sebaceous cysts and arise as mucous 
cysts from the peritoneum. The membrana granulosa is the 
glandular portion of the follicle and that part which gives 
-origin to the ovarian adenoma (because it contains glands). 

10. So far evidence favors the supposition that most tubo- 
ovarian cysts are the result of a gonorrheal infection. How- 
ever, it must be that which has induced first ovarian cystic 
degeneration; but the cyst from the sow shows that tubo- 
ovarian cysts can arise without gonorrhea. 

11. The total disappearance of all traces of fimbriae and 
mirscle from the ampulla demonstrates that the case may be 
very slow and progressive. 

1 2. A tubo-ovarian cyst may arise from occlusion of the 
uterine end of the tube by rotation on its axis after the fim- 
briated end had been closed and secretive accumulation had 
•occurred, the rotation being induced by mere weight of the 
tubal contents. This would be similar to hydronephrosis 
from rotation of the kidney on its ureter with occlusion of 
its lumen. 

13. Individuals with tubo-ovarian cysts are usually sterile, 

14. The treatment should be extirpation or incision and 
■di’ainage. 

15. Attempting to mechanically force the fluid from the 
cyst is dangerous ; it might rupture. 

999 West SIadisox Street, 
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POTT’S DISEASE AND PREGNiLNCY. 


BY 

T. HALSTED MYERS, M D , 
New York 


The subject naturallj’- divides itself into two general parts — 
the effect of Pott’s disease on pregnancy, and tlie effect of 
pregnancy on the Pott’s disease. 

The regions of the spine which are of interest to us from 
their relation to the gravid uterus are the lower dorsal, the 
lumbar, and the sacral. A kyphosis in the lower dorsal ne- 
cessitates an increased inclination of the lower ribs to the 
pelvis, and in marked eases these sink deeply between the 
iliac crests. In the mid-lumbar region the deformity is not 
apt to be so marked — in fact, exceptional cases are seen here 
in which there is no curvature ' — but in the lumbo-sacral re- 
gion the deformity is again greater, owing to the diminished 
inclination of the pelvis. "Were it not for the compensatory 
curvatures these deformities would be es'en more marked. 

In all these cases the abdominal cavity is diminished in its 
vertical diameter, and in the first instance also laterally from 
the pressure of the ribs. Furthermore, abscess usually com- 
plicates disease in these portions of the spine, and this may 
still further diminish the capacity of either the abdominal or 
pelvic cavity.’ 

In the pelvis, too, we find changes due to the spinal dis- 
ease. A caries in very exceptional cases is still given as the 
cause of spondylolisthesis, and there seems to me no reason 
why disease of the lumbo-sacral junction could not produce 
this effect. The kyphotic pelvis is, however, the one we ex- 
pect to find associated with Pott’s disease, and I refer you to 
"W^inckel’s “ Text Book on Midwifery ” for an excellent de- 
scription of these changes. 

* Percival Pott, vol. iii., page 473, ed. 1873. 

’ See case in Zweifel, “ Lehrbucli der GebqitshUlfe.” 
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The great majority of cases of Pott’s disease oecnr in cliil- 
dren ; and the younger the patient, other things being equal, 
the greater the consequent pelvic changes, which have been 
proven by Breisky to be so lai-gely due to the change in the 
direction in which the weight of the trunk is carried to the 
upper surface of the sacrum. Osteitis at the lumbo-sacral 
junction will produce atrophy of the growing bones involved 
just as elsewhere ; and erosion here will cause, by the com- 
pensatory lumbar lordosis above, a deformity like the pelvis 
obtecta, or even simulate a spondylolisthesis if of more severe 
degree. A kyphosis in the lumbar region will diminish the 
inclination of the pelyic plane, but in the dorsal will generally 
increase it from the compensatory lumbar lordosis. A lateral 
deviation will diminish the pelvic cavity on the side of the 
convexitjG* Barbour has proven that the lower the spinal 
disease the greater is the increase in the conjugate diameter 
of the brim, but that the second characteristic feature of this 
pelvis — the contraction of the transverse diameter at the out- 
let — is not definitely related to this." 

In these cases of kyphotic pelves only the voluntary forces 
of labor are much affected. These are impaired directly in 
proportion to the deformity on simple mechanical principles, 
and the obliquity of the uterine axis prevents the effective 
application of that strength which remains. The histories of 
these eases show that the delay usually occurs in the second 
stage. However, there are a considerable number of cases 
of labor in tabetic and paraplegic women reported, which 
prove that the assistance of the abdominal muscles is not ab- 
•solutely necessary to the accomplishment in parturition in the 
absence of obstruction from deformity of the pelvis, or from 
resistant soft parts at the outlet.’ 

The essential involuntary muscles luckily' cannot be much 
affected by disease of the' spine, since, though the motor 
centre of the uterus has not been satisfactorily demonstrated 
yet, it has been located in the medulla (Winckel), in the 
hypogastric plexus (Frankenhauser), in the bi-ain or cord 

' Parvin, “ American System of Obstetrics," page 752. 

“ Barbour, ‘ ‘ Spinal Deformity in Relation to Obstetrics.” 

« Beneke, Zeitsch. f. Geburts. u. Gynilk., i., 77, 28 ; Parvin, “ American 
System of Obstetrics,” vol. i., page 704 ; Parre. “ Tanner on Pregnancy " 
page 337 ; Epley, RTew York Medical Journal, 1883, xxxvii., 233, etc., etc. 
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(Kehrei-), and in tlie peritoneal coat of the uterus (Dembo),. 
so that amid these conflicting opinions we must conclude that 
tlie uterus may he excited to contraction by the most varied 
peripheral and central influences, and that destruction of all 
its motor ganglia is well-nigh impossible, however marked the 
lesion. 

To consider now the effect of pregnancy on the Pott’s 
disease. The indication jpar excellence for treatment in 
Pott’s disease is acknowledged by all to be the removal of the 
weight of the tnink from the bodies of the diseased vertebr®,. 
The mechanical effect of a weight placed anteriorly is a most 
disastrous crushing together of these very vertebral bodies, 
ah’eady softened by disease and totally unable to sustain even 
the ordinary weight of the bod}'. The probability of abscess 
formation, estimated at seventy per cent, in the lumbar region,' 
with all the danger that that involves, is therefore greatly in- 
creased by the weight alone of the gravid uterus. The dan- 
ger of rupture of already e.xisting abscess, or of precipitating 
pressure paralysis, is aggravated. Aside from this, also, dur- 
iug gestation a hyperemic condition of the cord and its mem- 
branes, and of the pelvis generally, is thought or known to 
exist," and the effect of this on existing disease of the verte- 
bras must be pernicious, I would call attention also to the 
anatomical fact that new centres of ossification appear in the 
vertebrae at the age of 16 years and again at 21, indicating an 
unusual activity of the nutritive processes at these periods — a 
condition favorable to the onset of Pott’s disease or for re- 
kindling old inflammatory foci. This fact is important, as at 
this age marriage most often occurs. 

Is it safe for a girl who has or has had Pott’s disease in 
these locations to marry ? To answer these questions I have 
studied the histories at St. Luke’s Hospital and at the Sloane 
Maternity ; Dr, Shaffer has also kindly placed the Hew York 
Orthopedic Dispensary recoi’ds at ray service, and I have re- 
ceived valuable aid from Drs. Partridge, Lusk, P. A. Mur- 
ray, Coe, Garrigues, Gibney, and Tucker. 

From the data at my disposal it appears that of the thirty- 
two married women observed ten are Tcnoion to have died from 

' Parker, British Medical Journal, January 13th, 1884. 

“ Hasse, “ Krankheiten des JirerveD-Apparates.” 



MYEBS: POTT’s DISEASE AND PBEGNANCY. 132T 

causes directly connected with the disease (tAvo from opera- 
tions necessitated by the contracted pelves, tliree of phthisis,, 
four from exhaustion from abscess, one from eerebro-spinal 
meningitis) — a mortality of thirty-one per cent, which is. 
probably too small, as many of the histories are not complete ;; 
while of sixty- two other eases occurring in unmarried women 
over 16 years of age, but tw'o are Tcrtown to have died. 
"Wiiile I do not think this show^ the true ratio, I do believe- 
it indicates a greater mortality among married women. I 
have collected twenty-four cases of labor occurring in four- 
teen oured eases of Pott's disease of the lower dorsal, lumbar,, 
or sacral vertebrae, and find that in oio instance has there heen 
a o'eTcindling of the old disease. The chief danger to the- 
mother in these cured eases lies, therefore, in the malforma- 
tions produced in the pelvis and abdomen, and in the great- 
strain on a vitality already enfeebled. Indeed, l^eidert' 
found that the cause of death in patients with severe deform- 
ity whose spinal disease had been cured was generally heart, 
failure, 

I haYe also notes on seven cases in which active Pott’s dis- 
ease complicated pregnancy (three dorsal, three dorso-lumbar,. 
one unspecified). In six of these the pregnancy either origi- 
nated or greatly increased the severity of the disease. In the- 
remaining case, though an active stage of the spinal osteitis- 
existed, pregnancy and parturition wez’e peculiarly harmless 
under careful protective treatment, and the patient is to-day' 
well. 

On account of the great rarity of these cases I will give a 
brief outline of each. 

Case I. — Mrs. O, D., 22 years. Duration of disease, one- 
year ; location, ninth dorsal to second lumbar. Conception 
Avhen disease had existed nine months. Child born at term’;, 
labor easy. Slight increase in pain for two weeks. Cured a 
few months later. 

Case II. — Mrs. M. J. P., 23 years. Duration of disease, 
four months ; location, mid-dorsal. Fourth child born after 
disease had existed two Aveeks ; labor easy. Died from rup- 
ture of abscess into esophagus two and a half years later, 
after having three attacks of paraplegia. 

’ Inaugural Address, Munich, 1886. 



1328 MYEKS : POTt’s disease and PKEGNANCr. 

Case III. — Mrs. M. D., 33 years. Duration of disease, 
fifteen months; dorso-lumbar region. Conception with on- 
set of disease ; instrumental delivery. Lumbar abscess fol- 
lowed ; exhaustion, phthisis. Death in twenty-two months. 

Case IV. — Mrs. E. C., 21 years. Onset of disease with 
birth of second child ; lower dorsal region. A third child, 
born nineteen months later, again prostrated mother greatly, 
and she died soon after, cause unknown. 

Case V. — Benicke case, 28 years. Mid-dorsal region. 
Disease began with last (tenth) pregnancy. Complete para- 
plegia had developed before gestation was comjileted. Labor 
of course painless, but otherwise normal. At last note j)a- 
tient was still completely paraplegic. 

Case VI. — Mrs. E. E. D. Lower dorsal. Married at 30 
years. Disease developed witb birth of first child, increased 
steadily. After second child, born seventeen months later, 
mother became paraplegic. Labors easy and at term. Gra- 
dual, slow recovery. Twenty-one years later remains cured. 

Case Vn. — Mrs. R. Duration of disease, si.x years : lower 
dorsal. Third child born four and a half months after onset 
of disease ; fourth si.xteeu months later ; fifth three years 
after last. Great deal of pain during gestations; relieved 
soon after labor. Now tires easily, and at times has epigas- 
tric spinal pain. 

Cases I. and VII. immediately followed severe traumatisms, 
indicating fractures at the onset. 

Dr. Shaffer has also given me an “ intermediate ” case of 
great interest. Mrs. W., 35 years. Duration of disease, ten 
years ; location, seventh dorsal to third lumbar. There had 
been no symptoms for a year and a half, yet patient wore a 
brace still and felt she needed its support. Easy labor at 
term occurred, and no untoward symptoms in the spine re- 
sulted. 

We have four points to consider in reference to treatment : 
Is the disease cured or pi*ogressive ? Is the pelvis con- 
tracted or jjractically nonnal ? 

Cases of spinal caries come to us naturally as orthopedic 
surgeons, and we must remember that changes are caused in 
the pelvis by spinal disease at a distance, even in the lower 
dorsal region if it occurs during the period of active growth. 
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It is OUT part to make the diagnosis, as it is very important 
that these cases should be put into the obstetrician’s hands at 
as early a period of gestation as possible, in order that abor- 
tion or premature labor may be induced if necessary. 

In ease the Pott’s disease is cured, the amount of pelvic de- 
formity will be our guide as to treatment. There can be no 
fixed rule in these cases — each must be judged by itself. 
The researches of Sulger-Buel demonstrate that normal birth 
often follows where measurements would indicate that it was 
impossible.’ The maternal mortality Barbour found to be 
fifty-nine per cent in thirty-two cases, and Winckel found it 
sixty-six per cent in twentymne ease ; yet neither of these ob- 
servers speaks of active spinal disease complicating his cases, 
so I presume does not take this additional element of danger 
into account. 

"We are still confronted with the question. What will be 
tlxe effect on the diseased vertebrae? My eases show very 
plainly that in cured cases no injury has been done ; further- 
more, none of the gentlemen I have referred to havfe ever 
seen in a single instance the tubercular process rekindled by 
the traumatism of labor. 

On the other hand, the cases in which pregnancy compli- 
cated active disease of the spine tell no uncertain tale either, 
and in view of them 1 should advise the termination of preg- 
nancy, in case the disease were active, at the earliest possible 
date in almost every case. 


THE IMMEDIATE CLOSURE OP LACERATION OP THE 

CERVIX. 


BY 

H. J. GARRIGUES, M.D., 
New York. 


Arterial hemorrhage from the cervix is a rare occurrence, 
but sometimes it will occur, and is then a serious thing. A 
few months ago I had such a case, in which the patient came 

' Arch. f. GynUk., 1890. 


84 
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very near losing her life. There had also been a laceration 
of the perineum due to the large size of the child. This I 
united with three sutures, and it took some time before I 
realized that there was a source of hemorrhage above the 
united perineum. Loath to sacrifice the work just done, I 
tried first hot- water injections, and then styptic injections- 
with diluted liquor ferri chloridi ; but the bright-red blood 
continued to flow in a little steady stream, and it became- 
necessary to sacrifice the perineum and apply a tampon. 

When such an accident happens in a hospital it is a small 
matter to lay the patient in Sims’ position, introduce his- 
speculum, and unite the torn cervix with silver wire. It 
is easily done, it is safe, and is a sure cure. But in private 
practice it is not always feasible, and then tamponade may 
be of the greatest value ; but to be effectual the vagina should 
literally be packed full with cotton wrung out of a one-per- 
cent solution of creolin. The tampon must extend through 
the whole vulva out to the lower edge of the labia inajora,. 
and then a piece of muslin should be pinned very tightly to 
the binder in front .and behind, so as to combine pressure. 
from without with that against the vaginal wall and the- 
styptic effect of the creolin. 

The immediate closure of the lacerated cervix with silver- 
wire sutures was practised and recommended by the late Div 
Fallen ’ in 1874. 

There is no danger that the suture will cut through. On 
the contrary, the cervix becoming smaller every day after 
the birth of the child, the sutures will rather become loose, 
but before that happens union -will have taken place. 

In my opinion hemorrhage due to the laceration should be 
the only indication for the immediate closure. I am con- 
vinced from personal experience that many lacerations heal 
spontaneously, so that an operation would be superfluous. 

Furthermore, the immediate closure of the lacerated cervix 
exposes the woman to infection. My rule is, if it can be 
avoided, never to.introduce as much as a finger into the par- 
turient canal after the -birth of the child. The placenta is 
expressed by Crede’s method. After the expulsion of the 
child the parturient canal is full of wounds and abrasions, and 
* Americ.ax Jodrxal op Obstetrics, 1879, vol. xii., page 322, 
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there is a strong current of blood and lympli toward the in- 
terior of the body. At no time is the susceptibility for in- 
fection greater. 

In this respect there is a fuud'ainental difference between 
the immediate perineorrhaphy and the immediate trache- 
lorrhaphy. The former is an important prophylaxis against 
infection. By disinfecting the torn surface and uniting it 
we exclude a large area through which infection might take 
place, and the operation is performed in such a way that the 
deeper parts are not touched at all, and are even protected 
with a temporary antiseptic tampon above the torn part. In 
order to perform trachelorrhaphy we are, on the ‘contrary,- 
obliged to bring the cervix into view and to give the air — 
which, in my opinion, is often the carrier of the microbes 
that cause puerperal infection — access to the uterus. 

But if there is hemorrhage that resists hot water and styp- 
tics, it must be checked, and, performed with proper anti- 
septic precautions, I hold the primary trachelorrhaphy to be 
preferable to the tamponade. If the necessary instruments 
were not at hand, I would even prefer the application of one 
or two of Koeberle’s sene-jines to the tampon, since it would 
not interfere with the free flow of the lochial discharge. 


ABORTION. 


BY 

E. S. McKEE, 
CinciDDati.’O. 


It is not the object of this iraper to cover the entire field 
included under the heading, but to merely touch upon some 
special points of the subject. The discussion is here limited, 
so far as possible, to the expulsion of the products of concep- 
tion during the first trimesti-ium, omitting the consideration 
of miscarriage and premature labor. 

The statistics of abortion, if reliable, give much informa- 
tion. The following flgnres probably come near the truth: 
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IS. 6 per cent of tlie whole number are habitual ; uterine dis- 
eases account for 50 per cent ; reflex causes, 21.528 per cent; 
syphilis alfecting the fetus, retroflexion, salpingitis, and rheu- 
matism, eacli T.143 per cent. Treatment is followed by cure 
in 78.177 per cent, the patients subsequently bearing healthy 
cliildren ; while sterility results in 21.528 per cent, of which 
11.286 per cent have incurable uterine affections or are past 
child-bearing, and 7.212 per cent remain healthy but sterile, 
hlinety per cent of child-bearing women abort once or oft- 
ener, and about one pregnancy in ten terminates abortively. 

During the years from 1867 to 1875, inclusive, New York 
City reported one hundred and ninety -seven deaths resulting 
from abortion — a number probably far short of the truth. 
Daring seven years the Rotunda Hospital, Dublin, only had 
one death from abortion. 

The causes pi-oducing abortions are extremely variable ; 
sometimes the least thing is operative, and again an injury of 
the greatest magnitude may be insufficient. The discordant 
professional opinions on the subject suggest the necessity of 
renewed researches. Conditions of maternal blood often play 
an important part in the causation of abortion. Powerful 
emotions, as loss of friends, fires, explosions, and accidents of 
various kinds, are thought to alter the blood and thus bring 
about this result. The condition of the blood which accom- 
panies infectious disease is a frequent source. "When quinine 
is given to pregnant women it should be combined with a 
small quantit}^ of morphia, which will overcdine the danger. 
It is doubtful if quinine will originate uterine contractions, 
but it will increase them if once created. The constant inha- 
lation of the odor of the cottonseed and plant, especially after 
being nipped b}’" the frost, has been thought by some writers 
to cause abortion in women who are picking cotton. Others 
think the stooping position and the friction of the apronful 
of cotton on the distended abdomen the real cause. Chronic 
lead poisoning and cardiac insufficiency have been recently 
described as resulting in abortion, and the latter is cited by 
Thomas as a sufficient reason for its artificial production. 
The treatment is to relieve the heart by the recumbent pos- 
ture, Cigar making and occupations involving constant man- 
ipulation of tobacco apparently lead to abortion. 
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“ Habitual ” abortion is an unscientific term, only applied 
to cases of repeated abortion for wbicb we have no better 
name ; where, having excluded maternal, fetal, and uterine 
causes, we are at a loss for a befitting designation. "We can 
sometimes only explain them on the theory of a hyperesthetic 
condition of the uterine system of nerves, though a careful 
study will usually reveal the predisposing factor. 

Criminal abortion is termed bj^ our Euroj)ean relatives the 
Ame/'ican sin^ which they think so common among our peo- 
ple as to deserve this appellation. The Americans speak 
with horror of the European percentage of illegitimate births. 
They reply that in this country we hide our sins by the de- 
struction of unborn babes. Physicians meet in practice wo- 
men who would scorn to speak evil against a neighbor, who 
are tender and kind, leaders in social and even religious life, 
who are above suspicion as to chastity, yet who do not hesi- 
tate to murder tlieir own children, provided only they be 
small enough. They do this not only once but repeatedly ; 
and not only do they commit this crime, biit talk about it 
very unconcernedly,- or engage in disseminating a knowledge 
of the work among friends as earnestly as they would work 
for a supper for the benefit of a hospital, kindergarten, or the 
far-distant heathen. They would fear to reverse the hands 
of a watch, but would break the laws of -Hature in their 
own human mechanism, a hundredfold more delicate, com- 
plicated, and precious. But criminal abortion is not all to 
be ascribed to sin alone, but partially to tender-heartedness. 
Many have been far more tempted by a woman’s tears to 
lend her the knowledge which would save her from disgrace, 
than by the large fee she offered. 

The indications for the induction of abortion are well pre- 
sented by Parvin.’ He finds it sometimes necessary in dis- 
eases of the kidneys, though prophylactic measures will gen- 
erally suffice. The same is true of chronic heart disease 
and diseases of the respiratory organs. Chorea is an indica- 
tion in eases where the life of the mother is jeopardized and 
other remedies fail. Eclampsia is infrequently an indication. 
Cancer of the rectum is occasionally so, as is also mammary 
cancer and severe eases of rheumatism. 

* “ Annual of the Universal iledical Sciences,” i., 7, 1891.- 
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1711611 tlie true conjugate of the pelvis is not less than 
seven centimetres, Yon Brehm, by dieting the mother so as 
to prevent the formation of adipose tissue in the child, has 
avoided the necessity of inducing premature labor. 

The induction of abortion has changed somewhat in 
method during recent years. Among the instruments recom- 
mended are Ilegar’s dilator, followed by a tampon saturated 
with a four-per-cent solution of salicylic acid. An improve- 
ment on Tarnier’s elastic balloon consists of a pear-shaped 
rubber ball, which when reduced to a small size is introduced 
into the uterine cavity and inflated. Wlien pains commence 
it is slowly expelled in its distended state, and the fetus soon 
follows. Iodoform tampons are claimed to bring about the 
same result more safely and quickly than the sponge tent. 
Puncture of the membranes is sure but slow, inconvenient, 
and dangerous. The bougie is not entirely safe and not 
always sure. The average time of bringing on pains by the 
bougie is much greater than after puncture. Galvanism is 
recommended as sure and safe. 

The diagnosis of inevitable abortion is ever desirable, but 
unfortunately the signs are not always sure indications. Hem- 
orrhage may contimie for a considerable time and return at 
frequent intervals, yet the pregnancy may go on to term. 
Marked softening and dilatation of the cervix are generally 
followed by e.xpulsion of the ovum, but not always. Three 
authors report cases where portions of the uterine contents 
were expelled and abortion did not follow. Given ruptured 
membranes, a persistent hemorrhage, dilated os, ovum dead 
and presenting, portions expelled, abortion is inevitable. 

Xo class of cases cause u^ more anxiety and doubt than 
do abortions. Our masters lead xis diffei’ent paths ; and if we 
go to the learned societies and listen to their discussions, we 
are surprised at the diversity of opinion. As there is no fixed 
plan of treatment, the practitioner can follow almost any 
course which strikes his fancy, and find respectable authority 
to confirm him. The radical and the conservative methods 
in the treatment of the retention of the placenta and mem- 
branes have their advocates in every country. It is seriously 
considei’ed by some that the safety of the patient and the 
comfort of the physician are best served by the immediate 
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removal of tlie seomidines after tlie expulsion of the ovum, 
'in every case where it can he done without force sufiicient to 
injure the woman. The curette in skilful hands and with a 
pi’Oper patient is a means of good after abortion,- yet under 
other circumstances it is an instrument of danger. ' . 

In the text books we find remarkable unanimity in recom- 
mendation of the expectant plan, while the recent contribu- 
tions to medical literature favor immediate removal. Care- 
ful consideration of the facts and circumstances of each case 
will result in a more intelligent conduct than the observation 
of any dogmatic rule. All will accord that the early removal 
of the secundines is desirable, but the question arises, "When 
is it best ? 

Abortion is not physiological, as delivery at term, but is a 
pathological process — a premature death, a breaking up and 
tearing awa}^ an abnormal condition. The dangers from 
•septicemia and hemorrhage, the local inflammations, the or- 
ganic changes, the subinvolutions and septicemia arising 
from decidual retentions, render early, prompt, and thorough 
removal a matter of paramottnt importance. Safetyq speed, 
and completeness are the px'ineipal questions for considera- 
tion. Are we doing the proper thing when we sit and wait 
■for the onset of sepsis before removing the remains ? Im- 
mediate action may avoid the danger of septicemia and save 
the life of the patient. The so-called €K])eciant plan is an 
easy way, and, thanks to Hature, is successful in a great ma- 
jority of cases; but why wait for dangerous symptoms before 
active interference, which may then be too late? After radi- 
cal treatment the patient is less liable to be troubled witb 
■subinvolution, hypertrophy, and displacement of the womb. 
The method is generally easy, and, if carefully done, is safe. 
Intravaginal injections of hot bichloride solutions should pre- 
cede, and intra-uterine follow, this treatment. 

I have had some noteworthy results in repeated abortions 
from the use of chlorate of potash, recommended by Shoe- 
maker in his new edition. In one ease, where the patient 
had aborted ten times while married to two different hus- 
bands, fifteen grains of chlorate of potassium were given 
three titnes a day, also tiuctnra ferri chloridi, and two 
children were brought to term and born alive. Ko cause 
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could be found in this ease, but from the history and the 
time of the occurrence fatty degeneration of the placenta 
was suspected. TJie use of this remedy was first suggested 
by Sir James Y. Simpson, who employed it on the theory 
that an abundance of oxygen was supplied to the fetus by 
this means through the placental tufts. He gave it because 
of disease of the placenta, but also believed that it was a 
means of arterializing the blood. He was led to the use of 
this remedy by the e.xperiments of Davy and Stephens, who 
found that an alkaline salt, when brought into contact with 
the blood, gave it an arterial appearance. From the large 
amount of oxygen contained in each atom of the chlorate of 
potash, Simpson argued that the maternal blood would be 
better oxygenated, and the child’s respiration be thereby im- 
proved, by its administration. Anemic patients improve in 
color under this drug. Alkalies are promoters of waste and 
assist the removal of inflammatory products. Patients who 
had not gained under tonics and nutrients will improve in 
weight and strength upon the withdrawal of these remedies, 
waste producers, provided their use has not been too long 
continued. It is a well-recognized fact that there is an exees- 
sive accumulation of carbonic acid in the presence of inflam- 
matory changes of tissue. In the presence of carbonic acid 
nascent oxygen is formed from chlorate of potash, which may 
show how the inflammation is relieved and oxygen furnished 
the fetus. It is claimed on good authority that the chlorate 
of potash does not part with any great amount of oxygen at 
the body temperature, yet there remains the fact that, by 
increasing the alkalinity of the blood, its oxidizing function 
is augmented. Whatever its modus operandi, whether as a 
tonic or by its decomposition in the blood, thus directly fur- 
nishing an increased quantity of oxygen to the fetus through 
the placental tufts, or whether it puts the blood in such a 
state that it is able to carry an increased supply of oxygen, 
the clinical fact stands that it has a direct beneficial effect in 
properly selected cases, i.e., Avhere there is fatty degeneration 
of the placenta. 

A very necessary method of treatment is absolute rest at 
the time for the recurrence of menstruation. This rest should 
continue as long or longer than the menses were wont to 
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last ; and complete rest in bed is sometimes necessary during 
the second, third, and fourth months. The local treatment 
and cure of chronic uterine disease is very essential, as this 
and its consequences are a very frequent cause of abortion. 
In these cases mercury seems to have a benohcial effect, even 
in non-specific cases. The viburnum prunifolium, here as 
elsewhere, proves a very efficient uterine sedative. The un- 
fortunate physician who is called to attend these doubtful, 
confusing, and tormenting cases should derive a large amount 
of comfort from the fact that gentlemen who have liad quite 
an extensive practice in this line state that they have never 
lost a case from hemorrhage. Great care should be exercised 
to avoid rupture of the membranes, as the expulsion of the 
ovum en hloG is particularly desirable. Early aseptic precau- 
tions are advisable, preferably the intra-uterine injections ot 
hot solutions of bichloride of mercury. The folly of defer- 
ring these precautions until the substance in utero begins to 
putrefy is attested by numerous deaths. Iodoform in. suppo- 
sitories doubtless has the effect of preventing further decom- 
jjosition. The faradic current is of considerable value in cases 
of uterine inertia. It produces and intensifies contractions, 
checks hemorrhage, lessens suffering, and ])astens delivery. 
A mild current is all that is necessary, the main thing being 
its interraittency. In fact, a strong current is rather to be 
avoided, as it is prone to produce a spasm of fhe muscular 
tissue. 

To prevent abortion use opium hypodermically by mouth 
or rectum to quiet nerves, muscles, and mind. Preparations 
containing viburnum prunifolium have done good work in 
allaying uterine contractions. Tampons will often dilate the 
cervix and hasten delivery, but are in many ways unsatisfac- 
tory and unsafe. They should consist of iodoform gauze, or 
absorbent cotton balls soaked in 'an antiseptic solution, re- 
newed about every six or twelve hours, and the patient care- 
fully watched. I do not use ergot until the uterus is empty. 
I prefer to dilate the cervix with Palmer’s steel dilators, and 
for removing the contents use my finger. Where this, Na- 
ture’s excellent instrument, fails, Eeamy’s placental forceps 
will be found to act very nicel^q having as recommendations 
simplicity, safety, and efficiency. 
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19tti, 1891, AT THE Acadejit of Medicine. 


{Abstmct.) 


(Concluded fi om page 1^56.) 


Second Daa* — Morning Session. 

The President^ Dr. A. H. Wright, of Toronto, mthe Chair. 

Dr. M. B. Ward, of Topeka, Ivan., spoke on 

« 

removal of the uterine appendages, with results. 

He prefaced the report of his cases hj saying that opera- 
tion for removal of uterine appendages is truly missionary 
work in Kansas. He performed the second operation of this 
character done in the State, February, 1890. 

He then made a brief report of fifteen cases, in which he 
gave a history of the patient before the operation, tlie cliarac- 
ter of the operation, and the results at the time of writing the 
paper. 

Three deaths were recorded, his first, thii'd, and eleventh 
cases terminating fatally. Only one of the three was caused 
by the operation, and in that case the previous condition was 
deplorable. The reports of the cases were interesting and 
the results gratifying. Some of the conditions were extremely 
grave before the operation, and yet recovery in most of the 
cases was satisfactory. 

Dr. Joseph Price, of Philadelphia. — We all know how 
satisfactor}' the results have been of late with this class of 
cases in dispensary and in public practice. We also know 
how distressing the results have been among the more wealthy, 
where harm follows from the delay due to treatment by rest 
and every other known method before resorting to radical 
measures. 

O nr mortality among the rich varies between six and ten 



i'- ,-iTnlu'*''' , ^ It -v;«a-, V Tat'-? 

<Scv ^“;^otU-, 

yociovt veavs ^ -i 4ov eat^^ ^ a \\\6 ttao 

'S‘^5fi:ga5:§5P=’: 

‘s^sE^^iiStSBs. , 

•^e \^Yo\^e^ ^Ite ^ li ^'‘’® ^ these casf > 

’?SSy " tfa M 


JSy ^“8 "Tu^<'C;U a. ^'' A ago _ 

- ^ostoe s^'^^yaWiaTf^', A h\s 

v^as tvf 

^a. Opt X^avd ^ro& ia al- 

ttotiS^S jfa asV'^'^'^^pvesseA ^ cU''tVh^= 



1340 TRANSACTIONS OF THE AMERICAN ASSOCIATION 

metri’iiim, invading the sanctum sanctorum of the female ana- 
tomy, and producina: its most serious ravaaes upon the uterine 
appendages. 

Dr Ward, closing the discussion, thanked the Fellows for 
their kind compliments. In the West it is extremely difficult 
to get consent to perform these operations except as a last 
resort. 

I 

Dr. Joseph Price, of Philadelphia, read a paper upon 

A CONSIDERATION OF EM.MEt’s LAST OPERATION FOR SO-CALLED 

LACERATION OF THE PERINEDM, OR PROLAPSE OF THE POS- 
TERIOR WALL OF THE VAGINA FROM LOSS OF FASCIAL 
SUPPORT, OR AIUSCOLAR RELAXATION, OR TEAR. 

At the meeting of the American Gynecological Society in 
1883, when Dr. T. A. Emmet presented his paper on the 
“ Etiology of Perineal Laceration, with a hfew Uethod of 
Operation for its Repair,” it was evident, in the words of an 
eminent gynecologist, that the members of the Society were 
very much at a loss to comprehend the steps of the operation 
as described by its illustrious originator. It is still not under- 
stood generally in Philadelphia, while at the present time we 
rarely hear of any one’s performing the true Emmet opera- 
tion unless it has been improved by some supposed modifica- 
tion. These modifications are for the most part meretricious. 
The Emmet operation seems to fulfil every indication for the 
restoration of the damaged perineum, far better than any 
other operation before or since devised, not excepting the so- 
called flap-splitting or Tait’s operation, over which so much 
furor has lately been raised. The value of the operation has 
not been recognized because the published reports of it have 
been so meagre and so little descriptive, excepting some ex- 
planations of modifications, that the very idea of the opera- 
tion has not been grasped, except by those who, like the 
writer, have been fortunate enough to have Emmet person- 
ally demonstrate the operation and its advantages. Unfortu- 
nately, his original pamphlet was rather confusing than in- 
structive and explanatory to those not already comprehend- 
ing the operation. A drawing was necessary for the exact 
understanding of the successive steps of the operation. In 
several cases in which Emmet’s operation was performed the 
writer had the assistance of Dr. J. Madison Taylor, who has 
sketched tlie appearance of the various stages. The theory 
of the mechanism of laceration is original with Emmet. 
He believes that the damage that leads to the severe conse- 
quences of loss of support to the pelvic diaphragm is princi- 
pally in the deep layers of the pelvic fasciae, a separation of 
the fibres of those fasciae from the outlet of the vagina. The 
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•soft parts of the vagina are crowded np in advance, as the 
fetal head passes. When the head of tlie child is. forced 
down npon the so-called perineal body, the perineal tissues are 
•Stretched transversely before the head appears at all at the 
vaginal outlet. The so-called perineal body is attached prin- 
cipally at the two rami of the ischia through the strong and 
almost inelastic ischio-perineal fascia. When the head, follow- 
ing the sacral curves, crowds down the vaginal tissues before 
it, it meets its almost entire resistance from a lack of extensi- 
bility in these ligaments. If the force is severe enough they 
will separate, not by a tear from the fourchette downward, 
but by a separation of those fibres within the mucous mem- 
brane from their insertion without and below the vaginal 
orifice. It is the pelvic fascia that supports the vagina, and 
this fascia is often separated from its attachment to tlie va- 
gina, or laterally from one or both rami at the passage of the 
liead during parturition. The tear at the orifice of the va- 
gina is of intinitely less importance than is the rupture of the 
ischio-perineal fascia. These faseiee preserve the proper 
resilience of the fioor of the pelvis. This removed, the ante- 
rior and posterior walls of the vagina have lost’ their support, 
and they must prolapse through the now weakened vaginal 
ring, it is well known that reetocele occurs constaiitly in 
patients in whom the fourchette has not been torn. A va- 
gino perineal laceration may pass around the sphincter ani. 
It is easily shown that the perineum is a thin diaphra.gm, not 
a body of firm fascia, muscle, or connective tissue. The rup- 
ture, which may or may not have been submucous, is notan 
the median line, but has been more severe on one side than 
on the other. In Emmet’s expressive illustration, the bag has 
lost its puckering-string. The prolapse is evidently due to a 
want of resisting power of the pelvic floor. Other operations 
have been previously devised to meet the same indica;tions, 
•such as those of Simon, Hegar, Hildebrandt, Freund, Bantock, 
Baker Brown, and Emmet’s trefoil operation. Some of these 
restored the perineum so that it was even longer than before, 
but failed in its real intention, since little by little the ree- 
tocele again prolapsed through the narrowed outlet to its 
original condition. A great advance was made when the 
denudation was extended so as to include a portion of the 
reetocele^ and so restore by cicatricial healing the perineal 
body. The results were frecpiently anything but happy; 
The old operations^ aimed to replace the perineal body by 
a new structure built froin the adjacent parts ; but when a 
perineum is lacerated it is not destroyed. If we can brino- 
together the ends of the ruptured ischio-perineal lio-*. 
ments, we will absolutely restore the supporting power '’of 
the peiineum. Emmet’s last operation aims at I’emoving the 
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superfluous vaginal mucous ineinbraiie at the vulvo- vaginal 
orifice, continuing at the same time the denudation along tlie 
line of the original rupture. As this line extends usually 
along the two sulci, the denudation assumes rudely the form 
of a crescent, whose convexity is the boundary of shin and' 
mucous membrane of the vulva, while the concavity is 
marked by the summit of the projecting rectocele, and the 
cusps extend up the lateral deep sulci and posterior wall of 
the vagina. Finally he introduces sutures entirely withiu 
the vagina, beginning at the apex of a cusp, and closing by 
bringing the two denuded edges of the cusp or sidcus to- 
gether. After the insertion of the crown stitch, one or more 
superficial stitches are sometimes necessary, according as there 
has been greater or less laceration. The essential landmarks 
of the operation — to wit, the crest of the rectocele or its most 
projecting part, and the lateral mucous membrane at the high- 
est point to which it is intended to carry the denudation — are 
not to be lost sight of or changed as tne operation proceeds. 
After the sulci have been closed, when the crown stitch is 
introduced, the inside stitches entirely disappear. The after- 
treatment is simple — rest, catheterization it necessary. The 
bowels are to be kept easily open. The writer has yet to see 
the slightest mflammation — cellulitis or phlebitis — from the 
operation. The stitches are removed at the end of six or ten 
days, except those in the sulci. These latter are removed in 
the second week. This is best done by partially everting the 
vagina by a finger introduced into the rectum. 

This operation most nearly approximates the natural peri- 
neum. The great degree of success attending the operation 
is alone sufficient to recommend it primarily in all lesions of 
the perineum. 

De. L. S. McMuetev, of Louisville, thought the impor- 
tance of the subject increased by the great number of cases 
there are of perineal rupture coming up daily in the practice 
of gynecologists, and the large amount of imperfect work 
that is done in this branch of surgery, and the incongruous 
advice that is given to patients upon this subject. The gen- 
eral surgeon does a good deal of this work', and it is very 
often the case that the skin only is united, and in all proba- 
bility the skin is attached away up the vulvo-vaginal fissure, 
higher than it was in the natural condition ; and in many in- 
stances the physician, finding that the fourehette is not torn, 
assures the woman that her symptoms are due to nervous ex- 
haustion and that there is no laceration of the perineum. 
It has been demonstrated this morning that you may sew to- 
gether the skin without restoring the pelvic floor, and you 
may have the pelvic floor entirely destroyed without any rup- 
tnre of the skin externally. Those are points, which have- 
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Leeu empliasized in the iiaper, which are not appreciated gen- 
erally by 'the profession in regard to these injuries. The 
great difficulty in regard to the popularity of Emmet’s im- 
proved operation for restoring the pelvic diaphragm is that 
it is difficult to clearly appreciate the operation without see- 
ing it executed, and that it is very difficult to do the opera- 
tion without giving it thorough consideration. 

Dr. W. H. Wathen, of Louisville, thought Dr. Price had 
made an impoi-tant subject unusually interesting, because of' 
the practical manner in which he had presented it, and 
because of the vast experience he had had in doing suc- 
cessful work in this department of surgery, which makes all 
he says practical. In the main he fully agreed with him in 
his ideas and in his suggestions as to the proper means of 
operating. In operations where the tissues are torn down 
near the sphincter, with the anterior rectal wall presenting, 
down in the vagina, he was practically in accord with the 
suggestions of Dr. Price, excepting that the procedure might 
be^ Amplified by splitting the tissues between the rectum and 
the vagina laterally instead of denuding the mucous mem- 
brane. The splitting process can be accomplished by an ex- 
perienced operator in less than half the time of the denuding 
process, and with not less than half the inconvenience from 
hemorrhage. The cardinal principle which should control us. 
in this operation is to expose the ends of the torn muscles 
and the ends of the torn fascia, superficial, middle, and deep,, 
and a failure to expose all these so that they may be brought 
together and held in position necessarily results in a corre- 
sponding failure in the result of the operation. 

We ought to impress upon the general practitioner and the- 
general sui’geon, as well as the specialist, the importance of” 
attending to these eases wherever they are met, but above all 
we ought to impress upon the profession the necessity of at- 
tending to these cases when they occur. There is no opera- 
tion of any magnitude in the whole range of gynesie surgery 
that has the element of simplicity so perfect and the univer- 
sal results so attractive as in the operation for complete or- 
incomplete laceration of the perineum, if done immediately 
after the accident has occurred. 

Dr. J. F. W. Eoss, of Toronto, believed that the denuda- 
tion of the tissues outside is superfluous, but is necessary in 
the vagina, and that we can combine the operation of denud- 
ing in the vagina with flap-splitting in the perineum, exactly 
as Dr. Wathen had said. • ^ 

Dr. Mordecai Price, of Philadelphia, spoke strongly in> 
favor of the Emmet operation. He believed w’ith Dr. 'Wa- 
then that we have no business to know anything about sec- 
ondary perineal work. It ought to be the busmess of the- 
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physician to have liis materials with him, even if the case is a 
simple one, because accidents will occur in tlie best-regulated 
households in that particular ; and it ought to be his business 
to at once apply his sutures, because union is almost invaria- 
bly by first intention in these primary operations, and there is 
no better way than to use the silkworm-gut sutures, passing 
them as Dr. Emmet recommends. The tear in nine eases out 
of ten is in the right or left sulcus. 

Dr. II. T. Hanks, of New York, said he had been associ- 
ated more or less intimately with Dr. Emmet in the Woman’s 
Hospital for the last thirteen years, and had watched the de- 
velopment of the operation. He had been pleased to have 
the subject brought up for that very reason, because he has 
not only done good work in teaching us how to operate on 
a lacerated cervix, but has also given us some points on the 
operation on the perineum that we had not considered before, 
and which, when carried out to the letter as he has taught us, 
and as those of you who have seen him operate have been 
taught, give entirely satisfactory results. lie believed the 
operation to be a successful one when well done and done as 
Dr. Emmet had taught. 

Dr. Joseph Price, of Philadelphia, closing the discussion, 
said ; Some of us do the operation perhaps a little more than 
Dr. Emmet does — just a little more — but it all belongs to 
him. He taught us how to denude and everything that is 
good in plastic surgery. Some of us go a little further than 
Dr. Emmet. Dr. Hanks has made a perfect illustration of 
Dr. Emmet’s operation. Many of us differ in this particular. 
Dr. Emmet does not go as high in the sulci as some of his 
pupils with the denuding. Dr. Emmet makes a triangle with 
a tenaculum ; we make it with a denudation, and go into the 
apex of that sulcus. We give the woman as much pelvic 
floor as possible. There are very serious doubts as to whether 
a flap-splitting operation ever restores a sphincter. I have 
yet to see the first one, and know at least half a dozen wo- 
men in Philadelphia who have had the flap-splitting opera- 
tion. They have incontinence of gas and feces when they 
have a diarrhea. I have seen men do it and absolutely miss, 
in their denudation and everything else, the dimples of the 
retracted sphincter, or half-moon. There are very few men 
in this country that can map out the sphincter in a perineal 
tear through the sphincter. Dr. Emmet, if you will follow 
him, will place his fingers on the sphincter and make you trace 
a hard, iron-like sphincter all the way round. Ho again has 
taught us all we know about sphincter tears that is worth 
knowing. Emmet’s inside perineal operation with the sulci 
sutures closed is an operation which completes the woman s 
comfort. He need not put in those inside sutures, as far as 
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tlie perfection of the operation and the conafort of the patient 
are concerned. The operation is complete wlien he completes 
his sulci work. 

The Pbesidbet then delivered his annual address, 

THE GENERAL AND SPECIAL MEDICAL SOCIETIES OF AMEBIOA, 

When we separated in Philadelphia last September we ex- 
pected to meet this year in Washington as members of the 
Congress of American Physicians and Surgeons. The Con- 
gress. however, has refused to admit us, and I desire to give 
a plain sitatement of facts respecting the negotiations which 
have been carried on between that body and oiir Associa- 
tion. 

The decision to form an American Congress was reached in 
the year 1886, and preliminary invitations were sent to the 
special societies, asking for their co-operation. All returned 
favorable replies excepting the American Gynecological 
Society, which refused to co-operate. The promoters were 
disappointed, as they desired a representation of obstetrics 
and gynecology. Some strong friends of the Congress de- 
cided to organize a Society ot Obstetricians and Gynecolo- 
gists, and, as a result, this Association was organized, not in 
opposition to another society, but largely in the interests of 
the new Congress. 

In due time our organization was fairly completed, and a 
formal application for admission was sent to the Congress. 
In the meantime, however, a change had come over the old 
Society, and the applications from both societies for admission 
were made at practically the same time. 

It was decided that the Society, which had shown pro- 
nounced hostility to the Congress np to the date of its sudden 
conversion and application for admission, should be received, 
and that the new organization, which had been formed to 
assist the confederation in a serious emergency, should he 
put on trial for a couple of years, and in accordance there- 
with the following resolution was passed : 

Resolved, That all new applicants must have held two 
annual sessions, and accompany their application with two 
volumes of transactions.” 

W e entered^ upon our period of probation with some sur- 
prise, but decided to comply with the prescribed rules. In 
due time we forwarded the two volumes of ti’ansaefions. 
After a delay of many months we were asked for twelve 
copies of all our volumes. The thirty-six books were for- 
waided as soon as possible, and when all the evidence was 
received the Committee, after taking ample time for de- 
85 
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liberation, met April 26tb, 1891, and decided against our ad- 
mission. 

The question natm'ally arises, Why were we accorded such 
treatment ? A rumor has reached me to the effect that the 
chief argument used against us was that our Association rep- 
resented nothing more than duplicating the ivork of other 
sections, and for that reason should not be admitted. I have 
nothing to do with any such argument, and will remove the 
necessity of using it by conceding that the Congress had a 
perfect right to refuse to admit ns. I insist, however, that it. 
had no right to place us on probation for an extended period; 
and then absolutely ignore the essence of the implied con- 
tract. 

The speaker then went on to give his views on the subject 
of general and special medical societies. He deprecated the 
idea of showing a too well marked line of demarcation be- 
tween the specialists and the great mass of general practi- 
tioners. 

He considered that the British Medical Association is 
the greatest medical organization that has ever existed. It 
contains 13,800 members, including a large portion of the 
brightest lights of the British Empire, who ever devoted their 
best energies towards the success of the society. In this 
country it seemed as if many of the leaders of the profession 
ignored the American Medical Association, the strictly na- 
tional society. It was unfortunate that so many of these 
should miss the best opportunity of meeting the rank and file 
of the profession in their own country. 

After referring to the present status of the important sub- 
jects of obstetrics and gynecology, he referred to the recent 
sad bereavement of the secretary, and. at the same time, spoke 
of the indefatigable efforts of Dr. Potter in the interests of 
the Association. He then paid afitting ta-ibute to the memory 
of that great obstetrician, Dr. Eordyce Barker, whom he de- 
scribed as one of the grandest and noblest physicians the 
world has ever seen. 

After alluding to the bright prospects for the present meet- 
ing, he closed as follows : I have been bitterly disappointed at 
the actions and methods of some whom I respected very highly ; 
but I wish to forget all that, and remember only what I have 
found good and noble in the profession of this great republic. 

I trust that the troubles that have beset us will be the means 
of forming the strongest link in the firm chain that binds 
us together as brothers and co-workers in a good and great 
cause.” 
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Dk. W. "W. Seymouk, of Troy, read a paper on 

A CASE OF OHOLECYSTOTOMY AND CHOLELITHOTRITY J DEATH 
FROM “la grippe” THE TWENTY-FIRST DAY. 

The gall bladder was incised and fine stoaes removed from 
it, and one stone in the common duct crushed by forceps ap- 
plied to the duct. The crushing was done because the wound 
was so deep that the difficulties in the way of an exact suture 
of the duct in ease of excision of the stone were enormous. 
At the autopsy, when death resulted from an intercurrent 
attack of grippe, the abdominal wound, save at the drainage 
opening, was firmly united, the adhesion of the gall bladder 
perfect, and there was not the slightest evidence of suppura- 
tion, inflammation, or ecchymoses in or about any abdominal 
organ. The inferences drawn were: 1. That in large, fat, 
and flabby bellies crushing is safer than excision with its risk 
of imperfect suture. 2. That excision should only be a meth- 
od of election where an exact suture is beyond question. 
3. That if there is any suspicion of injury to the duct, drain- 
age should be inserted to the suspected point, and, if needed, 
the abdominal cavity protected by gauze tampons. 4. That 
in ease of stones projecting into or overlying the duodenum, 
the duodenum may be incised and the stone, if projecting, 
broken up, or the duodenal portion incised and the stone 
crushed or delivered intact, as Dr. Charles l^lcBurney has re- 
cently successfully done with a stone as large as a pigeon’s 

egg- 

Dr. a. Y ander Y eer, of Albany, read a paper entitled 

REPORT OF CASES OF CHOLECYSTOTOMY, WITH SPECIAL REFERENCE 
TO THE TREA'fMENT OF CALCULUS LODGING IN THE 
COaiMON DUCT. 

He said : In presenting this paper as a contribution to the 
surgery of the gall ducts, I shall refer somewhat to the sur- 
gery of _ the gall bladder. Yet my chief desire is to get from 
you a discussion and your views regarding a line of treatment 
in cases where we find a contractecf and perhaps almost oblite- 
rated gall bladder, or where the common, cystic, or hepatic 
ducts are entirely closed by lodgment of a calculus, or steno- 
sis from other causes. He then presented a group of three 
cases illustrating these points, in which he had operated twice 
successfully, and exhibited specimens removed in each, Drom 
his experience in these and other cases he offered the follow- 
ing: 

This operation is not very difficult, and the results favor- 
able beyond a doubt ; but does not this method deter us in 
some cases from pushing ahead and relieving eases where 
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practically no gall bladder is to be found ? Are we not too 
conservative at times where we have stenosis, severe adhe- 
sions, and apparently no gall bladder present? 

The intent of this paper is to deal only with .those cases 
where there is an obstruction of the diictns communis chole- 
dochus, the cystic or hepatic duets, from any cause whatever. 
Cholecystotomy, with suture of bladder walls to jiarietal 
wound, when the viscus is fairly well developed, is not a 
serious operation. Primary and secondary opening of the 
gall bladder I mention here to emphasize the fact that I be- 
lieve the latter is always to be condemned, for the following 
reasons : 

1. It is always necessary, before the closure of the abdo- 
minal wound, that the gall bladder be opened and emptied, 
as it is often impossible to recognize conditions until then 
which will require manipulations not only within the gall 
bladder but also within the abdomen. 

2. Prolonged obstruction in the intestinal portion of the 
common duct may lead to its dilatation, together with that 
of the gall bladder, and the destruction of anatomical outlines. 
Biliary calculi lying in the common duct, in the hepatic or at 
the mouth of the cystic duet; stricture of the duets from local 
■ulceration (exceedingly rare), or occlusion of them from ex- 
ternal causes, as cancer of the pylorus or the last portion of 
the pancreatic duct, all require treatment for relief beyond 
either cholecystotomy or cholecystectomy. 

I believe it is possible to freely loosen adhesions that have 
formed in the region of the gall bladder, and in all cases of 
severe traumatisms we should not hesitate to make use of the 
tamponade of iodoform gauze and drainage, or employ the 
method so clearly recommended by one of our Bellows, Dr. 
Morris. 

Dr. H. O. Marcy’s paper on “ Relief for Biliary Obstruc- 
tion ” defines the steps of the operation very closely, particu- 
larly in relation to suturing of the incision made in the gall duct. 

The operative technique may be varied as follows, by : 

1. Dislocation of the calculus en masse, either into the duo- 
denum or into the gall bladder. 

2. Cholelithotrity, either by crushing through the walls of 
the duet with padded forceps or fingers, or from within the 
gall bladder by means of the needle or fine probe, followed 
by removal by the way of the gall bladder or intestinal 
canal. 

3. Breaking of the calculus by the introduction of strong 
needles through the walls of the duct, and subsequent dislodg- 
ment of the fragments. 

4. Choleeystenterostomy according to Von Winiwarter, or 
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modifications of it as have been kiggested by Gaston in his 
elaborate experiments upon dogs. 

5. Incision of the gall duct and removal of the calculus, 
with subsequent suturing of the incision in the duct. 

The application of these metliods conflicts with some notions . 
in surgery which to my mind are altogether fallacious. The 
first is, that sutures can never be applied to the gall bladder 
and ducts with safety. The first eholecystotomy was followed 
by suture and recovery. ■ 

The second notion is that the healthy biliary secretion 
- always causes peritonitis when free in the abdominal cavity. 
The experience of Schuppel, Bostroun, the eases of Paraisse, 
Sabatier, Thiersch, etc., demonstrate the falsity of this dogma. 

We must put these fallacious ideas-behind us, as we have 
many concerning the technique and management of abdo- 
minal section. 1 believe in a wholesome fear of the perito- 
neum and of throwing around our patients every possible safe- 
guard. I should not like to complete an operation knowing 
that bile might flow over the intestines, but I believe that such 
wounds, by proper drainage and iodoform-ganze tamponade, 
can be made comparatively safe for the patient, much safer 
than the 'condition for which the operation was done. 

Those cases which present the least difSculties are whei’e 
the calculus can be removed en masse by pushing either into 
the gall bladder after eholecystotomy (preferable) or into the 
duodenum. The danger of tearing the duct across its diame- 
ter, as has already occurred, must be kept in mind, and will 
somewhat circumscribe the operation of fracture or incision 
and removal from the intestine. 

The second procedure, together with the third, may be 
employed in suitable cases, but the choice will lie between 
them and the fifth procedure, that is, incision and removal. 

The fourth method of treatment, by establishing a new 
communication between the biliary ducts and the intestine, 
must always have a certain utility, especially where it is found 
that the seat of obstruction (the common duct) is bound down 
by adhesions and cannot be made accessible. 

To one doing abdominal work I would advise a careful 
perusal of Dr. Gaston’s paper in The Atlanta Medical and 
Surgical Journal in 1884, entitled “ Experiniental Gholecys- 
totomy.” 

In France the operation bearing the name of Von Winiwarter 
has recently received much attention, and flattering results 
. are reported. 

Under the fifth division — that is, incision and suture of the 
gaU ducts — we have, I believe, in many cases a method which 
promises great success, where heretofore eases have been 
treated by establishment of biliary fistula, which only relieved 
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for a sliort time. So far as I have been able to leara, inci- 
sion of the common duct has been seldom performed in this 
country. The technique of the operation is as follows; [Jsual 
vertical incision, from tip of cartilage of tenth rib, made of 
sufficient length to permit free examination. It may be neces- 
sary to complete the operation by making a transverse incision 
through the right rectus abdominalis. Incision over stone, in 
line of duet, is made. Fluid behind duct should be with- 
drawn by aspirator, or sponges placed to protect surrounding 
parts. First row of sutures continuous, introduced just with- 
in serous coat of duct, brought just within the mucous coat, but 
not involving it; second series Lembert, bringing the serous 
coat into accurate apposition. Surround drainage tube on 
all sides with iodoform gauze tamponade, the ends being left 
in abdominal wound, closing latter with silkworm gut. Ojie 
or two silkworm-gut sutures may be introduced and tied in 
loop, so that after removal of tamponade they may be tied 
and abdominal wound more completely closed.^^^l^k*:; ^’**^ 

p ^De. R. T, jMoeeis, of Hew York. — There is one method 
of procedure, in cases of gall stones, so simple that I wonder 
that anybody lias failed to think of it, Grail stones can be 
dissolved very easily by chloroform, ether, and some of the 
marsh-gas series. We do not need any forceps. We can re- 
move the greatest element of danger by dissolving them right 
in place. The operation consists in suturing the gall bladder 
to the abdominal wall, then waiting for forty-eight hours un- 
til adhesion has taken place. The cases of greatest danger 
after operation are those followed by leakage of bile or mu- 
cus or the fermenting contents from the gall bladder into 
the abdominal cavity. Therefore the ideal procedure consists 
in first suturing the gall bladder to the abdominal wall, wait- 
ing until adhesion takes place, opening the gall bladder, and 
with a syringe injecting down upon the gall stones, at any 
time you please, a week or a da^' or a month after, a chemical 
tbat will make a solution of the cholesterin quickly and safely 
without imposing the grave danger upon the patient of crush- 
ing, bruising, or injuring the common duct. I am making 
experiments in this line to find some non-irritating solution 
which will dissolve the gall stones easily. 

De. L. S. Pilchee, of Bi'ooklyn, recognized the fact, as all 
surgeons do, that the gall bladder has become a fit subject for 
surgical interference, and that, with the rapidly increasing 
experience which is being gained in woi’k upon that organ, 
we shall soon have well-established indications for not only 
examining the organ, but also for the different classes of 
operations which we shall be called upon to do for the relief 
of the conditions which we find present in it. The ideal 
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eholecystotomy, in which the organ is exposed, is opened, is 
evacuated, is closed and dropped back into the abdominal 
cavity, suggests itself as an operation extremely desirable to 
be done, if the conditions are such as to make it feasible to do 
it. The extirpation of the gall bladder has been done, and 
will at times be found necessary if we are to relieve the con- 
ditions which have made operation of any kind necessary. 

■ The difficulties which attend the operation are great, and it . 
can only be I’arely that a surgeon will feel justified in under- 
taking its accomplishment. The opening of the common 
duct and the removal therefrom of a gall stone have been de- 
scribed to us this afternoon. The successful performance of 
the operation has again and again been demonstrated to us. 
The possibilities of relief which are open by means of that 
should always be present in the mind of the surgeon. He 
then presented and discussed some specimens of gall stones. 

Dn. Kellogg, of Battle Creek, reported a number of in- 
teresting cases of operation upon the gall bladder. 

Du. M. B. Ward, of Topeka, stated that he had done the 
operation twice on a dog, removing the gall bladder entirely. 
His first operation was a failure, death occurring from gen- 
eral peritonitis on accoimt of some defect in the operation. 
The next dog got well and very fat, and was subjected to 
three other operations on the intestines. He inquired whether 
the gentlemen found it easy to bring the gall bladder up and • 
attach it to the parietes. He found it difficult unless the 
gall bladder was enlarged. 

Dr. Seymour, closing the discussion on his part, said, with 
regard to the attachment of the gall bladder lo the abdominal 
wound, the method pursued by Mr. Tait is very satisfactory, 
particularly in cases of contracted gall bladder. That is, not 
to attempt to bring the gall bladder up to the level of the 
skin, but to suture the gall bladder with an interimpted buried 
silk suture at an intervening height in those tissues, taking a 
sufficient number of interrupted sutures to give strong and 
firm coaptation of the structures. He considered the matter 
of dissolving gall stones within the gall bladder as still sul ju- 
dice. In view of that the operation of Tait' — opening the gall 
bladder with establishment of a fistula — is the most rational 
operation. He considered it very possible that there would 
be a recurrence of the disease with the persistence of the 
constitutional condition. He considered the silk suture pre- 
ferable in this operation to any of the animal sutures. 

Dr. Yander Yeer, closing the discussion on his part, said 
that, in reference to attaching the gall bladder to the parietes, 
he would only add this, that before the gall bladder is attached 
to the incision, and before it is opened, we should make a very 



1352 TRXNSACTIOMS OF THE AMERICAN ASSOCIATION 


careful examination of the common duct and he very certain 
as to the condition of the pancreas. 

Dr. W. H. IVathen, of Louisville, read a paper on 

ASEPSIS IN INTRAPERITONEAL SURGERY. 

If the proper precautions as regards cleanliness in every de- 
tail before and during an operation ai‘e observed, we need no 
antiseptic gei’inicides in intraperitoneal surgery. If solutions 
of sublimate, carbolic acid, etc., are brought in contact with 
healthy peritoneum, their action is harmful. I will not con- 
demn the use of chemical solutions for the purpose of steriliz- 
ing the opei’ator, assistants, nurses, or patient, or the room, 
instruments, sutures, dressings, sponges, etc., if used before 
the operation is begun ; but the chemical germicide should be 
removed from everything that is brought in contact with the 
peritoneum. _ Unless everything is made practically clean in- 
dependent of the germicide, that will not make it aseptic. It 
is too often true that operators who are loudest in advocacy of 
germicide solutions are the least cleanly, and I have known a 
few of them to forget to wash their hands before beginning 
an operation or before examining a woman in labor. 

There are relatively few men who know how to be surgi- 
cally clean in every detail connected with intraperitoneal' 
surgery, and if the time and labor that have been devoted to 
teaching the medical profession how to use antiseptic germi- 
cides had been directed to teaching tbe value of, and means of _ 
accomplishing, surgical cleanliness, septic peritonitis following 
laparatomy would be comparatively infrequent. Of course 
the above does not apply to all men who use chemical anti- 
septics, for some of them are the most cleanly men I have 
seen operate, but I believe they 'would get as good or better 
results if they omitted the antiseptics. The peritoneum is 
usually infected by contact, and the danger of atmospheric in- 
fection is practically nil, as has been shown b}"^ the excellent 
results in laparatomies done in large and crowded amphi- 
theatres. 

He explained in detail the latest and most improved methods 
of asepsis. He advocated drainage with a small glass tube 
open at both ends, with fine holes on sides extending -svithin 
two inches of the mouth. He opposed the practice of intro- 
ducing the wick or gauze in the tube, and preferred to remove 
the blood and secretions by suction with along nozzle syringe 
or a syringe with a gum tube attached. 

Dk. Henry O. Marcy, of Boston, read an essay entitled 

FEilORAL AND VErn’RAL HERNIA IN WOMAN. 

* 

The methods by which the author obtains a radical cure are 
original, and are followed by most exceptional results. He 
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advocates the dissection of the sac to its veiy base, which is 
sutured across and removed. The internal ring is carefully 
closed by a line of deep, double, -continuous tendon sutures. 
The canal is narrowed and closed in a similar manner, and the 
wound is sealed with iodoform-collodion, without drainage. 
The operation is conducted with the strictest antiseptic care ; 
and since Dr. Marcy was the first to use and publish the ad- 
vantages to be derived from buried animal sutures, and 
systematically to extend their applicability in the general 
field of surgery, we quote his emphatic directions : “ There is 
but one rule, and it cannot be too rigidly enforced — the asep- 
Ue suture must be asepticalLy applied in aseptic structures, 
and the wound must be maintained aseptic. The failure of 
either of the above-mentioned factors not alone endangers the 
result, but may be followed by the most serious consequences. 
Modern surgery demands of the operator every safeguard to 
insure an aseptic wound, but he who uses buried animal su- 
tures must take, if possible, even greater precautions, since in- 
fection carried into a wound thus firmly closed is, for obvious 
reasons, attended with much greater danger than in a wound 
united by interrupted sutiu‘es which, at the end of a few days, 
are to be removed, and where drainage is relied upon to per- 
mit the escape of infective or foreign material. It is in part 
on account of defective technique, the use of drainage, and 
the too often septic wound that failure to effect a cure after 
- hernial operations so generally occurs. . . . 

“ I began to use the buried animal suture in operating for 
the cui’e of hernia in 1871, and since that time have for the 
most part uSed it in the closure of all operative wounds; and 
in all my operations for the cure of femoral hernia, where 
the integrity of the intestine has not been involved, I have 
never observed a subsequent symptom indicating danger, 
and, so far as 1 have been able to learn, there has not been a 
single recurrence. There is little pain, and even edema of the 
tissues does not ensue. After a few days in bed the patient 
is allowed to sit up. In some instances I have permitted the 
use of the chair the second day, without any apparent harm. 
I never advise the subsequent application of a truss. . . . 

“ If it can be demonstrated that femoral hernia is curable, 
then the advisability of the operation should be taken into 
consideration ; and if it can be proved that the cure remains 
permanent, it adds much to theargument in favor of operative 
measures ; but where it is demonstrated that, under proper 
precautions, based upon an accurate anatomical knowledge 
of the structures involved, the operation is not, severe, does 
not cause long detention from active duties, does away with 
the punishment inflicted by the life-long wearing of a truss, 
and is almost without danger, there remains no reason why 
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all the sufferers from femoral hernia should not profit by sur- 
gical measures and demand to be restored to the ranks of active 
service/’ 

Dr. Marcy makes an equally strong plea in behalf of surgi- 
cal intervention for the cure of sufferers from umbilical and 
ventral hernia. In umbilical hernia he dissects the peritoneal 
sac quite within the margin of the ring, sutures it across at 
its base, and resects it. The subsequent steps of the operation 
are conducted under irrigation. There are conditions when 
it is wise to resect the ring and close as in an ordinary lapara- 
tomy; but the method which Dr. jMarcy more generally 
recommends is one quite peculiar to himself. The structures 
composing the ring are divided laterally upon the plane of’the 
abdominal wall, about one-half of an inch in all directions. 
This admits the .coaptation of the sundered parts, and, by 
lines of strong, continuous tendon sutures, the separated edges 
are coaptated in a way greatly to broaden the united parts. 
This widens the line of union to an inch or more, instead of 
bringing together the narrow edges of the tendinous ring; and, 
besides affording this great depth to the united portions, it 
brings together refreshened surfaces in a high state of vitaliza- 
tion, likely to be followed by tirm union. It also admits the 
joining of the tissues in three distinct layers of strong su- 
tures. As in the other forms of hernia, the skin itself is 
closed by a line of running or lacing sutures, taken from side 
to side through the deeper portions of the skin only, which 
admits of its coaptation by sutures entirely hidden from view. 
Such a wound requires no drainage and it is permanently 
sealed with collodion. The weight of years of experience in 
active surgical practice enforces the value of Dr. Marcy’s con- 
tributions upon a subject of the highest surgical inrportance, 
since the radical cure of hernia is considered by many as yet 
sub jiidice. 

Dr. J. H. Carstens, of Detroit, said everything stated in 
the paper gave him pleasure except the employment of ether. 
He hoped some time the hub would learn from the tire out 
"West that chloroform was the best anesthetic. In operating 
he made the usual incision, and returned the gut if all was 
right. He then took silk, with the needle which he used for 
operating on the lacerated cervix, and encircled the hernial 
opening completely. He tied that so as to close it up per- 
fectly. He did not like to trust the buried animal suture. 
He dissected out the sac in the usual manner and cut it off 
short, then took catgut and Avith that sewed the wound care- 
fully in the usual manner until the wound was entirely closed 
except the skin, which he closed with two or three silkworm- 
gut sutures. He used no drainage tube. He wished to 
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strongly emphasize what Dr. Marcy had empliasized; tliat the 
time lor the drainage tube in the operation for hernia ought 
to cease. ^ 

'Djb. H. 0. Maeoy then exhibited to the Association some 
specimens of kangaroo tendon and explained the method of 
preparing the various animal sutures. 

De. W. J. Asdxle, of Pittsburg, said, with reference to the 
drainage tube, that he used it when in doubt what to do. He 
regai'ded the tube with many small perforations as a dangerous 
one. He followed the practice, where he used the drainage 
tube, of turning it at sliort intervals, every few hours— at any 
rate, at every visit. 

Dk. R. P. Hall, of Cincinnati, said that he had practised 
drainage in every case of abdominal section since October, 
1887. He had never had occasion to regret placing the 
drainage tube. Some eases in Avhiehhe placed the tube, feel- 
ing at the time that it was not necessary, would undoubtedly 
have died had the tube not been placed. 

Dr. E. E. Montgomery, of Philadelphia, liad for a long 
time been averse to introducing silk either into the wound or 
covering it up in the abdominal cavity. In re-operation upon 
a case a year or more after the first operation, he had found the 
silk still remained, and in some eases it was a source of irrita- 
tion. He was strongly inclined to the use of the animal liga- 
, ture. He had not had the opportunity to ‘use kangaroo ten- 
don, but had resorted to eai’efully prepared catgut. He 
considered the care of the instruments as a very important 
part of the technique of abdominal surgery, particularly the 
needles. He advocated cleansing the needle Avith a soapy 
towel, then cleaning it Avith benzin, and finally placing it in 
absolute alcohol. When the catgut and needles Avere ready 
for use they Avere placed in a tray and coA’^ered with alcohol. 
If the catgut is placed in water it softens and SAvells, and is 
someAvhat difficult to tie ; but from the alcohol ic is hard, and 
Avhen it is introduced it swells and fills up the track made by 
the needle. Dr. Wathen made a good point in regard to 
drainage. It is usually considered that drainage should be 
from the lowest portion of the abdomen ; but if Ave look at the 
abdomen Avhen it has been cleansed and the intestines have 
settled down, we Avill find that the liquid gravitates to the 
upper surface. He had no doubt but that many cases of in- 
testinal adhesion were due to the fact that there Avas present 
a fluid Avhich to a slight degree became infected sufficient to - 
give rise to a slight superficial peritonitis and gluing together 
of the surface. In these cases drainage by gauze or by Avick 
is oftentimes very efficient. 
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Third Day — Morning Session. 

Discussion of 'papers hj Dr. Wathen and Dr. Marcxj 

resumed. 

Dr, 'W. W. Potter, of Puffalo. said be had kept watch of 
Dr. Marcy’s work in this direction, and had been somewhat 
familiar with his writings on the subject. His little treatise,, 
published two years ago, upon the subject of hernia was a 
revelation to many with reference to tne modern technique 
in the operation for hernia. Dr. Potter reported a ease of 
ventral hernia upon which he had operated fourteen years ago 
with success. 

Dr. R. B. Hall, of Cincinnati, said he hoped that Dr. 
Marcy, in closing, would give in detail the method of closing 
the abdominal wound after operating for hernia — whether he 
advises and uses the kangaroo tendon in closing the perito- 
neum. He had operated a number of times, using catgut, 
and was disappointed in its results. 

Dr. J. H. Carstens, of Detroit, illustrated on the board 
the old-fashioned method of including all the tissues in one 
sweep, resulting frequently in hernia because too much of 
the peritoneum was included in the tissues taken up. He said 
that if you will take catgut or kangaroo tendon, or whatever 
you like, and sew, -layer by layer, up to the skin, you will get 
perfect union ; you get peritoneum together, you get fascia 
together, and you get no umbilical hernia. If you follow in 
the track of Lawson Tait, you will be astonished at the num- 
ber of cases of umbilical herniayou will find; and if Mr. Tait 
would advance to the American plan and accept a little from 
us, and make use of the buried animal suture, he would very 
seldom have a ease of hernia following an operation. 

Dr. R. T. Morris, of Hew York, wished to lay emphasis 
upon the danger of peritoneal hernia where the operation was 
performed with one suture, not bringing the different layers 
together successively. 

Dr. Jas. F. W. Ross, of Toronto, said he regretted that we 
were not able at the present moment to decide the question 
between the method of taking peritoneum, skin, and fascia 
together, and the other method of suturing each separately. 
He had always adopted the single suture, taking up all the 
tissues, and up to the present time had only two cases of her- 
nia. He wished to ask Dr. Marcy whether it had been ex- 
perimentally proved that fibrous tissue unites to fibrous tissue, 
and can be traced absolutely as fibre in the sear ; whether 
muscle imites to muscle, and can be traced as muscular tissue 
in the sear. On the surface, where we can see, we find it is 
not true skin in the sear. 
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Dr. H. 0. Maect, closing the discussion, said he wished 
to speak more particularly in reference to the subject 
'presented by Dr, Wathen. Dr. Wathen’s excellent results 
showed him to be a very careful operator, but there were 
some points in which he did not agree with his method of 
operating. It is some twenty years since, as a pupil of Mr. 
Lister, Dr. Marcy first began the study of wound treatment. 
During this time he had carried on many careful bacterio- 
logical experiments in his own laboratory. He thought it 
would not be quite right to accept Dr. Wathen's conclusion 
that it is no longer antiseptic surgery, but aseptic surgery, al- 
though the aseptic wound is our highest ideal and is that to 
which we strive to bring the result. 

We place far too much emphasis on what we call the atmo- 
spheric condition, and far too little on a dirty finger nail. He 
was not prepared to feel that we could afford to dispense with 
irrigation. Another point was, not to fill the wound with a 
dozen or twenty compression forceps, and then expect union 
by first intention. 

In his last hundred lapai’atomies he had turned on an asep- 
tic gas — oxygen gas — the moment he entered the abdominal 
cavity. It is a non-irritating gas, and displaces the column of 
infected air that would otherwise gain access to the wound. 

Septic wounds are to be' treated in one way, aseptic wounds 
in another; the latter should never have a drainage tube ap- 
idied. He uses a far less number of drainage tubes than for- 
merly, and insists upon it that the drainage tubes shall be 
smaller, shorter, and less in number. 

In reference to sutures, silk is encysted ; it is not absoi'bed. 
He had removed it after it had been in place three years. 
Silkworm gut is equivalent to wire. At the best the tissues 
encapsulate it ; they do not utilize it by absorption or a re- 
placement of other tissues. For many years he was satisfied 
with catgut, he prepared his own ; but he was brought to feel 
that catgut was not reliable — may not be reliable. The best 
tendons which he had been able to find were those talcen 
from the tail of the Australian kangaroo, after experimenting 
with tendons from the deer, moose, squirrel, caribou, buffalo, 
and other animals. 

He- illustrated on the board the anatomical conditions per- 
taining to umbilical hernia. 

De. X. O. Weeder, of Pittsburg, Pa., reported eases illus- 
trating 

SOME MOOT POINTS IN ECTOPIC GESTATION. 

On the 23d of May last he operated on a patient,. 38 years 
of age, mother of five children, in wdioin the menses had been 
regular up to six weeks previous to operation, during which 
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tiiHC there had been a constant flow of blood. A mass in 
Douglas’ cul-de-sac had been made out, pushing the uterus to 
left of median line, soft, semi-fluctuating, of the size of a 
large orange. After intestines and omentum which were 
adherent to this mass had been separated, a blood tumor 
was found, and, several handfuls of blood eoagula having 
been emptied out of the abdominal cavity, the ruptured, di- 
lated right tube, containing a placenta, was brought up into 
the abdominal incision and ligated. The abdominal cavity 
had been perfectly free from mood iirevious to breaking into 
this mass, and there were no signs of any inflammatory 
trouble. There was no doubt that this tumor was a pelvic 
hematocele, caused by tubal pregnancy rupturing into the 
abdominal cavity. Rupture had undoubtedly occurred, as 
the history shows, about six weeks previous to operation. 

This ease illustrates, contrary to the teachings of Tait and 
others, that not all cases of iutraperitoneal ruptures of tubal 
jiregnancy prove fatal. 

Two other cases seen by the author, of undoubted rup- 
tured tubal pregnancy into the abdominal cavity, in which 
operation, urged as the only hope of recovery, was refused, 
also recovered, though convalescence was slow and tedious; 
in fact, the patients, though months have elapsed since occur- 
rence of this iutraperitoneal hemorrhage, are still more or less 
invalids. 

In two other cases laparatomy was not performed until 
five days after rupture had taken place, when the patients 
were i-ecovering from their condition of collapse and appa- 
rently improving. Out of a total of six cases of tubal preg- 
nancy, therefore, in five recovery would have been probable 
without operation. 

The author therefore concludes : 

1. Intraperitoneal rupture is not always fatal ; a large per- 
centage recover without operation. 

2. The convalescence of those recovering without ojiera- 
tion, in his experience, is very slow and tedious, and often, 
perhaps, impossible without subsequent operation. 

3. Laparatomy is to be recommended not only in cases before 
rupture, and after rupture for the purpose of stopping hemor- 
rhage which threatens life, but also after bleeding has ceased, 
and even if Jiematocele has formed, because by it we remove 
all present and future danger, and insure our patient a very 
rapid and uninterrupted convalescence. Laparatomy has 
proven to be, if perfoianed by skilful hands and with all ne- 
cessary precautions, a perfectly safe operation. 

The remaining tube should not be removed — i.e., the tube 
not the seat of fetation — as has been recommended by some 
to prevent a recurrence of pregnancy in that tube, unless it 
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is markedly diseased. Removal of it became necessary only 
once in tlie four cases operated on for ectopic gestation by 
him. Two eases subsequently became pregnant, one bas been 
delivered of two living cbildren, and another is now in her 
seventh month of pregnancy. 

De. Floeian Keug, of Rew York, gave a short historical 
sketch of the employment of 

teendelenburg’s posture in gvnecology. 

Dr. Krug witnessed a suprapubic cystotomy done in this 
position by Dr. Willy Meyer, formerly Prof. Trendelenburg’s 
assistant. He was immediately impressed with the great ad- 
vantages tliis method offered for abdominal work and at once 
set out to make use of it. He has since done over one hun- 
dred and fifty laparatomies in this posture, and has induced a 
great many operators on this side of the Atlantic to adopt it. 

Dr. Krug claimed the following advantages for the method : 

If the patient’s pelvis is raised up so that the symphysis 
forms the highest point and the body comes on an incline of 
at least 45° to the horizontal, all the viscera of the abdominal 
cavity will gravitate toward the diaphragm and the pelvis 
become free and easy of access. The small intestines will . 
hardly come into view and never trouble the operator during 
the operation. The operator is enabled to see everything that 
he is doing and need not grope about in the dark. All bleed- 
ing points are readily detected and tied. In weak and anemic 
patients the posture is a great advantage, preventing shock 
from acute anemia of the brain. In all his operations he had 
never found any objectionable point or disadvantage in tliis 
posture. There are different ways of putting the patient in 
this position, very simple and very complicated ones. In most 
of his operations he had used the head-rest of an operating 
table, to which cushions were fastened with 'Straps. Trende- 
lenburg himself has had a very complicated operating chair - 
constructed which answers all requirements. Several new 
devices have been brought out in Hew York lately. 

Dr. Krug had lately constructed a frame of galvanized iron 
which can be screwed to any laundry or operating table. The 
upper part of this frame is covered with sailing canvas, a ma- 
terial which is durable, easily sterilized, and cheap. Straps 
are provided for the knees and ankles of the patient, whose 
pelvis can, by a simple mechanical arrangement, be elevated to 
an angle of 45° to 60°, and lowered again if required. The 
frame can easily be carried or taken along in a street ear, and 
can be used on any kind of a table; it is easily cleaned and 
sterilized, and it is cheap. 

De. E. T. Moeeis, of Hew York, said that those who had 
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ouce seen an operation in this position would appreciate fully 
the great value of Trendelenburg’s invention. 

Dr. H. O. Maeoy, of Boston, presented photographs show- 
ing a modification of the Trendelenburg chair. 

De. J. H. Caestens, of Detroit, spoke of the danger of atmo- 
spheric infection from the air rushing into the abclominal cav- 
ity, as had been stated was the case as soon as the abdominal 
walls were opened. He considered that that would be a de- 
cided objection to the Trendelenburg position. 

Dr \V'illy Meyer, of New York, replied to Dr. Carstens’ 
objection that the danger from atmospheric infection would 
be very slight, certainly no greater than in amputations and 
similar open work, in which eases he always expected union 
by first intention. He then gave a demonstration of the 
Trendelenburg posture on a table after Trendelenburg’s ori- 
ginal model that he had imported. 

De. Krug, in closing the discussion, said that ever since he 
had used the Trendelenburg posture he wondered how he 
ever got along before. He considered that it would be a 
pretty fine distinction between the amount of air which en- 
tered the abdominal cavity in this posture and that which 
enters in ordinary operations. He had used the operation in 
from one hundred and fifty to two hundred laparatomies, and 
was willing to match his results with those of anybody else 
who operates in a liorizontal position. 

Dr. Kufus B. Hall, of Cincinnati, read an essay upon 

SUPPURATING CYSTS DEVELOPED FROM ADHERENT OVARIES 
AFTER REPEATED ATTACKS OF INFLAM:MATI0N; AND 
SECONDARY OPERATIONS FOR REMOVAL OF 
DOUBLE INTRALIGAMENTOUS CYST. 

His conclusions were to the effect that, if these cases were 
operated upon early, just as soon as the physician was certain 
that nothing but an operation could bring the hoped-for re- 
lief, the operator would not be called upon to treat such despe- 
rate cases as those reported. No operator is justified in leav- 
ing an abdominal operation incomplete, except in malignant 
disease, for the reason that all other growths can be Temoved, 
and it should be done when once attempted. As long as the 
general practitioner persists in pursuing what he pleases to 
call conservative treatment in these cases, and keeps the pa- 
tients under his care just as long as he can keep breath in 
them, and sui’geons of the older class turn these patients from 
their consulting rooms as non-operative cases and thus defer 
it, or the cases made still move complicated by incomplete 
operations, men engaged in this special work will continue 
to see just such desperate cases. While this state of affairs 
exists, what can we hope for other than a high mortality in 
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these delayed cases, and who should be held responsible for 
the deaths? 

Dr. M. 'Rosenwas«be, of Cleveland, wished to protest 
against the assertion that these intestinal adhesions were due 
to the first operation. Intestinal adhesions are common to 
the broad ligament, and not to the cyst, and will be found 
there whether you operate the first time or the second time. 
He also wished to contradict the assertion that these cysts 
ought to be removed. It is better occasionally not to attempt 
removal. In some cases it is much better to stitch the cyst 
to the abdominal wall and drain, leaving the cyst wall alone. 

Dr. H. O. JVIargv, of Boston, said that in a certain class of 
cases he had felt that we must stitch and drain. In another 
class of cases you can readily get behind it, close it down by 
suturing, and close your wound as in a simple operation. 

Dr. W. "W. Seymour, of Troy, called attention to the method, 
suggested originally by Hegar, of approaching these collections 
of pus through the ischio-rectal space. There is the advantage 
of not invading cavities not ordinarily septic. 

Dr. Hall, closing the discussion, stated that the first case 
illustrated very forcibly the advisability of an operation on 
these cases of repeated attacks of inflammation early, as early 
as it is found that nothing but an operation can cure them. 
These cases further illustx*ate what Dr. Price has said, that we 
got the worst class of cases among the best class of patients, 
those of refinement and culture. 


Third Day — Afternoon Session. 

Dr. Charles A. L. Reed, of Cincinnati, presented 

OBSERVATIONS ON THE SURGICAL MANAGEMENT OF PELWIO 

ABSCESS. 

Pelvic abscess implies an accumulation of pus within the 
pelvis, but outside of the uterine appendages. Pus within 
the appendages is known either as pyo-salpinx or ovarian ab- 
scess, as the case may be. The terms are not interconver- 
tible. The old pathology, which represented every accumu- 
lation of pus within the pelvis as cellular in its origin and 
location, was pernicious ; but to deny the existence of such 
cases is wide of the truth, and to treat all intrapelvic pus 
cases as tubal or ovarian is likewise pernicious. Three illus- 
trative cases were given in which the abdomen had been 
opened for pus tubes, but the aiipendages found free from 
disease. _ The pus was found within the cellular tissue and 
broad ligament, and was evacuated by incision along Pou- 
part’s ligaments. The suggestion for surgical management 
consists in adopting this operation as a line of practice. By 
thismeauswe are enabled to treat the appendages, if diseased, 
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and we are enabled to place tlie field of operation under com- 
plete control. 

Dit. Paul F. Munde, of iTew York, present by invitation, 
said that be felt diffident about rising to this question, al- 
though he had just said to Dr. Reed that it was a subject he 
felt very strongly upon and one which he had had considerable 
experience with, lie quite agreed with Dr. Reed. There' are 
many gentlemen who believe that laparatomy is tlie only thing. 
There are many who maintain that there is no such thing as 
pelvic abscess — abscess of the pelvic cellular tissue ; everything 
must come from the tubes ; everything is necessarily a pyo-sal- 
pinx, and could only get into the pelvic tissues secondarily. He 
did not believe anything of the kind. He knew there were 
gentlemen who believed it. From his own experience he could 
see no reason why there should not be just as much plastic 
exudation in between the layers of the broad ligament, or 
wherever there is cellular tissue in the pelvis, as in any other 
portions of the body where there is cellular tissue. W e have 
boils and abscesses in other parts of the body, and why should 
we not have them in the pelvis ? Besides, we know we have- 
effusions of blood in the pelvis. "We know also that ovarian 
tumors and fibroid tumors develop in the broad ligament, and 
dissect up the peritoneum almost as far as the diaphragm, 
"Why should plastic material from the blood not be exuded 
between the layers of the broad ligament and into the cellular 
tissue? That granted, why should it not break down and 
become pus ? Lawson Tait has taught ns to recognize these 
conditions of pus in the peritoneal cavity by bimanual ex- 
amination ^vithont opening the abdominal cavity. The 
differential diagnosis is not always an easy one to inake. 
Whenever a collection of plastic lymph in the pelvic cavity is 
immovable, it is usually extraperitoneal, and the same would 
apply to a fluctuating mass containing either pus or blood ,- 
when there is a limited movability to it or a limited mova- 
bility to the uterus, particularly when pulled downward or 
upward, it was intraperitoneal. 

Dr. Joseph Price, of Philadelphia, presented 

A PLEA FOR EARLY HYSTERECTOIIT AND PUERPERAL HYSTEREOTOTRT, 

The history of abdominal and pelvic surgery is all aglow 
with the heroic effort, the personal sacrifices of its pioneers. 
Surgical invention has greatly improved upon and simplified 
methods. Where the spirit of innovation has bungled the 
better genius of surgery has corrected. We are having 
cleanliness without the aid of chemical irritants and disinfect- 
ants. We are rapidly advancing to accept early operation as 
a dictum in 'pelvic and abdominal surgery. I can find no 
delight in so-called conservative methods. Iffy experience 
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disproves and condemns tlieni. It will become an axiom of 
sui’gery not to delay longer than to establisli tbe fact that 
operation will be necessary at some time. This granted, tbe 
earlier sucb operation is done the fewer will be tbe compli- 
cations, and all the dangers attending operation will be di- 
minished or avoided. There will be a shorter operation, less 
handling of the parts, less shock, surgical and dynamic, and 
quicker convalescence. 

The simple entering the abdomen is without danger in the 
hands of experienced men. jNow, when surgical experience 
proves that the simpler the operation the less dangerous’it is* 
and that the danger increases by exact gradation as the 
complications increase, what other conclusion to the argu- 
ment is there than to demand early operation for conditions 
that in almost all cases eventuate seriously ? This is especially 
true in fibroid tumors. The removal of the appendages is 
proven to be efficient, in a majority of eases, in controlling 
hemorrhage, just as it is the clinical testimony that in almost 
all cases of fibroid disease there is real disease of the ovary 
itself. In large tiiiiiors the ugly nature of the complieationSy 
combined witli the gradually increasing discomfort, is such 
that makes delay criminal. We must operate before the pa- 
tient is past help, if we would save her. Surgery as a last 
resort after temporizing has failed is no criterion of what 
surgery can accomplish, and is no measure or standard by 
which it may be judged, 

Dk. L. S. MoMurtry, of Louisville, read a paper on 

THE ESSENTIAL QUESTION OF DRAINAGE IN PELVIC SURGERY. 


At an e.xecutive session tlie following officers were elected : 
President, Dr. A. Vander Veer, of Albany. Vice-Presi- 
dents, Dr. H. E. Hill, Saco, Me., and Dr. E. T. Morris, Hew 
York. Secretary, Dr. William Warren Potter, Buffalo. 
Treasurer, Dr. X. 0. Werder, Pittsburg. Executive Coun- 
cil, Drs. C. A. L. Peed, Cincinnati ; Lewis S. McMuftry, 
Louisville ; George H. Eohe, Baltimore ; James F. W. Eoss, 
Toronto; and William W. Seymour, Troy. 

St. Louis was selected as the next place of meeting. 

The following-named physicians were elected to Fellowship : 
Ordinary : I. JH. Cameron, Toronto, Ont.; Henry Gibbons, 
San Francisco, Cal.; John E. Havnes, Los Angeles, Cal.- 
Francis L. Haynes, Los Angeles, Cab; J. B. S. Holmes, Eome' 
Ga ; James McCann, Pittsburg, Pa.; Willis G. Macdonald, 
Alban;^ H. Y.; E. B. Hevitt, Toronto, Ont.; Edward M. 
Pond Eutlaud, Vt.; William Porter, Jr., Hartford, Conn.- E 
Arnold Pra^ei-, Hanaimo, B. C.; Charles N. Smith, Toledo, 
Edwin Walker, Evansville, Ind. Covrespondinq: H. S 
Griffin, Hamilton, Ont.; Henry T. Machell, Toronto, Ont.; 
Henry Howitt, Guelph, Ont. 
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TRANSACTIONS OP THE NEW YORK 
OBSTETRICAL SOCIETY. 

{Abst)'act.) 

Stated Meeting^ October 1891. 

The President, Du. Joseph E. Janveih, in the Chair. 

De. Malcolh MoLean demonstrated before tlie Societj a 
method by which the objectionable staining of the hands and 
nails after using the antiseptic solution of potassium perman- 
ganate and oxalic acid, recommended by Dr. Welch and others, 
of Johns Hopkins University, Baltimore, could be avoided. 
The results of a series of carefully prepared and elaborate 
experiments in the laboratories of Johns Hopkins had demon- 
strated the fact that none of the existing methods of disin- 
fecting the hands and instruments in abdominal surgery could 
be relied upon. Solutions of bichloride of mercm’y as strong 
as 1 : 1,000 did not render the hands aseptic. Colonies of 
bacteria could be demonstrated, within a few moments, upon 
the fields supposed to have been sterilized. A combination 
of potassium permanganate and oxalic acid had been found 
the only safeguard to be relied upon, and this preparation 
left the hands in such an unsightly condition (which remained 
for days) that it proved a decided objection. He had found 
that by using hyposulphite of soda this staining could be pi’e- 
vented, and the potash and oxalic acid, so valuable as a means 
of lessening the risks of infection in the peritoneal cavity, 
could be utilized uuobjectionably. The hands were to be 
first washed in a five-per-cent solution of potassium perman- 
ganate, then in a solution of hyposulphite of soda one to 
sixteen, and finally in oxalic acid one to thirty-two. These 
proportions were necessary to secure the desired chemical 
reaction. The hyposulphite of soda did not diminish the 
antiseptic action. 

Dk. MoLeax showed a specimen of 

A PAPILLOilATOUS GROWTH, 

taken by operation from the posterior pelvic region, behind 
the cul-de-sac of Douglas. The patient, Mrs. S., aged 37, and 
married, had contracted syphilis, according to the statement 
of the family physician, through her husband ten years ago. 
Some eighteen months ago she noticed an enlai'geraent of the 
abdomen and her general health began to fail. There oc- 
curred swelling of the feet and ankles, dyspnea, and progres- 
sive weakness. The case was seen by a gynecologist, a diag- 
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Tiosis of ovarian tumor made, and operation advised. In June 
last she came under the professional care of the speaker. Her 
general condition was had, the abdomen very greatly enlarged, 
and many pressure symptoms present. On palpation the ab- 
domen was found to show fluctuation, with dulness. Exami- 
nation showed the uterus liigh up and fixed. On the left 
side a mass was apparent to the touch, which was thought 
to be a tumor. The abdomen was tapped, as a compromise 
measure, and fifty-flve pounds of fiuid escaped. After the 
fluid was withdrawn a tumor could be plainly felt in the left 
ovarian region. On Saturday last he had done a lapai’atomy 
upon this patient. He found, on opening the cavity, a cyst 
wall very adherent to surrounding structures. On opening 
the sac a considerable quantity of straw-colored fluid escaped, 
revealing a second cyst, which was glso opened. The bladder 
had been pushed up above the pubes, and the uterus also 
forced upward. Posterior to the uterus, in the cul-de-sac 
of Douglas, he had found a large papillomatous growth, part 
of which he had removed, as shown in the specimen. The 
speaker considered that he had made an error in attempting 
to dissect up the peritoneum when he should have gone 
directly into the cyst wall. The patient survived the imme- 
diate effects of the operation, was still doing .well, and the 
further progress of the case would be reported later. 

Dr. Edebohls showed 

A WOODEN SLAT ROD FROM A WINDOW SHUTTER, 

eleven inches long, removed from the vagina and peritoneal 
cavity of a lady whom he had seen in consultation during the 
present month. The woman, Mrs. 0., on October Yth fell 
from the window of her room, striking against the blind of 
the basement window below, the slat rod penetrating the va- 
gina and breaking off in situ. She got up and walked unas- 
sisted to her room. Her family physician was called and 
attempted to remove the piece of wood by traction, but- 
found it impossible because of the resistance offered bj 
the slat staples fixed in the rod. The piece of wood had 
pierced the anterior vaginal wall between the bladder and ute- 
rus. With patience and careful manipulation the stick was 
removed. The urine di-awn before and after the operation, 
as well as examination with the finger in the wound and 
catheter in the bladder, sliowed the latter viscus to have es- 
caped injury. Eleven inches of the stick had penetrated 
the peritoneal cavity, the remaining four being in the vagina 
and projecting from it. There was no evidence, through the 
sense of smell, touch, or visual perception, that the intestines 
had been injured. Eor these reasons laparatomy, which was 
considered, was not resorted to. The wound of entrance was 
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packed with strips of iodoform gauze and the vagina filled 
Avith the same material. Acute peritonitis developed twelve 
hours later, and the patient died, l!fo autopsy was per- 
mitted. 

De. McGinxis presented 

TWO NEW INTBA-UTEEINE ELECTEODES, 

devised to afford a less expensive electrode for the very 
costly one, made of platinum, of Apostoli. The first elec- 
trode shown consisted of the ordinaiy insulated stem with the 
end made of block tin instead of platinum. Block, tin would 
permit of the use of quite high intensities of current, and 
Messrs. 'Waite & Bartlett had offered to guarantee for them 
a capacity to withstand as many as one hundred and fifty 
milliamperes. The tip was very fie.xible and could be bent 
easily and in any direction. Tlie second electrode shown dif- 
fered from the first only in the fact that the tips could be un- 
screwed, aud one stem could be used with many sizes of tips. 
The Apostoli platinum electrode costs from S30 to 8^0 now, 
while this of the speaker only costs $1.50. 

De. Tuttle showed 

A specim;en eemoved bt operation in a case of euptueed 

TUBAL PEEGNANCY AT THE EIGHTH WEEK. 

The patient, a married woman of middle age, had borne 
several children during her nineteen years of married life. 
Two years ago she suffered from uterine hemorrhage, and 
subsequently a trachelorrhaphy was done for her. One month 
ago, after having missed a menstrual period, her breasts be- 
came tender and enlarged, and soon after she suffered from 
pain in the left iliac region. On Saturday last she was 
brought to Roosevelt Hospital, having been attacked with 
excruciating pain while riding in a street car, which had 
caused her to faint. When examined on admission, her pulse 
was 14:7, temperature 97°, and she was suffering intense pain. 
The abdomen was soft and boggy, and was tympanitic on 
percussion ; the cervix uteri soft, patulous, and enlarged. 
There was a dark bloody discharge. The breasts contained 
no fluid. Laparatomy was done after a diagnosis of ruptured 
tubal pregnancy. A large hematoma was evacuated, and 
l;he left tube found to be the site of rupture. The tube, and 
left ovary also, were removed ; the right ovarj’’ and tube, 
being found free from disease, were not touched. The pa- 
tient, a large woman weighing one hundred and eighty 
pounds, had done well since the operation. This was the 
nineteenth case he had operated upon, and the fifth since 
June last seen at Roosevelt Hospital. 
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Dr. Mende showed to the Society 

THIRTY-EOUR SUBM1UCO0S AND INTERSTITIAL FIBROIDS, 

varying in size from a fist to a hiekory-iiut, removed from one 
patient at a single sitting, by enucleation and traction. He 
had seen this patient first two years ago, and at that time had 
removed a sloughing fibroid mass by traction. Six months 
ago she returned and he had found a renewal of the growth 
in multiple form. The largest tumor presented at the exter- 
nal os, which was widely dilated, as shown in Fig. 1. He 
had used the fingers and broad-bladed forceps in removing 
the tumors. The patient had made an uneventful recovery, 
leaving his private hospital on the twelfth day after the ope- 
ration. 



Fio. 1. Fio. 3. 


The second specimen shown by Dr. Munde, a pedieulated 
fibroid, he had removed by laparatomy from its position 
posterior to the uterus, and between that organ and the rec- 
tum. The patient, a young woman,' had suffered much pain 
from the tumor, and defecation was seriously interfered with 
by mechanical pressure ; hence he had operated. On enter- 
ing the abdominal cavity he had found another tumor at- 
tached to the other horn of the uterus, which he also removed, 
as well as the right ovary which contained a large blood 
clot and numerous small cysts. Recovery. 

The third specimen illustrated tubercular disease of the 
tubes and ovaries. There was ascites with the general peri- 
toneal tuberculosis. It was the fifth case he had operated 
upon of this character. All had recovered from the imme- 
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diate effects of the operation, tliougii the tubercular disease 
invariably had returned somewhere else, generally in the 
pulmonary tissue. His experience did not justify the san- 
guine expectations of others as to the ultimate cure of these 
cases by operation. 

The fourth specimen exhibited by Dr. Munde represented 
a condition of disease which, in the experience of the speaker, 
was unique. The specimen -was that of a fibroid tumor 
removed from the anterior wall of the urethra of a patient at 
the JSTew York Polyclinic. He had seen innumerable carun- 
cles and local hypertrophy of tissue in the urethral wall, but 
never before a fibrous tumor here. ATedieal literature upon 
the subject bore him out in the statement that it was a very 
rare condition. The tumor, as large as a small hickory-nut, 
had given the patient no discomfort or pain, but she had dis- 
covered its existence and wished it removed, which had been 
done without any difficulty. 

In the discussion following the exhibition of specimens, 
beginning with Dr. McLean’s method of overcoming staining 
fi-om the use of permanganate of potash. Dr. Jacobus asked the 
question if the solution of sodium hyposulphite should be a 
saturated one. Dr. McLean replied that the proportions 
must be definite (as stated above) in order to get the proper 
chemical reaction. 

Dr. Hanks, referring to the electrodes of Dr. McGinnis, 
remarked that they were very convenient on account of their 
great flexibility, and desirable from their cheapness, but he 
had found that the thread to the block-tin tip screw would 
not hold, due, he thought, to the softness of the metal, and 
not to be remedied except by maldng the entire electrode of 
one piece. His electrode had become useless because of this 
defect. 

Dr. Goelet urged the same objection, emphasizing his 
remarks with the statement that the tip might come off in the 
uterine cavity. It should be fixed firmly. 

Dr. W. Gill WrEiE drew attention, in discussing the case of 
ectopic pregnancy reported by Dr. Tuttle, to the fact that 
the frequency of the condition, as illustrated in the statement 
that nineteen cases had been operated upon at Hoosevelt, was 
undoubtedly often overlooked and many women lost thereby. 
Especially was it desirable to recognize such cases early. ^ He 
knew full well the difficulties and uncertainties attending a 
positive diagnosis. He had operated several times, but in 
only two cases could he remember chat he felt positive as to 
the diagnosis, and in one of these the diagnosis had been 
made by Dr. Jacobus, for whom he had operated. He be- 
lieved that many of the cases of hemato-salpinx and pyo- 
salpinx originated in this way. 
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In connection with the case of fibroid tumor removed by 
laparatoray by Dr. Munde from the region between the ute- 
rus and rectum, Dr. Wylie thought it would have been wise 
to remove both tubes and ovaries, instead of one as done, 
since it is a well-hnown fact that such growths have a^ ten- 
dency to recur, and he thought the ovary left would be likely 
to become diseased. 

Dr. Munde, in reply, stated that he only removed the one 
ovary because it was unmistakably diseased ; otherwise he 
should not have touched either of them. The youth of the 
patient, he thought, entitled her to the benefit of a doubt 
which would not result in unsexing her. 

Dr. Hanks asked Di*. Munde how he had treated the 
pedicle. Dr. Munde answered that he had transfixed the 
pedicle and tied it in two sections, as in ovariotomy Besides, 
he had united the edges of the peritoneal covering of the 
stumps by silk sutures passed below the ligature, and thus 
had effectually controlled the occurrence of future hemor- 
rhages. 

Dr. Edebohls, commenting upon the specimen exhibited of 
tubercular disease of the tubes and ovaries, stated that his per- 
•sonal experience with such cases had not led to brilliant re- 
sults. He had operated upon eight eases. In three cases, in 
which he had found the tubes affected with a pyo-salpinx, he 
had removed the tubes and ovaries. In the other five eases 
he had made a simple incision and treated them by irrigation 
and drainage. In the last case he had irrigated with a solu- 
tion of bichloride of mercury 1 : 5,000. In four cases ope- 
rated upon more than a year ago, all had since died with 
secondary tuberculosis of the lungs, which condition had not 
been present before. The most gratifying experience he 
could recall iu this class of cases was that of a patient upon 
whom he had operated fifteen months ago. The patient was 
almost moribund at the time, and an operation was scarcely 
justifiable on this account. The condition of general tuber- 
cular infiltration was found upon opening the cavity, and the- 
opening closed without drainage. The tubes were thickly 
diseased, but were not removed. The woman recovered and 
is well to-day and attending to her household duties. He be- 
lieved that if, on inspection, the tubes were found thickly 
studded with disease and contained fluid or pus, they should 
be removed. If they did not contain fluid and there was no 
greater tubercular disease of the tubes than elsewhere, ther 
should be left. He did not believe the statements recently' 
published that the operation was a curative one. 

Dr. Lee differed in his experience as to the results of ope- 
ration for these cases. His cases had done well. Two pa- 
tients had called at his office during that very day who had 
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been operated iipon for tubercular disease of the ovaries and 
tubes, and both liad gotten well. In one of these two cases 
the operation was done five years ago. In all cases where the 
peritoneum bad been found studded with tubercles, the pa- 
tients had died. If, after the tubes and ovaries are -removed, 
good drainage is kept up sufliciently long, the eases do well. 
Drainage should be continued for two or more months in 
some cases. The formative stage, that of deposits of miliary 
tubercles, is never of the peritoneum itself. The tubes and 
ovai’ies should be removed. 

Dk. Munde believed, too, in the value of drainage, but in 
his last case there had been nothing to drain after the first 
twenty-four hours, and the tube acted as an irritant. 

Dk. "Wylie thought tliat adhesive eases did not drain well. 
He had devised a bulbous-end drainage tube which the pa- 
tient could wear sitting up or moving about. It could be 
Avoru for weeks and weeks, doing no harm if cleansed occa- 
sionally. 

The paper of the evening was read by De. Chakles Cak- 
EOLL Lee. It Avas entitled 

the ultimate EESULTS OP BEMOVAL OF THE UTEEINE 
APPENDAGES. 

He had selected the above subject as a result of reflections 
suggested by a paper read before the recent Congress of 
American Physicians at Washington, D. C.‘ The discussion 
following the reading of the paper had proven a source of 
deep chagrin to him, in that it had manifested a spirit of 
sharp criticism, and in some instances of strong condemna- 
tion, of the present status of laparatomy. The sentiments of 
many of the speakers, reflecting, as they did, a feeling of 
more or less profoiind disappointment with the results of 
laparatomy, had convinced him that something must be radi- 
cally Avrong, and that an evident necessity existed for the 
clearer demarcation of cases appropriate and inappropriate 
for operation. He did not think that in the selection of cases 
for operation general considerations were entitled to much 
Aveight. The cpiestion as to the results of laparatomy in un- 
sexing patients Avas of very little moment and should have 
little or no Aveight. Patients Avith tubes and ovaries suffi- 
ciently diseased to require removal Avere already sterile by 
reason of that fact, and sexual desire, through painful coition 
and local suffering, was, in many instances, utterly extin- 
guished. He thought that a decision in any ease rested upon 
Wo questions and their ansAvers : 1. Is removal really neces- 
sary in this case ? 2. Will the ultimate results prove benefi- 

' See page 1298. 
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eial to the patient? Tiidividuals of a distinctly neurotic 
temperament, particularly hysterical and epileptic patients, 
with so few exceptions as only" to prove the rule more em- 
phatically true, were decidedly not benefited by laparatomy. 
He acknowledged that many cases of epilepsy, the attacks 
• occurring at the menstrual period and associated with symp- 
toms of ovarian derangement, afforded apparently the strong- 
est indications that benefit would result from operation, in 
that there seemed to exist a relationship of cause and effect ; 
but he did not think such cases appropriate. He did not be- 
lieve statistics would show a' half dozen such cases with authen- 
ticated cures. Dysmenorrhea did not demand laparatomy in 
the very great majority of cases, and never ptr se. In the 
last few years he had seen more than one hundred cases, not 
one of them appropriate for operation. Painful menstrua- 
tion, dependent upon fiexions, stenosis, or the established neu- 
ralgic habit, was not likely to be cured by operation. One 
of the factors he thought responsible for the disappointment 
attendant upon laparatomy at times, and bringing discredit 
upon the operation, was to be found in the fact that many 
men were better operators than diagnosticians. An ideal 
corrective for this condition would be the limitation of ope- 
rations to a few skilled experts. Such a course was self- 
evidently impossible, but the principle might, with great 
advantage, be adopted of only removing org^ans known posi- 
tively to be diseased, such decisions being reached only after 
consultation with experts. In order to determine accurately 
the results ultimately to the patient, cases should be syste- 
matically followed up for years. ’ The relief from laparatomy 
was often only experienced by the patient one or two years 
after the operation. Ten years ago, impressed with the ad- 
vantages of the idea, as he saw it exemplified in a clinic 
abroad, he had determined to keep track systematically of all 
cases operated upon, and with that end in view he had pre- 
pared a table of questions to be sent annually to every patient, 
the answers to be placed on tile. Many patient's did not 
answer at all or could not be traced ; others had given imper- 
fect answers. He had, however, full and accurate reports 
from thirty-six cases operated upon from five to ten years 
ago. This table had been brought up to within six months of 
the present date, and no case was included which had not been 
operated upon at least five years ago.' The work and trou- 
ble involved had been amply repaid by the lessons learned. 
Among other general observations resulting from a study of 
these^ records, he had become convinced that the complete 
ablation of all ovarian tissue was much more important than 
jaf the tubes. Helief of local pain had not occurred in some 

’ See page 1307. 
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instances until one or two years after operation ; then it had 
disappeared. In six of tlie thirty-six eases menstruation had 
persisted for some time after operation. In six eases attacks 
of perimetritis had occurred after the operation, in two acute 
cystitis, and in one hemorrhage so severe and exhausting as 
to require transfusion. With regard to the remote effects 
upon the nervous system, the results had been good, witli the 
exception of one case, one of the two in which cystitis oc- 
curred. The good results had, however, been slow in devel- 
opment. In two epileptic cases the patients ^vere afterwards 
as bad as before, so far as the epilepsy was concerned. He 
had been able to learn little which was definite or of valueas to 
the effect of removal of the ovaries upon the sexual appetite. 
The question blanks were, as a rule, returned unanswered in 
this particular. He did not attach much i mportance to the 
matter in any event. With reference to mental depression as 
a I’esult of opera! ion, he had not observed such conditions ex- 
cept as a result of other associated conditions of disease not 
affected by the operation. His patients had made no laments, 
except in cases in which complications existed, perpetuating 
ill health, which was the cause of complaints and depression. 
On this point he took issue with Dr. Lusk, whoso paper he 
had heard at the Washington Congress. 

Dr. Hanks, in opening the discussioji, remarked that sucli 
statistics as were involved in Dr. Lee’s paper represented in 
their collection a great amount of trouble and difficulty, 
but that the example was one worthy to be followed by every 
laparatomist. He concurred witli the writer in his conclu- 
sions, and with emphasis. There was evidently a strong ten- 
dency toward conservatism among operators, and many con- 
ditions formerly operated upon were no longer subjected to 
the knife. One such example was catarrhal salpingitis. _He 
referred, in speaking of some of the bad results of operation, 
to a case of hysterorrhaphy which he had done some years 
ago, the patient having returned to his office to-day for the 
relief of a hernia which had resulted. 

Dr. Monde advocated a position of conservatism. That 
he was consistent and had been so in such advocacy he thought 
was demonstrated by the fact that he had only done fifty-two- 
laparatomies where with less conservatism he had had op- 
portunities to do hundreds. He avoids it where he does not 
find actual, decided disease on physical examination — by no 
means an easy matter in many instances. He had operated 
upon three oases in which he could not detect the disease 
beforehand, the constant pain being the only indication for 
operation, and had found the ovaries completely destroyed 
by effusion of blood into their stroma (hematoma ot the ovary), 
thus justifying their removal. He agreed in the main with 
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Dr. Lee in liis statement as to neurotic eases, and. yet he had 
operated upon and cured three patients — young women who 
had suffered from cataleptiform and epileptiform attacks. 
One of these cases was operated upon seven years ago. This 
case was pronounced by Dr. Allan McLane Hamilton to be 
one of ‘‘ sclerosis of the cord,” and had been bed-ridden eight 
years. She was able to walk quite -well a few ^veeks after 
operation. The ease was published in full some years ago. 
In one of his epileptic eases there were no attacks for six 
months ; then several occurred during the next six months, 
since which time the patient has been entirely free from 
them. In this case he had refused to operate at first, but had 
finally consented and had found both ovaries cirrhotic. He 
believed epilepsy, however, to be a very doubtful indication. 
In connection with the subject of removal of the ovaries, he 
'Called attention to an experience which lie had met with in 
the development of fibroid tumor of the uterus following- 
removal of the appendages, which he had seen in two of his 
own eases, and in one operated on hy Hegar and seen by him 
(Munde) two years later. In some of his cases pain hafi per- 
sisted a year or more, then disappearing. Menstruation had 
also continued for a time in five or six cases. He thought 
patients should always be warned of this possible persistence 
•of pain and menstrual fioiv before the operation is done, in 
order to avoid subsequent disappointment. 

Dr. 'W’t'lie had given the subject of the paper of the even- 
ing careful thought and consideration. He had been person- 
ally so criticised and abused, because of the frequency with 
which he had operated, that he had been led to ask himself 
if he was really in error. After a careful analysis of his 
results in something approaching or quite four Inindred apd 
fifty cases, he saw no reason to alter his opinion on the sub- 
ject. If anything, he was less cautious than he was when 
he began to operate — a course justified by the results of his 
operations. He selected his cases, however, although in many 
instances he operated where other physicians bad refused, not 
because the necessity did not exist, but because they did not 
like to take the chances in that particular case. In spite of 
such cases, rejected by other physicians, his mortality had 
been a low one, and in the last three hundred less than three 
per cent. He had never operated for dysmenorrhea or liemor- 
rhage alone, and only rarely for nervous troubles— less than 
a dozen cases altogether. One ease of nervous trouble was 
worthy of mention. The patient had melancholia symptoms, 
with visual delusions; “lier stomach was rotten,” amono- 
■otliers. She was seen by Spitzka, who stated that the brain 
was not diseased se, but that he believed the symptoms 
were reflex. The speaker had refused to operate at first. 
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Some months later, the patient having remained in statu quo,, 
if not worse, Spitzka was asked to see the case again, and upon 
repeating his former opinion he ('W’jdie) had operated. Ten 
days after the operation the patient had recovered her reason, 
and had remained well ever since. He did not believe any 
arbitrary law existed by which to determine indications in 
all cases. Of his eases, more than seventy-live per cent have 
been pyo-salpinx, excluding eases operated upon to stop 
growth of fibroids. In ninety-eight per cent the tubes were 
occluded. Among the results he had noticed as folloAving 
the operation, and which had escaped notice, was a hyper- 
esthesia of the genitals in young women. Intercourse became 
painful, the vagina appeared to undergo atrophy, and if the 
woman be married her life’s happiness is marred. This con- 
dition he had noted as marked in certain cases. In such cases- 
(young married women) he leaves a small portion of one 
ovary, which prevents this consequence. The tubes are 
points of disease in the great majority of cases. Portions of 
the ovary cannot always be left, especially if there is asso- 
ciated disease of the uterus. It is unsafe to leave any ovarian 
tissue in such eases, and it can only be done in young women 
with a liealthy utei’us. 

De. Polk’s experiences had been confirmatory of tbeviews- 
of Dr. Lee. He did not think the indications for operation 
at aU clearly or positively formulated yet. Much of this 
chaotic confusion arose from the non-separation of the two 
classes of eases: those operated upon for disease and those in 
whom it was intended to induce the menopause. He thought 
that patients with active exaggerated reflexes — the neurotic 
class — were decidedly benefited in certain cases after a con- 
siderable period of time had elapsed. Age he considered a 
factor of much importance in deciding upon an operation.. 
Toung married women were not so likely to be benefited, and 
were apt to be much disappointed with the results. When it 
could be done, he thought it was decidedly advisable to leave 
the patient so that pregnancy was possible. He believed 
that inspection of the appendages through exploratory lapa- 
ratomy should be the final appeal in reaching a decision. 

Dr. Fry, of Washington, was called upon by the Presi- 
dent to express his views upon the subject. He could add 
nothing of interest, he said, to a discussion participated in by 
acknowledged authorities in this field. The outside Ameri- 
can faculty looked to Hew York as the Mecca of 'information, 
and he had nothing to add, except an expression of his plea- 
sure and profit in having had an opportunity to listen to the 
views of those present, which were in the line of a radical 
necessity in the field of work discussed — that of clearing up* 
the subject. 
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Dr. Goelet remarked that he had_ expected, from_ his 
knowledge of the character of the writer of the evening’s 
paper, a fair and honest statement of the situation. He be- 
lieved that the best operators were becoming more and more 
conservative and doing less and less work in laparatomy. 
He had no doubt but that much of the discredit attaching to 
the results was due to the fact that too many men were ope-- 
rating. The work should be restricted to experts. His 
experience with the results of operations for the removal of 
appendages was largely’ limited to eases which had come to 
him for relief, which they had not gotten from operation. 
In many cases the sufiering had been greater than before 
laparatomy, though in no such case that he had seen had the 
operation been done more than three years, and in many less. 

Dr Hanks desired to repeat to the Society the statement 
of a physician present, apropos of the subject under discus- 
sion, that at the hospital with which this physician was con- 
nected fifty patients had called, during his term of service, 
for trusses for hernia the result of laparatomy. 

Dr. Lee closed the discussion. He had limited his obser- 
vations to the number of cases quoted, as being full in detail 
and incontestajile in the facts gathered, so as to give abso- 
lutely accurate conclusions. Ho other cases of ,his scores of 
operations had been included. He believed exploratory pro- 
cedures always justifiable in doubtful cases. His idea in 
presenting the paper he had read was to place the Hew York 
Obstetrical Society on record as deprecating the indiscrimi- 
nate doing of miscellaneous operations for removal of the ap- 
pendages, without positive indications in demonstrable evL 
dences of disease. 


TE.AHSAOTIOHS OP THE ■ G-ERMAH GYNE-^ 
COLOGIOAL ASSOCIATION. 


Fourth Meeting^ held at Bonn. 


[Contmued from page 1278.] 

Saenger (Leipzig) read a paper on 

UECIDUOMAS. 

Little that is certain and much that is doubtful is known 
thus far about neoplasms of the uterine decidua. A synopsis 
of the new formations of the decidua hitherto described com- 
prises merely two cases by R. Maier, nine cases by Kiistner 
and one case by Klotz, of Innsbruck. In Haier’s fir*st case 
a lobulated tumor, nine centimetres long and three centi- 
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metres thick, was expelled without hemorrhage before the 
ovum in a premature labor in the sixth month. The time at 
which the growth, which undoubtedly was built up of decidual 
cell elements, had formed Avas placed by Maier in the first 
weeks of pregnancy. As the slight vascularization was said 
to prove, the tumor’s growth had subsequently been arrested, 
and it had undergone partial fatty degeneration by which its 
expulsion was favored. The author was much inclined to as- 
sume that it represented the hj’^per plastically altered decidua 
of a second ovum, a decidual mole, (During the meeting 
Hegar stated that this specimen came from him, and that the 
patient in question had subsequently died of carcinoma of the 
uterus. 17o mention is made of this fact in Maier’s paper. 
Hegar did not say of what form of carcinoma and how long after 
the expulsion of the tumor the patient had died.) "With refer- 
ence to his second case, a tubular tumor, four centimetres long, 
two and tive-tenth centimetresin diameter, which had lined the 
cervix and hung from the os, Maier held that it was a decidual 
tumor of the cervical mucosa Avhieh perhaps had extended into 
the body of the uterus, Kiistner defines deciduomas as tumors 
of the uterine mucosa Avhich form on the remains of the time 
decidua of pregnancy. Only when Ave take tumor to mean a 
cii’cumscribed swelling projecting above the level of the 
mucous membrane could Kiistner be in the right witli refer- 
ence to some of his eases ; a true new formation of decidual 
tissue, a decidual neoplasm, did not exist in any of them. 
Unquestionably, six of his cases Avere nothing but retained 
remnants of decidua in inflammatory and retrogressive altera- 
tion, Avith or Avithout chorionic villi, Avhich were removed in 
one case fifteen days, in four cases two to four Aveeks, after 
abortion ; in another case, in Avhich this Avas done after ten 
months, still no new formation of decidual tissue had taken 
place. In the other three cases the condition must have been 
endometritis glandulo-interstitialis polyposa, whose sole rela- 
tion to “ deciduoma ” lay in the fact that an abortion had 
preceded the evacuation of the uterus three months, one year, 
and four years respectively. 

The author agreed with Kustner in denying the occurrence 
of fibi’inous uterine polypi Avithout the admixture of decidual 
and placental tissue. There remains only the very carefully 
examined case of Klotz, in Avhich, two years after the last 
delivery, profuse hemorrhage led to the removal from the 
uterus of a spongy tumor the size of a goose’s egg and sessile 
on a broadbase. The tumor proved to be composed of per- 
fect decidual tissue, with connective tissue and glandular 
epithelial elements in an atypical arrangement. Klotz called 
his decidual tumor an adenoma, but Avishes to include it among 
the connective-tissue formations. 
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Meantime, however, an entirely new type of decidual 
.tumors liasliecome known in the malignant deciduonia, also 
called decidual sarcoma, which the author first described in 
1889. Since then, Pfeifer, without being acquainted with 
this report, has published another ease under the same title of 
malignant deciduoraa. Pfeifer at the same time made the im.- 
portant statement that Oliiari also considers three cases to be 
malignant deciduoma wliich he had described in a paper pub- 
lished in 1877 as eareiuoma of the fundus and coiqms uteri 
that had appeared in connection with preceding labors. 
Hence there are now on record five well-observed cases of 
this new formation which agreed perfectly in their clinical 
course, though the symptoms were differently interpreted — 
hemorrhage and offensive discharge being ascribed to reten- 
tion of decomposing membranes or to sloughing carcinoma ; 
metastases in the bones and lungs, as in the autbor’s case, to 
tuberculosis. The agreement extends even to the duration of 
the disease, all the eases ending fatally in from six to seven 
months after delivery. Anatomically, however, the author’s 
case differed from those of Chiari in one essential point — the 
nesv formations did not occupy mainly the internal wall of the 
uterine cavity, but were sprinkled through the substance of 
the uterine muscle in the shape of nodules. These resembled 
in color and form pomegranates when cut open, projected 
mnshroom-like into the uterine cavity, which was quite bare 
of mucous membrane as proved by naked-eye and microscopic 
examination. From the internal os upward the interior of 
the uterus was invested withakind of cicatrix of the muscular 
structure, in which were embedded small round and spindle 
cells resembling sarcoma. This condition forces ns to the 
conclusion that the remains of the decidua left after the eva- 
cuation of the uterus, though forming the matrix of the neo- 
plasm, were unable to produce a new mucous membrane. 
The nodules contained smaller and larger hemorrhagic foci, 
and their fundamental elements were unmistakable decidua 
cells having an epithelioid, polymorphous character. They 
Avere embedded in a distinct network at whose intersecting 
points were single and multiple nuclei, here and there inter- 
mingled with giant cells Avith as many as thirteen nuclei. The 
cells were arranged partly in pseudo-alveolar groups, partly 
in tlie form of a closs-ineslied reticulum Avith broad trabeenlie. 
The latter AA'cre nothing but bundles of uterine muscle eaten 
into by decidna cells, while the meshes of the uetAvork repre- 
sented Amseular lamina, mainly small veins of the muscularis 
uteri. ^ This AA'ould explain the numerous apoplexies, espe- 
cially in the midst of the nodules, oAving to rhexis of the vessel 
Avail formed ultimately of nothing but decidua cells. Exactly 
the same structure Avas found in the metastases. even tliose of 
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tlie lungs, in vvliicli, particularly at the margin of the nodules,, 
unquestionable decidua-like cells were present within the 
alveoli by the side of desquamated pulmonary endotlielia 

Although we find some-reference to the oecui'rence of de- 
eidua-like cells in uterine sarcoma in the papers of Gusscrow 
aiid Eberth, as well as those of llegar and E. Maier, and 
althougli C. Kuge plainly calls the decidua cell the physio- 
logical example of the sarcoma cell, still a malignant metas- 
tatic neoplasm of the puerperal uterus consisting altogether 
of decidua cells — that is, a sai'coma constructed entirely of 
decidua cells — is a new conception oncologically. 

In a general pathological sense the author cannot consider 
the term “ deciduoma ” as correct, preferring, in analogy 
with the terms sarcoma globo-eellulare, fuso-cellulare, etc., "to 
choose the designation “■sarcoma deciduo-cellulare uteri.” or 
perhaps deciduo-sarcoma,” as a sarcomatous neoplasm com- 
posed of that variety of the connective tissue whose cell t}qje 
is the decidua cell. These two forms, moreover, are the only 
types of true new formntions of the decidua thus far deter- 
mined ; with them perhaps may be classed certain circum- 
scribed and diffuse hyperplasia's of the decidual connective 
tissue as granuloma deciduo-cellulare or deciduale. 

In view of Chiqri’s reclassification of his cases, it will be 
necessary in future to dilfei'entiate primary carcinoma of the 
body of the uterus occurring in connection with the puerpe- 
rium from “ sarcoma deciduo-cellulare.” It is not impossible 
that at least a great part of the reported cases of carcino- 
sarcoma may have been clinically and anatomically identical 
with sarcoma deciduo-cellulare. This would tend to confirm 
Olshausen’s assertion that carcinoma and sarcoma of the 
body of the uterus mutually exclude each other. 

Finally, as regards the etiology of sarcoma deciduo-cellu- 
lare, its probable infectious character seems indicated by two 
facts — the great similarity of the tumor with mycosis fun- 
goides of the skin, and the infections (septic ?) disease of the 
endometrium observed thus far in the beginning of all cases. 

Let us hope that further cases may be recognized during life, 
and the patients saved by timely total extirpation of the uterus. 

Veit had likewise seen cases in which a malignant uterine 
tumor followed abortiou. He interprets these cases, not as 
malignant adenomas, but as carcinomas or sarcomas in which 
pregnancy ensued, and after abortion the originality present 
tumor continued to grow. 

Kaltenbach interpreted one of the eases otherwise : the 
malignant degeneration of the ovum (myxoma chorii) led to 
a neoplastic infection of the uterus, and later to metastases. 
He referred to similar cases described by him and by Leo- 
pold. Sanger’s ease he thinks an alveolar sarcoma. 
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Ernst Wertheim (Pragne) read a paper on 

GONORRHEA. 

So long as Bnmm’s assertion was undisputed that Keisser’s- 
gonococcus could penetrate only into cylindrical epithelium, 
it was natural that the possibility of a gonococcus-peritonitis 
was denied despite all the clinical factors in faYor of it. 
Buinm himself has drawn from this peculiarity of the gono- 
coccus the following conclusions : There is no gonococcus- 
pei'itonitis ; gonorrheal pus reaching the peritoneum acts 
there only as a foreign body, becomes encysted, but never 
leads to a true inhammation ; besides, gonococci have at no 
time been found in tlie inflamniatory product of a perito- 
nitis. If a peritonitis arises as a consequence of ascending- 
gonorrhea, we must assume, as in all deep-seated inflamma- 
tions occurring as a complication of gonorrheal processes, a 
mixed infection, that is, a secondary infection with the ordi- 
nary pyogenic micro-organisms. 

['lovvever, it has been shown that the gonococcus is able to 
penetrate even tlirough several layeis of pavement epithe- 
lium. Menge calls attention to the repeated demonstration . 
of gonococci in pus from the knee joint ; this proves that 
the synovial membrane — a tissue resembling the peritoneum 
in histological structure, and particularly in its epithelial in- 
vestment — can suifer gonorrheal infection ; that the gono- 
cocci are true pus producers, and in this respect are closely ■ 
related to those cocci which often prove dangerous to the 
peritoneum ; moreover, the fact that the fungi of gonorrhea 
have hitherto never been found in the inflammatory products 
of peritonitis is no proof against the possibility of agono-' 
coccus-peritonitis. In like manner tlie absence of inflamma- 
tory symptoms after the outflow of pus containing gonococci 
upon the peritoneum, which frequently happens in salpin- 
gotomy, can be readily explained. In the first place, because 
antiseptics are made use of; in the second, because it is 
doubtful whether the gonococci present in the stagnant pus 
of a pyo-salpinx ha\e not lost their virulence. 

I have resorted to experiments on animals to determine the 
question, Can gonococci produce peritonitis in animals under 
the same conditions as the ordinary pyogenous micro-organ- 
isms ? 

Before making the experiments bearing on this question, 
it was necessary, in the first place, to become familiar with 
the process of pure cultivation of the bacteria ; in the sec- 
ond place, to determine whether the gonococci found in the 
pns of gonorrheal tubes were still virulent. Eor even if it 
were proved that gonococci in general may cause inflam- 
mation of the peritoneum, it might be possible tliat thosfr 
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present in tubal pus could not effect tliis, owing to loss of 
virulence. 

The experimental cultures and transmissions to man made 
foi’ this purpose tend to confirm Bumm and ITeisser’s asser- 
tion that the gonococcus is really the cause of gonorrhea. 
This confirmation is all the more valuable because Bumm s 
results have not been verified ; on the contraiy, doubts have 
been expressed with reference to hleisser’s gonococcus. 
Moreover, the experiments jdelded a number of additional 
facts about the biology of Neisser’s gonococcus. 

The main re&ults of \uy labor may be e.xpressed as follows . 

1. The gonococcus can be very easily cultivated in a pure 
fojan by tlie plate process, the medium iised being human 
blood serum. It is solidified by the addition of sterile agai- 
agar. In this wa_y pure cultures of the gonococcus can be 
obtained in three days. 

2. The pure cultures obtained by the plate method, when 
transferred to the human urethra, cause a tyj)ical gonococcus- 
gonorrhea, as proved by five experiments. 

3. The employment of plate cultures shows : , p , 

(n) That the gonococcus develops also in the depth of tne 

medium, 

(h) That it is not at all necessary that the germs be sprin- 
kled .thickly on the medium ; that, in fact, a colony develops 
from each single germ. Puncture and stroke cultiues oui- 
ished alike. 

J-. Human blood serum is by far the best medium foi i 
gonococcus ; but weak cultures can also be obtained on am 
mal blood serum and on agar-agar, even from the direct ap- 


plication of gonorrheal pus. . , , 

5. Wl-developed gonococcus cultures on human Oiooa 
serum can be propagated, even after four or hve weeks, Dj 
inoculation on fresh human blood serum, provided ijmg 


guarded against. . _ ti.- 

6. The Virulence is by no means rapidly lost by cultu atioii 

on artificial media. A culture continued for foui ' j 
human blood serum proved actively virulent when transteiiec 

to the human urethra. _ . 

7. Tlie growth of the gonococcus is more luxuriant wiien 

oxvgen is excluded than when it has acceas. 

I may state at once that I have succeeded thus fai, m < 
cases of purulent salpingitis which I have examined foi „ 
cocci by cultivation, in demonstrating the fungi , , 

sparsely present. The plate method offers great advanta es 
over tlie microscopic demonstration hitherto a one I ’lnn. 
the first place, the demonstration^ by cultivation is 
dier — an advantage which all wdll appreciate w lo i 
looked for gonococci in tubal pus under the microscope, bee 
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oiidlj, the'metliod is far more sensitive. Every single gono- 
-cocciis' present in the transferred pus becomes the starting- 
point of a colony in the medium. For this reason a positive 
result is obtained even when that by the microscope was nega- 
tive. 

Thus far I have examined six cases in which I have suc- 
ceeded in demonstrating the gonococcus by means of cultiva- 
tion. In one of these I could discover neither gonococci nor 
other fungi with the microscope, despite prolonged search. 
Cultivation on the plate showed ten to twelve colonies of 
gonococci, a proof of the sensitiveness of tlie method. Pure 
cultures obtained from three of these cases were inoculated 
on the human urethra, and in every case a typical gonorrhea 
resulted. 

This proves that the gonococci present in tlie tubd pus of 
these cases had preserved their virulence — a fact which is of 
importance with reference to a specihc peritonitis eventually 
possible by the gonococcus of Neisser. 

When gonococci had been recognized as such by the micro- 
scope, when they were lying within the pus cells in their char- 
acteristic form and size in greater or smaller swarms, and re- 
acted perfectly to Gram’s staining method, there were still 
sceptics enough who doubted the value of this proof of the 
existence of a gonorrheal salpingitis. But all these objections 
have now been robbed of their force ; the pure cultivation of 
the gonococci from tubal pus, and the successful production 
of typical urethral gonorrhea by the inoculation of these cul- 
tures upon the human urethra, have placed the gonorrheal 
nature of these diseases on a foundation -which answers every 
rec(uireraeut of bacteriology. 

tinder what conditions is it possible to cause a peritonitis 
with the ordinary pyogenous micro-organisms? From all ex- 
periments in this direction, however contradictory the results 
may have been otherwise, we learn that the transfer of the' 
pyogenous cocci to the animal peritoneum is certain to cause 
peritonitis only when either the absorptive power of the peri- 
toneum is weakened by mechanical or chemical noxa, or when 
the injected cocci ai-e accompanied by some nutrient material 
which is absorbed with difficulty, if at all. Having convinced 
myself by personal experiments with staphylococcus pyogenes 
aureus and streptococcus p,yogene3 that their injection into the 
abdominal cavity of the animals was nearly always followed 
by a fatal peritonitis wheutirm nutrient material (for instance, 
agar-agar) was added, while the injection of relatively large 
quantities of bouillon cultures was usually innocuous, I tried 
\yhether Heisser’s gonococcus could produce a peritonitis under 
like conditions. 

All the experiments were made in this way: The abdominal 
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cavity of the animal was opened with perfect asepsis; a pure 
culture of gonococci, removed by a platinum loop, together 
with a lentil sized piece of the nutrient medium was introduced, 
and the abdominal cavity closed carefully with sterilized silk. 
The wound was covered with iodoform-collodion. 

Even the first experiments, made with different animals, 
showed that the question could be answered in the affirma- 
tive, although the peiitoneum of various animals was not 
equally receptive. White mice responded best, then guinea- 
pigs, next rabbits and rats, while dogs were almost refractory. 
No other animals were experijnented with. 

White mice having l)een found most appropriate, the ex- 
periments were made always on a series of ten animals on the 
same day in the above-mentioned manner, five being infected 
with pure cultures of gonococci, five with equally large pieces 
of sterile human blood serum. These parallel experiments 
were to decide whether it was not the irritation of the foreign 
body alone wliieh caused the peritonitis. On the succeeding 
days one of each of the two series of animals was killed, so 
that in five days all the animals were dissected. The results 
will be briefly described. 

After twenty-four hours the incision was found well heal- 
ing. From the entire parietal and visceral peritoneum, even 
at points distant from the injected culture, a sero-purulent 
deposit could be stripped off. Here and there slight hypere- 
mia and small ecchymoses. Well-stained, vigorous gonococci 
were present, partly in the closely packed pus cells of the de- 
posit, partly in free masses. Inoculation of the exudation on 
human blood serum furnished a pure culture of gonococci. 

On microscopic examination of sections embedded in cel- 
loidin, the entire surface of the peritoneum, especially near 
the injected culture, was found covered with a more or less 
thick layer of pus cells; both in and between them were large 
numbers of gonococci, some closely packed, some further 
apart. The tissue of the peritoneum enclosed many pus cells. 
At many points it was detached from the muscular layer by 
the infiltrations in the subserosa. These pus cells likewise en- 
closed numerous gonococci. Long strings of gonococci, here 
and there spreading over larger areas, could be seen from the 
surface extending under the serosa or penetrating deeper into 
the tissue between the several muscular bundles. At specially 
affected points the impression was gained that the lymph 
spaces were completely filled with gonococci. The individual 
cocci were clearly demarcated and beautifully stained. Along 
with these masses of gonococci penetrating into the tissue we 
found an occasional accumulation of pus cells, by which the 
muscular bundles were separated. The original culture was 
everywhere closely surrounded by pus cells, and crossed in all 
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directions by strings of pus cells and swarms of gonococci. 
The serosa of the intestine resembled the parietal peritoneum. 
After forty-eight hours the inflammatory process of the peri- 
toneum was further advanced, the deposit of pus was thicker, 
adhesions occurred here and there between the parietal and 
visceral peritoneum, the infiltration and the quantity of the 
gonococci in the tissue spaces had increased. On the other 
hand, we found in the gonococci present in the superficial de- 
posit signs of involution — indistinct form and poor staining. 
The cultivation from the exudation on human blood serum 
furnished a pure culture of gonococci. 

The result on the following days showed that the suppura- 
tion does not increase. Even after seventy-two hours gono- 
cocci could be demonstrated only sparsely. The cultivation 
from the exudation on human blood serum furnished a very 
scantily growing colony, which could be invigorated only 
after repeated inoculation into human blood serum. 

On the fourth day after inoculation no more gonococci 
could be demonstrated by the microscope, and inoculation of 
human blood serum was negative, but fi’equent slight ad- 
hesions were found between the abdominal wall and the in- 
testine. 

In the animals injected with sterile blood serum the peri- 
toneum was not hyperemie; it was dry, and no exudation 
could be stripped off. In the slight transudation normally 
present in every healthy peritoneum barely a pus cell was 
found ; hardly any were present-even around the blood serum 
introduced. Pus cells were found only about the incision, 
but veiy much scantier than at the corresponding point of 
the animals inoculated with gonococci. Bacteriological ex- 
amination showed the absence of all bacteria. 

This series of experiments was made altogether four times, 
and the above-mentioned results were observed in each. 
Hence after forty-eight hours the process gradually decreases. 
Death never occurred in consequence of the inoculation ; but 
the infected animals, compared with tlie sterile ones, Avere oft* 
their feed and depressed in the first days. 

The results show that we had to deal with a true inflamma- 
tion of the peritoneum, caused by the gonococci as such. The 
purulent exudation witli the numerous intracellular cocci, the 
penetration of the gonococci into the tissue as far as. the 
superficial layers of the muscular structure, and the corre- 
sponding development of infiltrations, can only be interpreted 
■as caused by the vital activity of the gonococci. That the 
irritation of the foreign body as such is not the cause of this 
process is shown by the parallel experiments. Thegonoeoeci 
multiply upon and in the peritoneum. The positive proof of 
this was furnished by taking a gonococcus culture, ten days 
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old, wliich contained onI_y individuals that were stained badly, 
and inoculating tlie peritoneum with it. After twenty-four 
hours numerous young, well-stained gonococci were always 
present beside the old. 

The regular attainment of a pure cultivation of gonococci 
from the peritoneal deposit proved that the peritonitis was 
not caused by another bacterium. It follows, therefore, that 
we can produce an experimental peritonitis in animals by the 
gonococcus of Neisser under the same conditions as by other 
pyogenic micro-organisms. Despite the non-receptivity of the 
mucous membranes, the peritoneum of some animals forms 
Avlthin certain limits, a favorable soil for the gonococcus. 

In general it is quite correct to hesitate to apply the results 
gained by experiments on animals unqualifiedly tohuinau pa 
thology. With reference to the gonococcus, however, the 
contrary is the case. When the gonococci can cause a peri- 
tonitis in animals ivliose mucous membranes are resistant to- 
Avard them, and become aggressive tOAvard the tissue of the 
peritoneum, how much more easily and intensely Avill they do 
so on the peritoneum of the human subject, to AAdiich they 
are alone adapted ! 

From the above-described relation of the gonococci to the 
lieritoneum Ave may deduce some important conclusions as to 
their biology. Above all, proof is furnished that the gono- 
coccus can penetrate into pavement epithelium — a fact demon- 
strated before on pavement epithelium in layers. Moreover, 
we learn that the gonococcus can also penetrate into connec- 
tive tissue, Avhere, folloAving the tissue and lymph spaces, it 
spreads in similar streaks and hives as the other pyogenous 
micro-organisms. This is a fact of prime importance. Here- 
tofore all the deeper inflammations of the tissues occurring in 
the course of gonorrheal diseases Avere ascribed to mixed in- 
fection. While it is certainly correct that this is often the 
case, it is not necessary to assume it in every case, for all these- 
inflammations — peri-urethral abscesses, suppurating lymph 
glands, parametric infiltrations, perimetritic exudations and 
adhesions, and inflammatory alterations of the ovaries — Avhen 
they occur as a sequel of infection Avith the gonococcus, are- 
explained In the simplest manner by the gonococcus itselL 
The idea of a mixed infection has been assumed for gonorrhea 
only because the gonococcus was said not to possess the poAver 
to penetrate deeper into the tissue and to excite inflammation 
there. 

It is remarkable, too, that it was never possible to discover 
in tubal pus any other pyogenous bacteria besides the gono- 
coccus, though advanced inflammatory alterations Avere pre- 
sent in the tubes, ovaries, and peritoneum. Altogether I can 
refer to sixteen cases in which I have been able to demon- 
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strate gonococci in tnbal pus. In ten of these cases that 
proof was furnished by the microscope, in six by plate cul- 
ture. I have never found other bacteria than the gonococ- 
cus. We are not justified in assuming that the gonococci had 
crowded out and survived the ordinary pyogenous* microbes, 
since the latter possess far greater power of resistance — a fact 
pointed out also by Menge. This fact, that tubal pus never 
contains other py'ogenous microbes than the gonococcus, is 
the more remarkable because some authors (Bumm, Zweifel) 
have asserted that preceding infection with gonorrhea even 
predisposes to a secondary infection. This caused me to in- 
vestigate whether a medium exhausted by the gonococcus is 
suitable for the nutrition of the other pyogenous bacteria. 
Sterile liquefied human blood serum which had served for 
fifteen days for a pure cultivation of the gonococcus was 
sterilized by being subjected for two hours to a temperature 
of 131° to ilO® F., and then infected with streptococcus pyo- 
genes and with staphylococcus pyogenes aureus. The former 
did not propagate at all in such medium, as shown by further 
inoculations ; the latter grew, but not as freely as in fresh 
human blood serum. 

Judging from these expei’imeuts, I cannot assent to Zwei- 
fel’s statement that the accumulation of old gonococcus pus- 
furnishes a particular nutrient medium for pyogenic and sep- 
tic micro-organisms; the contrary seems to be tlie case. 
These facts alone show that it is necessary that the expres- 
sion “mixed infection,” hitherto so freely used, should be 
restricted at least to those cases in which the presence of 
other pyogenic microbes has been demonstrated after a 
proved preceding infection by gonococci. However, a for- 
tunate accident enabled me to furnish direct proof, by two 
cases recently operated at the clinic, that inflammation of the 
ovaries terminating in suppuration of the stroma — j.c., ovarian 
abscess — may be caused by Heisser’s gonococcus. The first 
ease was a left purulent salpingitis; the abdominal ostium 
was patulous, and the fimbriae were partly adherent to the 
ovary, which was the size of a hen’s egg and its tissue thick- 
ened throughout. On section the ovary proved to contain a 
cavity about the size of a nut, which was filled with thick 
yellow pus and invested with a yellow layer like a pyogenic- 
membrane. In the tubal pus no bacteria could be demon- 
strated either by the microscope or by-eultivation, but the pus 
of the ovarian abscess contained numerous gonococci with all 
their characteristic peculiarities. Cultivation on human blood 
seium furnished pure cultures of the gonococcus but no othei* 
bacteiia. As there lyas absolutely no communication between 
the tube and the cavity in the ovary, the gonococci must have 
penetrated through the ovarian tissue into the depth, where 
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they set up suppuration. Microscopic eKamination, deferred 
for lack of time, will undoubtedly demonstrate the gonococci 
in the tissue of tlie ovary. The second case, which was ope- 
rated May 13th, was a girl, aged 16, with bilateral gonorrheal 
pyo-salpinx. Both tubes very much thickened and firmly 
adherent to the peritoneum of the neighboring oi’gansand the 
pelvic wall. The abdominal orifices of both tubes were closed, 
the ainpullary ends distended. Numerous gonoecoci in the 
creamy pus of both sides. Both ovaries the size of a hen’s egg 
and tensely filled with pus. Almost the whole ovarian tissue 
had melted into pus. Numerous gonococci demonstrablein the 
pus of the right ovary by the microscope and by cultivation ; 
no other bacteria. No bacteria of any kind demonstrable in 
the pus of the left ovary either by the microscope or by culti- 
vation. Here, too, no communication existed between the 
lumen of the tube and the ovarian abscesses. Therefore, if 
we classif}”- ovarian abscesses according to their etiolog}’, we 
must distinguish puerperal and gonorrlieal types. It is quite 
correct that ovarian abscess is frequently of puerperal origin. 
In Schauta’s clinic threp undoubtedly puerperal ovarian ab- 
scesses were operated on within the last six months. In all 
these cases the streptococcus pyogenes and no other micro- 
organism was found. 

S.AENOER (Leipzig) read a paper on 

THE PEOFHA'LAXIS OF GONOXiRHEAL INFECTION. 

Since gonorrheal infection of the female sexual organs 
stands' next to the puerperal septic form in its importance 
and spread, it is high time to attack it more energetically by 
prophylactic measures which have given such excellent re- 
sults on a related field — ophthalmo-blennorrhea. Of course, 
these efforts will meet with far greater difficulties than those 
which attended the prophylaxis of puerperal infection outside 
of institutions ; but this should stimulate us all the more in 
the hope of improving the present sad conditions. 

A prophylactic system against gonorrheal infection should 
include : 

I. Measures for the prevention of infection : 

1. Strict supervision of open and energetic persecution of 
secret jirostitution as the main source of infection. 

2. More prolonged duration of the treatment of infected 
prostitutes by physicians skilled in gynecology. 

3. Compulsory use of sublimate irrigations of the vagina, 
at least by sncirprostitutes as are discharged from treatment. 

(These irrigations should at all events be taught to jirosti- 
tutes by the police surgeons in their office hours. They form 
a most efficient prophylactic measure. In the absence^ of 
pregnancy two daily vaginal irrigations of a 1 : 1,000 solution 
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-eaii be used for months without detriment. They may be 
prescribed in tablet form or in alcoholic solution, accompanied 
■by proper instruction.) • • 

4. Instead of the former proposition made by Haussraaim, 
to instil a two-per-cent nitrate of silver solution into the male 
■urethra after impure coition, irrigations with sublimate 
-should be recommended. 

5. ’ More rational and prolonged treatment of men infected 
with gonorrhea, pointing out the obstinate character of the 
disease and its possible consequences after marriage in all 


protracted and grave cases. 

6. Medical prohibition of marriage so long as the disease is 
not demonstrably cured, 

(A law imposing penalties, on complaint of the injured 
•person, on delinquents who, knowing themselves to be af- 
fected with recent sexual disease, contract mai’riage in opposi- 
tion to medical caution, would be a rational and humane de- 
mand. it should also be possible, on complaint, to punish a 
person who, after impure coition while married, is guilty of 
the same misdemeanor of a conscious infection of the wife. 
The same law would deal with persons [prostitutes] who, af- 
fected with recent gonorrheal affection, spread the disease 
•contrary to medical prohibition.) 

II. Prophylaxis for children. 

Mothers, especially of the poorer classes, affected with 
gonorrheal discharge should be instructed as to the possible 
infection of children (girls). Strict isolation of diseased chil- 
dren, particularly in hospitals. 

III. Measures for the cure of slight and prevention of 
grave forms of gonorrheal infection in women. 

1. In the non-pregnant condition. Contrary to what pre- 
vails in the male, we are here able to act directly on those 
parts which generally form the first seat of the infection, and 
proceed euero-etically with the strongest poisons, especially 
sublimate. v ulvitis and urethritis play a minor part clini- 
cally ; they are most rapidly curable. Pointed condylomata 
should always be completely ablated in one sitting. Purulent 
Bartbolinian glands should invariably be totally extirpated. 
Although the vagina is rarely affected, care should be taken 
to remove the secretion accumulated in it by sublimate or 
■chloride of zinc irrigations and rinsing through the speculum. 
Owing to the frequency and importance of mixed infection 
with^ other pyogenous microbes, such sublimate irrigatious 
are indicated in all ])urulent discharges, whether gonorrheal 
or not. We should particularly guard against abrasion of the 
mucosa of the body of the uterus in recent and subacute 
gonorrheal endometritis. Caustic treatment with mild chlo- 
ride of zinc solutions — the strongerare apt to cause stenosis 
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is suitable only for uteri -with dilated cervix. In nullipar®' 
witli narrow cervix, all the secretiou should bo washed and 
wiped from the vagina and cervix, and the latter dilated uith 
ioduformed laminaria tents under strict precautions, irrigated 
with sublimate and chloride of zinc, and kept open by wide 
aseptic glass tubes held in situ by iodoform gauze in the 'n a- 
ginal vault. 

By such and similar measures it is possible to cure many 
recent and even chronic cases, and prevent extension to the 
adnexa. Should the latter be acutely affected, the patients 
must be kept in bed for weeks after the rapidly subsiding 
initial symptoms ; the severest forms of salpiugo-oophoritis, 
pelvic peritonitis, and pyo-saljiinx get well completely under 
purely expectant treatment. Only a small number of cases 
in which the symptoms do not abate finally require lajia- 
ratom,y. 

2. In the gravid condition. Measures for the prevention 
of ophthalmia in the child, of extension to the body of the 
uterus aud the adnexa in the late pueiperium, of gonorrheic- 
septic mixed infection in the early puerperium. 

Gravid women should not be trusted with sublimate, as it 
is absorbed by the vagina. Instead, the physician should 
frequently irrigate with soapsuds and wipe with sublimate 
through the speculum. For irrigation chloride of zinc or 
creolin may be ordered. 

In conclusion the author requested, if Martin’s proposition 
be adopted to make salpingo-oophorectomy in disease of the 
adnexa the subject for the next meeting, to include the ques- 
tion, What part does gonorrheal infection take in the causation 
of disease of the adnexa? 

Kocks (Bonn) read a paper on 

THE CONNECTION OF JIULLER’s DUCT WITH THE PEONEFHliOS. 

Since J. Muller discovered aud described the pronephros 
in amphibia, and Bidder correctly interpreted its glomeuiliis, 
numerous papers have appeared on this interesting subject, 
which in general confirm the views of the above investigators. 
Deviations were noted only in the mode of development of 
the duct of the pronephros and its derivatives in a solid or 
tubular form, and to this day the results of investigators do 
not agree. With reference to the origin of Miiller’s duct 
likewise the results differ, in so far as Muller’s duct seems to 
form both independently and by division of the pronephrie 
duet. But since it could be observed in animals ot the same 
species that both modes of origin occur side by side, as Fur- 
bringer demonstrated in salamanders, this difference lost its 
value, though we can give no explanation tor this double 
mode of development. 
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. The present state of the question may be summed up by 
■Scaying that Muller’s duet develops either by division of the 
prouephric duct into the ducts of "Wolff and Muller, or that 
it develops in connection with the prouephric duct. 

Moreover, it is still an open cpiestion from which blasto- 
derm the pronephros and its duct a.re derived. Kecent in- 
vestigations by Hensen, riemmihg, and Count Spee place the 
•development of the system in the ectoderm, while heretofore 
the mesoderm was looked upon as its source. These dift’er- 
■ences, however, have not as much interest .for us as gynecolo- 
gists as the question whether Muller’s duct exhibits a direct 
•connection in its proximal segment with the pronephric duet 
in mammals and hence also in man. If such a connection 
were shown, we might be able to understand the formation of. 
the tubal funnel without 2 iformatw ad koc^ and would besides 
get a glimpse of other conditions. Thus, for instance, a mul- 
tiple funnel formation would be more simply explained than 
by the assumption that the abnormity owes its origin to an 
.arrested development ; nephrostoms then would become both 
normal and supernumerary funnels. 

Balfour and Sedgwick were the first to describe Milller’s 
•duct in birds as formed of three successive constrictions of 
the pronephros. They look upon this formation in the chick 
as the pronephros of the bird. The most anterior of the three 
•openings becomes the permanent opening of Muller’s duct. 
In elasmobranehs (rays and sharks), according to the same in- 
vestigators, the permanent opening of Milller’s duct cor- 
fespunds to the original opening of the pronephric duct, 
in so far as its proximal part becomes the anterior part of 
Muller’s duet, while the distal part is split off. In amphibia, 
(salamanders), according to Balfour, the permanent opening 
of Muller’s duct develops independently of the pronephros, 
somewhat caudad of if.. The pronephros, however, occurs 
not only in Lacertidie, but also, as Wiedersheim states, in the 
higher Amniot®. 

For the otter (Lutra vulgaris), which I examined on account 
of their encapsulated ovaries, I can confirm Wiedei-sheim’s 
statement as to the presence of a pronephros, as well as the 
connection, found by Balfour and Sedgwick in the lower ver-*. 
tebrates, of the pronephric duct with tlie abdominal ostium of 
Muller’s duct ; and I may add, furthermore, that the ovarian 
fimbria likewise owes its origin to this connection. 

In an embryo of the otter, 3 cm. in length, which I divided 
into serial sections, I found above the ^mesonephros, in a 
median direction from Muller’s duet, rudiments of a pro- 
nephros, and could observe how a rudimentary canal here 
unites directly with the tubal orifice, so that in this mammal, 
•differing from the Selachians (Balfour, Semper) in which an 
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entire neplirostom of tlie pronepliric duct becomes tlie tubal 
ostium, only ihathiili does so which' corresponds with ATueller’s- 
duct. 

This finding justifies us in looking upon the abdominal ori- 
fice of the tube as definitely proved to originate from the 
neplirostom of the pronephros, in mammals in general and in 
man in particular. My preparations furthermore indicate 
that a differentiation of the pronepliric duct into one of Muller- 
and one of Wolff takes place throughout its entire length,, 
hence inclusive of the uppermost nephrostom. 

The pronepliric duct in more distal sections appears as the 
Mullerian duct. This ivould prove the origin of the female 
genital tract in mammals and man directly fi-om the ectoderm, 
if the observations made by Flemming and Count Spee should 
be confirmed. 

From a practical point of view it may be remarked that 
according to these investigations cj'stic degeneration of the- 
hilus and the adjacent parts of the broad ligament can be not 
only imrovarian cysts but also pronepliric cysts. 

Another interesting question obtains an unexpected aiiswei- 
liy my above-mentioned observations on female otters. The- 
ovarian fimbria, whose histogenetie importance is emphasized 
by Waldeyer, is continued in otters as a fine canal into tlie- 
hilus of the ovary. This canal, however, is nothing but the 
uppermost remnant of the Wolffian duct, i.e., one-half of the 
pronepliric duct ; and the ovarian fimbria of mammals and 
man is merelj^ the product of traction caused by this upper- 
connection of the Wolffian and Mullerian ducts, by a fimbria, 
leading to the obliterated abdominal ostium of the embryonal 
Wolffian duct. The canal found in the female otter passes 
further as a solid cellular cord in the hilus of the ovary, but 
keeps its distal fumen, becoming the secondary Mullerian oi- 
Leydig’s duct in amphibia, the Wolffian duct in higher inam- 
inais and man. This would explain the nature of the ovarian 
fimbria in connection with the explanation of the development 
of the tubal funnel from the uppermost pronephrostom. 

If I add, furthermore, that I have succeeded in studying in. 
the embryo of the otter the formation of the ovarian capsules- 
which in these animals completely separate the ovary from, 
the peritoneal cavity, and that the tubal peritoneum second- 
arily surrounds the ovary, we have thereby a homology be- 
tween the two sexes of mammals which can hardly be found 
more complete anywhere else. The two halves of the pro- 
nephric duct lose tiieir function as embryonal ureters and as- 
sume the conduction of the sexual products — the one half foi- 
the male and the other half for the female. We may add 
that probably in hermaphroditic ancestors of the higher ver- 
tebrates they functionated side by side. 
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In the further course of the paper this homology was made' 
still plainer, and attention was directed to the importance of 
the surviving hermaphrodite fishes for the explanation of the- 
tAvo ducts in mammals and man. 

IvocKs (Bonn) read a paper on 

THE COKKELATION OF THE GEOAVTH OF KUDIMENTAKY OEGANS 
AND THEIR PARENT TISSUE. 

He referred to the law underlying the correlated develop- 
ment of rudiments and the parent tissue, which law he calls- 
that “of the correlative growth of rudimentary organs or- 
rudimentary parts and their parent tissue.” This law ex- 
plains the fact that the remnants of the Wolffian duct are 
found at the introitus vaginae, are absent in the middle of the 
vagina, and again occur at the uterus and further upward, so 
that the author’s vicAv of Skene’s canals as Gartner’s ducts- 
finds an explanation. He also pointed to the investigations 
of Tournenx and Legay, who have demonstrated the merging 
of the Wolffian into the Mnllerian ducts. At the same' time 
the author called attention to the contradictions to he found 
in the results of Max Schuller and Van Ackeren, as well as 
to Overdick’s vieAv rejected hy Max Schuller himself. The 
descriptions given by Dohrn, however, fit well with Tournenx 
and Legay’s statements, only that Skene’s canal is to he looked 
upon as theloAver separated portion of Wolft‘’s duct. 

This question has recently been considered hy Hagel. Re- 
ference was made to this author and to the observation by 0. 
Ruge ; also to the questions by Olshausen at the meeting of 
the Society for Obstetrics and Gynecology at Berlin, April 
24th, 1891. Hagel observed epithelial ducts in the distal seg- 
ment only once in a human embryo twelve and one-half 
centimetres long ; these he traced to Gartner’s ducts. They 
Avere situated in the region of the spindle-shaped, thickened 
portion of the proximal segment. Whether the Wolffian 
merge into the Mullerian in Tournenx and Legay’s sense 
cannot be learned from Nagel’s investigations. The author 
thinks Ave must interpret Rathke’s explanation and the canals 
observed by Ruge betAveen rectum and urogenital sinus as a 
passage of the Mullerian ducts into the cloaca of the urogeni- 
tal sinus, but deeper. An analogous vieAV must be taken of 
the third canal in the urethra (Schuller’s) and of the diverti- 
cula on Gartner’s ducts in hogs, cattle, and man. 

The author furthermore called attention to a number of 
rudiinents in the human body Avhich serve to illustrate his 
doctrine, Avhich he recognizes as a laAV. 

Rocks (Bonn) read a paper on 
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THE NATURE AND SURGICAI, TREATMENT OF TUBERCULAR 
‘ PERITONITIS, 

lie reported a case operated upon bj him in whicli there 
was an effnsioii into the peritoneal cavity, most probably of a 
tubercular nature, though there were no tubercles on the peri- 
toneum. lie pointed out that it was possible that such 
effusions may result when a tubercular process exists at some 
other point than the peritoneum or the serosa of the intestine, 
provided it be near the peritoneal cavity so that this may be 
implicated by the collateral hyperemia or directly by toxines 
irritating it. Attention was called to Loffler’s diphtheria 
bacilli, which, without entering the pleural cavity, may cause 
effusions in it. A similar process may be observed in the 
knee joint, where tubercular effusions ma}’- take place by bone 
tuberculosis without direct immigration of the bacilli into 
the synovia. 

With reference to treatment, the author called attention to 
the fact that relapses were often observed when the wound 
was immediately closed after laparatomy, so that in one case 
even three operations were refjnired. For this reason, in the 
above-mentioned case he had not closed the entire wound, but 
left the lower angle wide open and drained with iodofoim 
gauze. The course was very favorable, and a recurrence of 
the effusion seems to the author to be less likely than when the 
wound is closed at once. 

C, VoN "Wild (Kassel) read a paper on 

PAT HERNIiE, 

He reported two cases operated upon by liim, viz , hernim 
of omental fat, one situated at the umbilicus, the other above 
it in the median line. Both had formed in the first pregnancy 
of the patient, and caused many disturbances which were re- 
moved by the operation. 

The first patient was 38 years old, Illpara. An umbilical 
hernia formed in the second half of the first pregnancy in 
1871. The hernia was the size of a walnnt, could be replaced, 
nnd the pregnancy went to term. Since 1880, aftei’ the last 
delivery, the patient suffered from “ stomach ache,” i.e., draw- 
ing pains in the region of the stomach, which occurred during 
or soon after eating. Violent eructations frequently came on 
after meals. The hernia was still replaceable, and pained 
only when prolapsed. Since 1886 replacement was impos- 
sible and the hernia was very tender to the touch. The 
stomach aches ” increased greatly, spasmodic attacks^ oc- 
curred after eating, and the eructations changed at times into 
prolonged choking sensations. The jiains were also produced 
by elevation of the arms, by sitting on low stools, and by the 



GERMAN GYNECOLOGICAL ASSOCIATION. 


1393 


Teeumbent position, so that tlie patient had to pass the night 
in a half-reclining posture. The treatment consisted in vai'i- 
ous dietetic cui’es ; later the patient was for years under gyne- 
cological treatment. The troubles steadily increased. 

1^' Examination showed the following; Patient vigorous and 
well nourished, with well-developed adipose tissue ; at the 
umbilicus a tumor covered with bluish-red skin projected 
barely one centimetre above the surface, its base about as 
large as a dollar. The slightest touch caused violent pains in 
the abdomen, especially in the region of the stomach. Under 
anesthesia the tnmor was easily reduced. 

Operation. — i^ivision of the skin covering the hernia, pro- 
longation of the incision upward and downward. A mass of 
fat was found, about the size of a small apple, with a pedicle 
the thickness of two fingers leading down through a ring 
formed by the tense fascia; under this ring was a second por- 
tion of the liernia, a mass of fat of equal size between fascia 
and peritoneum, whose pedicle passed through a folded ring 
of the peritoneum into the abdominal cavity. Total excision 
of the mass of fat, closure of the peritoneum and fascia with 
a running catgut suture, of tlie wound by deep and super- 
hcial silk sutures. Uninterrupted recovery. 

The patient was cured of her trouble immediately . after 
operation ; she could lie down and raise her arms without 
pain. For some months she suffered much from nervousness, 
bnt this soon passed off. 

This ease appears especially notable because it was left 
fifteen years without operation, though the patient had con- 
sulted numerous celebrated physicians, neither concealing the 
hernia nor her sufferings. To this long existence of the 
hernia the great nervousness is to be ascribed. Hence the 
fact should be emphasized that such omental hei’nise, even if 
replaceable, should be operated on. The same opinion has 
been expressed with reference to umbilical hernise containing 
coils of intestine by surgeons such as Lawson Tait, Konig, 
Von Bergmann. For a reposition may be only apparent, the 
hernia being crowded behind the ring of the fascia into the 
space formed between the latter and the peritoneum ; then 
the hernia seems to be reposited, while it is merely changed 
into a pro-peritoneal one. The px-esenee of the hei-nia causes 
mneh inconvenience to the patients — nerve irritation, re- 
stricted peristalsis, and shallow respiration. 

Tlie second patient was 38 years old and had been twice 
delivered. The last labor was four years ago, since which 
time she bad suffered from symptoms similar to tlie preeedino- 
case. On examination only one sensitive spot was discovered 
about one and a half inches above the umbilicus; tlie “‘sto- 
mach ache ” was produced only by certain motions. The 
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diagnosis was omental hernia in the linea alba. On incision 
the fascia had to be opened and the mass of fat removed by 
enncleation. The peritoneum and fascia were closed by 
dropped silk sutures. The superficial wound was closed as in 
Case I. Union by first intention. Sutures removed on the 
eleventh day. Symptoms completely relieved. 

The only similar case in the literature the author has been 
able to find is one described by Sanger in the Centralhlattf^ 
Gy a., 1890, Uo. 27. 

The development of these herniae is probably due to disten- 
tion during pregnancy, a portion of the omentum breaking 
thj'ough the peritoneum and remaining outside. The cessa- 
tion of the troubles during pregnancy can be explained by the 
support afforded by the growing uterus, which prevents the 
dragging. These cases are perhaps not very rare in women 
who have passed through many pregnancies, and careful ex- 
amination might reveal such herniae as the cause of obscure 
“ stomach aches.” 

Ebebhart (Cologne) exhibited a specimen which could only 
be 

AJX OVARIAN FERON^IJS'Cy 

which liad undergone early suppuration. The patient was a 
medium-sized, tolerably well-nourished woman who had never 
been seriously sick. JMenses first ajipeared at 11 years, 
regular but scanty ; after her sixteenth year they became 
irregular and stdl more scanty. During the past year they 
have recurred every three to four weeks and were followed 
by leucorrhea. bias probably suffered from gonorrhea ; pa- 
tient states that she had vesical catarrh after her first delivery- 
First labor September, 1887 : second. May, 1888, abortion in 
the fourth month ; third, October, 1889. Last menses June 
6th, 1890. A tew days later patient felt pregnant, judging 
from morning sickness and craving for certain dishes. July 
30th, 1890, that is, six weeks later, she suffered from back- 
ache and for two da^'^s had hemorrhages with labor-like pains- 
She is unable to describe what passed from her. She claims 
to have been feverish for a week, though her temperatuie had 
not been taken. This was probably when the ovum began to 
suppurate. The author saw the patient first on August 27th, 
and noted the following: Ynlva closing well, no oescensus, 
vagina moderately wide, vaginal portion not thickened, uterus 
slightly enlarged, rather soft, antetlexed, somewhat displaced 
to the right. At its left and behind is a somewhat movable, 
firmly elastic tumor the size of a large hen’s egg. Right ad- 
nexa seem normal. Examination under anesthesia, made a 
few days later, showed the right ovary to be fixed. Diagnosis, 
ectopic pregnancy of the tubo-ovarian variety. The presence 
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of colostrum in the breasts seemed to favor this diagnosis. 
Laparatomy September 8th. Incision in the linea alba. 
Nothing special to be noted except a small tear in the broad 
ligament, which was closed with two button sutures. Septem- 
ber 9th, at 3 E.M., a bloody discharge set in which lasted twG 
days; it again recurred from the 13th to the 15th, but was 
slight. Nothing else abnonual. 

Anatomy of the Tumor . — The tumor, about the size of a 
hen’s e£:g, can be readily recognized as the ovary with the 
tube, about the size of the little linger, passing over it. After 
incision into the ovary, in which several follicles can be dis- 
tinctly recognized, thin -fluid, slimy pus mixed with thicker 
particles is evacuated. Unfortunately this was thrown away 
by mistake and could not be examined under the microscope. 
T’he interior of the ovary shows a rough, granular surface. 
The tube, which was easily separated from the ovary, was cut 
open lengthwise and found to be impervious at both ends and) 
tilled with brittle masses. Microscopic examination shows 
these to be epitlielial masses due to the atresia at the ends. 
Sections of the ovary exhibited the following, from within 
outward: Distinct viili with tortuous tine vessels; decidua 
cells, which Huge claims as the only certain criterion of extra- 
uterine pregnancy, could not be demonstrated. Perhaps they 
might have been discovered if the examination had been made 
earlier, but it was not done until after eight months. These 
villi were followed by a layer containing numerous cells which 
gradually passed into the ovarian stroma. 

As the menses, which generally occurred every three or 
four weeks, had been passed for six weeks’, as the woman had 
exhibited subjective signs of pregnancy, as colostrum was 
present in the breasts and labor-like pains occurred during the 
nrst hemorrhage after six weeks, and as ovarian elements and 
villi were positively found in the ovisac, this case can be inter- 
preted only as an ovarian pregnancy which had undergone 
early suppuration. The diagnosis of a simple ovarian abscess 
could not be maintained. Of course it is remarkable that 
suppuration should have occurred so early, but this may have 
followed secondarily on a partial disease (suppurated follicles) 
of this ovary. 

As the tubebelongingto this ovary .was found oecludedat both 
ends, this case is of further interek because an extra-uterine 
transmigration of the spermatozoids must have taken place. 

In conclusion, thanks were given to Prof. Roster, who had 
taken the trouble to confirm the above findings. 

Glaesek (Breslau) read a paper on 

DERMATOL, A SUBSTITUTE EOB lODOFOBMi 

This is a new dry antiseptic, first largely used at the Breslau 
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female clinic, which has jJi’oved a veiy useful and in manj 
cases even an excellent remedy. It has a yellow color similar 
to iodoform, but it is odoi'less, insoluble, and permanent, so 
that it can be sterilized in the steam apparatus. The author 
first employed dermatol on small cutaneous wounds and older 
laparatomy wounds. A very firm crust foi-med very rapidly, 
under which healing progressed without anj-- secretion. Also 
in recent laparatomy wounds tlie slight secretion under der- 
matol was noted ; no sign of irritation could be seen in the 
neighborhood. 

In wounds with larger defects closure is more rapid than 
under any other treatment. Everywhere a pronounced dry- 
ing effect of dermatol is perceptible, Avhich at times is so 
marked that the gauze dressing adheres to the gianulations. 
Owing to tliis fact, covering with silk is an advantage, as 
under it skin is formed very quieklj’. In various applications, 
perineal wounds, within the uterus, in total extirpations, on 
dropjjed pedicles of myomas, for several weeks in a case of 
extra-uterine pregnancy in which the ovisac could not be re- 
moved, in exudations, and in a large tubercular peritoneal 
abscess, dermatol proved absolutely innocuous, thus agreeing 
with the results of the experiments of the inventors. There 
was never any undesirable local effect of the drug. Therefore 
the author can fully recommend dermatol for such and simi- 
lar cases. The results obtained with dermatol in infectious 
catarrhs of the genital tract were less favorable and in part 
negative. Here the drug proved powerless, owing to its in- 
sohibility and the slight stimulation it exerts upon the tissues. 
Its effect is doubtful in tubercular abscesses, the material on 
hand having been insufficient. Chemically, dermatol consists 
of gallic acid in an insoluble combination with bismuth. 

The author’s conclusions are: 1. Dermatol is absolutely 
innocuous. 2. It causes no irritation. 3. It acts antisepti- 
cally, first chemically by its composition ; second, by its marked 
drying effects removing the soil on Avhich the bacteria flourish. 
4. It is a very good healing agent for wounds. 5. The drug 
is convenient, odorless, and unchangeable, resisting light and 
air, and steam sterilization. 6. It is twenty-five ' per cent 
cheaper than iodoform. 

A. Martix (Berlin) read a paper on 

TUBAL ASTD OVARIAN RESECTION. 

By this term the author understands, in the necessary re- 
moval of the diseased^ adnexa, the preservation of the unaf- 
fected portions or the opening of the atresictube, which open- 
ing is to be kept patulous by an appropriate suture. In con- 
nection with two tables of twenty-one cases of the former and 
twenty-four cases of the latter operation, the author reported 
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tlie later results olitained by this method. On the Y-’hole tlie- 
procedure seems to have found few adherents. At the last 
meeting, as is well known, Skutsch had been able to report on 
a similar procedure. In Zweifel’s report several such caseG 
are mentioned. The tables show that the resection is well 
borne, and that the fear is not justified that the parts of the 
ovaries and tubes left behind would rapidly lead to renewed 
disease. On the other hand, all the patients have continued 
to menstruate and at least have retained the possibility of 
bearing children. The latter is of particular importance, as 
most of these patients are still young. The author proposed 
to the Association to make the final results of the operations 
on the adnexa the subject of a collective investigation. 

WiEDOw (Freiburg) read a paper entitled 

THE CONTRACTED PELVIS AS A SIGN OF DEGENERATION. 

On the strength of his investigations he had arrived at the 
conclusion that a deformed pelvis in its various pathological 
forms is frequently to be considered as the expression of an 
anomaly of the entire system. 

Among thirty -five women examined by him with this view 
he found ; 1. In four eases cretinism. 2. In ten cases asso- 
ciated anomalies of the skeleton such as abnormal formation, 
of the skull, projecting forehead and depressed root of the 
nose, prognathous jaws, irregular formation and position of the 
teeth, curvature of the spine and its. extremities. 3. In seven 
cases the women wej'e diminutive, d. In eleven cases asso- 
ciated anomalies in the sexual organs, defective development 
of the mammary glands, of the external genitals, of the uterus;; 
in one ease tliere was an accessory nipple. 5. In three cases- 
the presence of a large goitre. The noxa which give rise to 
these anomalies maybe inherent in the germ, become attached 
to it, or affect the organism in its intra-uterine or extra-uterino 
development, 

Kdmpf (Vienna) read a paper on 

THE MANUAL TREATMENT OF FIXED RETRODEVIATIONS OF THE 
UTERUS BY THURE BRANDT’s METHOD. 

The author had received several months’ instruction in the- 
winter of 1888-89 by Brandt, and after two years’ practice, in- 
which he had treated nearly five hundred cases of female dis- 
eases by this method, he has gathered sufficient e.xperience to- 
entitle him to form a positive opinion. An effective personal 
employment of the method by the physician is possible only 
under certain conditions, the most important of which are- 
positivcly certain diagnosis and technical mastery of the 
method, which latter is not to be acquired from books, but 
from instruction by a competent teacher. As to the teehni(][ue 
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of the treatment, the author at first strictly followed Brandt’s 
directions, bnt in course of time hel deviated from them in 
some respects. For various reasons he had to abstain from a 
systematic employment of the lifting of the uterus. The 
simultaneous use of the movement cure has a decided advan- 
tage, but is not absolutely necessary. 

By fixed retrodeviations of the uterus the author under- 
stands only such in which the uterus is not only restricted in 
its mobility, but its body is almost or quite immovable from 
peritonitic adhesious, flat, band-like, cord-like, or retiform, 
which fasten it to the rectum or the posterior pelvic wall. 
Besides fixation of the uterus, there were usuall3’’p]’esent more 
or less firm adhesions of the ovaries, which were sometimes 
completely embedded in thickenings, together with oophoritis; 
in some of the cases the tubes were displaced, bent, adherent 
by peritonitic cicatrices, occasionally with occlusion of the 
abdominal ostium, with primary or consecutive alterations iji 
the wall of the tube ; not rarely there were adhesions of the 
small intestines to each other and the pelvic organs. Secon- 
darily we have to deal with the consequences of inflammatory 
proeessesin the pelvic connective tissue — condensation and cica- 
tricial contraction in various parts; on the other hand we have 
as complications states of relaxation which must be overcome 
at the same time ; and finally chronic metritis, chronic cor- 
poral and cervical catarrhs and erosions. This fact alone, 
that Brandt’s manual treatment removes all these pathological 
conditions (excepting the more important alterations in the 
adnexa), is a special advantage of the method over others. 
Altogether the author has treated in this way eighty-two cases 
of these fixed retrodeviations ; fifty of these came from Prof. 
Ohrobak’s dispensary clinic, tliirty-two from the author’s pri- 
vate practice ; the former were controlled by Chrobak him- 
self or his assistants, the latter by the different gynecologists 
who had sent the patients. Seventy of the eighty-two cases 
were pronounced and bad retroflexions and versions (the fun- 
dus uteri in all was situated under the promontory), three were 
acute-angled antefiexions, nine were cases in which the uterus 
was only slightly curved forward or stretched straight. The 
cause of the disease was in one-fifth of the cases gonorrheal 
infection, in two -fifths the puerperium or abortion, the rest 
were doubtful. The duration of the disease ranged between one 
and nineteen years, excepting two puerperal cases of four and 
six weeks’ standing respectively. Nearly all'patients had been 
repeatedly and for longer periods under professional care ; 
some had been to various spas without result.” In six eases 
the attempt had been made to detach the uterus under anes.-, 
thesia by B. S. Schultze’s method, and had failed ; in two 
cases ventrofixation by laparatomy had been performed with- 
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out permanent effect. Several of the author’s cases were pre- 
ceded by appropriate treatment of the uterine catarrh. The 
symptoms in all cases were severe enongh to rob the patients 
of their capacity for work or the enjoyment of life. As a 
relatively rare symptom the author mentioned typical inter- 
menstru'al pain, recurring almost at a regular hour, which had 
existed in two cases for seventeen and two years respectively. 
The results obtained were separated with reference to the ob- 
jective and the subjective symptoms, and the former were 
divided into six categories. 

Results . — First category. Normal position of the uterus 
without pessary in eighteen eases ; seven retroflexions and 
versions, three acute-angled and eight blunt-angled ante- 
flexions or straight position of the uterus. 

Second category. Normal position of the uterus witk pes- 
sary in forty cases ; all retroflexions and versions of high 
degree. 

Tliird category. Perfectl_y normal mobility of the uterus, 
which remained in improved position without pessary, five 
eases, among wliieh one complicated with hydro salpinx ; 
under careful massage of tlie uterine ostium tlie contents were 
completely evacuated, and two and a half months later there 
was no trace of a relapse. (Information since received stated 
that the patient, now in South America, is pregnant.! The 
complications existing in the cases of this group were mostly 
cured at the same time. 

Fourth category. Mobility of the uterus improved so that 
it could be drawn to tlie symphysis, without complete detach- 
ment of all adhesions, eiglit cases. 

Fifth category Mobility of the uterus improved so that 
the fundus could be raised above the promontory and the 
uterus brought into the stretched position, five cases. 

Sixth category. No result in five cases, two of which were 
of gonorrheal origin, in whicli the treatment had to be aban- 
doned after tliree sittings owing to marked reaction, but Avith- 
out aggravation of the symptoms. 

Complete relief of all symptoms caused by the genital affec- 
tion was obtained in seventeen cases of the first, tliirty-four of 
the second, five of the third, five of the fourth, and five of the 
fifth categoj-y, altogether in sixty-six cases. The permanence 
of the results could be observed for two years in two, eighteen 
months in five, one year in four, nine months in eleven, six 
months in three, five months in five, and four months in three 
cases. Besides the author received written communications 
testifying to continued well-being for six months from three 
cases; the rest were under observation less than four months, 
and one case was lost sight of. It is noteworthy that perma- 
nent relief of all symptoms was secured even without the nor- 
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mal position of the uterus, while ou the other hand some 
symptoms continued though the uterus was kept in normal 
position. 

The duration of the treatment was, in the patients of the 
clinical dispensary, on the average eleven weeks, in the private 
patients seven weeks. This difterence is partly accounted foj" 
by the external conditions of the patients, which in many pre- 
cluded a daily visit to the clinic. The symptoms recurred 
with a relapse of the uterus in three eases after removal of 
the pessary by others. In two cases tlie troubles partially re- 
curred despite the normal position of the uterus ; in these the 
treatment had been discontinued by advice of a consulted 
gynecologist before the existing complications had been over- 
come. Several eases required treatment of a persisting ute- 
rine catarrh. In seven cases, despite the normal position of 
the uterus, the symptoms were not completely removed ; thus, 
in two eases associated pronounced hysteria persisted, in two 
cases the typical intermenstrual pains continued, though dimin- 
ished in intensity. Furthermore, there was only objective and 
subjective improvement in five cases (interruption of the treat- 
ment for other disease in one case, non-return of the patients 
in two eases). Treated without any result, five cases (two, as 
stated before, treated only for a few days, three for two 
months). In view of these results, and considering that apart 
of the less satisfactory ones cannot be charged to the method, 
and furthermore that the failures occurred almost exclusively 
in the first stage of the author’s activity, Kumpf believes they 
may be called very good, without self-praise. Among nearly 
five hundred cases he had treated altogether, the author has 
never observed any evil consequences or accidents, nor any in- 
stances of sexual excitemen.t. As to counter-indications for 
manual treatment, gonorrheal infection can a priori be con- 
sidered such only in certain stages, but the prognosis is worse 
in cases of gonorrheal origin than in those due to the puer- 
perium. 

Compared with other modes of treatment, the only rivals 
are B. Sehultze’s method and laparatoray followed by ventro- 
fixation. The observation of twenty-four cases in which 
Schultze’s method had been tried shows it to be less valuable 
and by no means free from danger, nor does it remove the 
many existing complications. Laparatomy is not devoid of 
danger ; and though the uterus is often brought into ante- 
flexion, the symptoms, which are of the greatest importance 
in these eases, often persist, either because complications re- 
main or on account of succeeding peritonitic or parametritic 
processes. 

On due consideration of all the essential points, we may 
designate Thure Brandt’s manual treatment as at present the 
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most certain and safest method for complete alleviation, of 
fixed retrodeviations of the uterus and the complications and 
symptoms caused by them ; and the author, on the strength of' 
his experience, confirms Diilirssen’s view, “ that laparatomy 
in fixed retroflexion of the nteims is not justified unless it is- 
preceded by a rational massage treatment.” 


ABSTRACT. 


1. L. LAXDAn (Berlin) : Tubab Sacs : A Clinioab Study 
{Archives fur Gyndhologie, Band xh, Hft. 1, 1891). — In ex- 
amining a number of tubal sacs, we notice,- even on superficial 
examination, that they differ vastly. In some the mucosa is- 
altered, in others it is the museularis, again the peritoneal 
layer, and in some eases all of the layers are affected. The 
contents of the sacs also differ materially. In some the con- 
tents are as clear as water and non-albuminous, in others se- 
rous and albuminous, some mixed with blood, others pure 
blood, some filled with pus which may be thin or thick, cheesy 
or calcareous. From these various conditions, the sacs have 
been variously designated hydro-, hemato-, pyo-salpinx. These 
terms are not altogether satisfactory, for from the contents we 
are unable to judge of the causation of the disease. In order 
to do this Ave must study the mechanism of the formation of 
the sac, the changes in the tubal walls, and the pathologico- 
anatomical results. 

1. Causes OF THE Foemation OF Fluid, {a) Retention Cysts . — 
The tube is the oviduct of the ovary, and since this is so, is it 
not possible to conceive that, just as in the case of ducts in 
other situations, retention cysts may be formed ? For this to ' 
occur, two conditions are essential, closure and o'etention. 
This does occur in cases in Avhich the ovary is adherent to 
the tube, Avhen a tubo-ovarian cyst is formed. At times the 
uterine end of the tube becomes occluded. The amount of 
fluid from the ovary would not be sufficient to account for 
the large amount of fluid Avhich is often found in the tube and 
which accumulates rapidly, so we must look to the tube itself 
as the source of the secretion. Although it seems to be 
proven that the tubes do not contain any secreting glands, 
still the mucous membrane secretes a certain quantity of fluid. 
Consequently we can have a retention cyst Avithout a marked 
inflammation of the mucous membrane or admixture of fluid 
from the ovary, in cases in Avhich both the uterine and abdo- 
minal ends are obstructed. A very common cause for the 
formation of tubal sacs is a tubal pregnancy. 

(5) Cciturrh cind Injlunvniation of the Tube . — Salpingitis 
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may be caused by streptococci, staphylococci, gonococci, 
tubercle bacilli, and in rarer cases by actinomyces. It is very 
difficult to distinguish the form, as usually the infection is a 
mixed one. The commonest way for infection is by con- 
tinuity. The pyo- or gonococci enter through the vagina and 
uterus, and then, according to the amount of irritation, we 
have a hyperemia, exudation, inflammation, and suppuration : 
endosalpingitis catarrhalis, pnrulenta (acute and chronic). 
If necrosis takes place, then we speak of an endosalpingitis 
necroticaor diphtheritica. If the inflammation spreads, tlien 
the muscular layer of the tube is also affected, and then, when 
a cure takes place, we often have a stricture or atresia. If 
the inflammation spreads still further, then we have a peri- 
metritis and a perioophoritis associated with the salpingitis. 
These above-described conditions are very frequently caused 
by gonorrhea. Continuity is also a cause, as seen in eases 
of puerperal fever. There are many factors of infection 
through the genital organs. Firstly, acute and chronic go- 
norriiea, then manipulations, amputations, incisions, intra- 
uterine medications, cauterizations, curetting, and irrigations. 

The inflammation may, on the other hand, be caused by an 
extension of inflammation from the intestines, as in cases of 
typhlitis, dysentery, typhoid fever. The peritoneum may be 
affected first and then the tirbe, or else, just as in the case of 
the genital tract, the infection may creep along and only affect 
the mucous membrane of the tube. This method is best illus- 
trated in eases of actinomycosis of the tube. 

We are, therefore, compelled to classify salpingitis, not 
etiologically, but according to its anatomical characters, as 
follows : 

1. Endosalpingitis catarrhalis (acute and chronic). 

“ pnrulenta (acute and chronic). 

‘‘ hyperplastica (vegetans). 

“ diphtheritica. 

2. Salpingitis, acute and chronic. 

“ abscendens or dissecans. 

3. Perisalpingitis, acute and chronic. 

2. The Mechanism of the Oloshjbe of the Tubal Sac. — 
The inflammation of the tube, as previously described, does 
not explain the method of the formation of the sac, but be- 
sides this there must also be a closure of one or both ends of 
the tube. 

(a) Meohanical Closure . — Desquamated epithelium, pus 
cells, fibrin, or any other contents of the tube may produce a 
closure of the uterine end. The pressure of the contents on 
the walls of the tube often produces a twisting of the same, 
and thus gives rise to a mechanical closure. The closure may 
also be the result of adhesions which are formed in cases of 
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-pelvic peritonitis. There maj- also be congenital malforma- 
tions causing a mechanical closure, the most common variety 
being a spiral-shaped tube, this being usually bilateral. These 
■congenital inaWormations prevent the escape of fluid from the 
tube, thus causing a stasis, exudation, and the formation of a 
tubal sac. In some cases the contents of the sacs empty them- 
selves. and after a time refill again. This condition L. has 
termed intermittent hydrosalpinx. This is not so very un- 
common; in fact, it is the rule in cases of large catarrhal tubal 
sacs. 

(b) Anatomical and Permament Closure. — The permanent 
closure is seldom congenital, and when it is we must necessarily 
have the formation of a hemato salpinx. The acquired clos- 
ure may be external to or in the tube itself. The first form is 
due to adhesions, which may encapsulate the tube so firmly as 
to make it impermeable. A favoidte seat for this is the abdo- 
minal end of the tube, so that we often have an adhesion of 
the fimbriated end to the ovary and the formation of tubo- 
ovarian hydrops or tubo-ovarian abscesses. The second form 
is due to an inflammation within the tube, the granulations 
causing a stenosis, and in some eases even complete atresia. 

Syacptoais. 1. Hydrosalpinx. — Owing to pressure of the 
sac on the various organs, we often observe frequent desire 
to urinate, constipation, shooting pains toward the back, sa- 
crum, and down the thighs as far as the patella. There is 
often a weakness of one or both legs, with or without 2 >ains in 
the same, this weakness being due to pressure on the motor 
nerves. The local symptoms arising from the uterus are 
hemorrhage, protracted menstruation, and often a continuous, 
thin, bloody discharge. Yery rarely has L. observed severe 
colicky pains, these being due to contractions of the tube. 

2. Pyosalpinx. {a) Acute. — L. has often observed this 
after an abortion or after an intra-uterine manipulation. "Ye 
have a moderate rise of temperature; the everting tempera- 
ture (usually there is no chill) rises to 38.5°-39.0°. There is 
very severe pain, usually on one side ; a hard tumor forms 
laterally and behind the uterus. This enlarges and becomes 
the size of a pigeon’s egg. The severity ofihe pain is very 
characteristic. It is not due to the size of the tumor, but to 
the amount of irritation. In women who have borne children 
the pains are described as resembling labor pains. The pains 
are not localized, but often extend downward. There is fre- 
quently nausea and vomiting. Dysmenorrhea is a prominent 
and marked symptom, and it is termed dysmenorrhea tubaria. 
There is another form of dysmenonliea which is essentially'' 
different froin this, and is known as dysmenorrhea ovarica. 
'The pains which occur when the tubal sac is formino- can be 
lattributed to the contractions of the tubal muscles, ^This we 
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term tvhal colic. These pains do not cease until either tlie^ 
contents escape or until tlie ninseular layer becomes so- 
stretcbed that it becomes paretic. Pressure over tlie sensitive 
spot does not increase the pain, this fact also proving that it 
is a tubal colic, and not an inflammation of the peritoneum. 
If there is a peritonitis associated with the disease, then we 
have the pains which are due to this inflammation, besides the 
colic already described. These latter pains are darting and 
stitch-like in character, and are markedly increased even by 
gentle pressure. It is not at all uncommon to have colicky 
pains in other portions of the abdomen, as in the hypo- 
chondriac regions. These pains usually come on during the 
night. The acute form of p 3 ’o-salpinx may be cured sponta- 
neously. but it usually becomes chronic. 

(5) Ghronic . — This is not always the result of an acute in- 
flammation, but may be chronic from the outset. This is 
espeeiall}’ the ease in purulent gonorrheal endosalpingitis. 
Sometimes the only symptoms are sterility, slight colicky 
pains, and a thick, greenish discharge Usually, however, the 
symptoms are more marked. Some women complain of se- 
vere pain during sexual intercourse ; others have hemorrhages 
or protracted menstruation ; others again complain of a dis- 
tinct localized pain in the sacral region, or there is a crural 
neuralgia or a coccyod^ynia. In other eases the inflammation 
over the tubes causes the most marked symptoms, the others 
being masked bj’’ these. There is a rise of temperature, the 
patient complains of severe pains in the abdomen, this becom- 
ing tympanitic, and nausea and vomiting ai’e associated with ■ 
this condition. The pain is usually confined to one or the 
other iliac region. When the affection is on the right side 
it is often impossible to diagnosticate the affection from a para- 
or peritj’phlitis or an appendicitis. In severe cases, besides 
the above symptoms we observe constipation, rapid emacia- 
tion, almost uncontrollable vomiting, and in many eases symp- 
toms of intestinal stenosis. Where there are numerous adhe- 
sions and the sac ruptures, fistulse of different varieties are 
formed, most frequently into the upper part of the rectum. ^ 

Diagnosis. — As pointed out by Kiwisch, an important di- 
agnostic symptom of the existence of tubal sacs is that they 
are usually bilateral. The genei’al characteristics which guide 
us are the form, the size, the mobility, and the situation of 
the tumor. The form, particularly hydro-salpinx, is pear- 
shaped, or like intestine, the size not larger than a child’s 
head. Hydrops sacs are movable, pus sacs are not. They may 
lie behind or in front of the uterus. The insertion of the 
tube into the uterus can be felt. 

Hydrosalpinx . — ^Unless there are unusual conditions pre- 
sent, the tubal sac forms in the cul-de-sac of Douglas, behind 
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-the TiteruSj and as it grows larger pushes the nterus up 
and produces an anteflexion. If we attempt to pusli this ante- 
flexed uterus backward, we dbsei've a sensation as if the 'uterus 
were ^p'essinij against an air or water pillow / and i^‘ w& then 
let go, it springs hack into its forme)' position. This^ L. con- 
siders pathoguomonic, Other tumors, such as ovarian and 
parovarian cysts, fibroids, parametritis, echinococci, hemato- 
celes, and pelvic abscesses, may push the uterus forward, but 
in none of these does it feel as if it lay upon an elastic cushion, 
as it does in eases of hydro-saipinx. Fluctuation can rarely be 
felt, and when present L. is inclined to believe that the 
tumor is not a tubal sac. The tumor is generally immovable, 
or very slightly movable. Another pathognomonic sign is the 
possibility at times of pressing out some of the fluid into the 
uterus. 

2. Pyo-salpinx . — The affection is usually bilateral; if uni- 
lateral, we find a hydro-salpinx on the opposite side. As in 
liydro-salpinx, its situation is behind the uterus, but it is dis- 
tinguished by its characteristic form, which is pear, hoof, or 
sausage-shaped. In order to make out the shape, it is often 
necessary to make a rectal as well as a vaginal examination. 

Differential Diagnosis. — We diagnosticate it from tubal 
pregnancy by the fact that the latter feels like a flaccid cyst, 
whereas the tubal sac is very hard, firm, and tense. In differ- 
entiating from hematoceles, abscesses, and exudations, we must 
first obtain the previous history of fever and hemorrhage, and 
,then make the manual examination. These formations may 
push the uterus forward, but we do not get the feeling of elas- 
ticity, and they are embedded in and around the uterus, besides 
being diffuse and without form. It is, however, not always 
possible to differentiate a tubal sac from a myoma or ovarian 
cyst by means of palpation; we must use other methods. We 
cannot always do a laparatomy in order to make a diagnosis, 
but we can be aided by the use of aspiration. This proves 
whetlrer the tumor be solid or C 3 'stic, and an examination of 
the fluid drawn off tells us what the contents are. 

Prognosis. — -This depends upon the contents of the sac and 
on the number of adhesions. Hydro-salpinx is usually not 
dangerous to life, especially the intermittent varietjL The 
same is true of those cases of pyo-salpinx in which the pus be- 
comes thickened and cheesy or chalky, or else fluidifies and 
is then reabsorbed. As a rule, excepting liydro-salpinx and 
hemato-salpinx, we must consider the prognosis as doubtful. 

^ Treatment.^ 1. liydro-salpinx . — Salpingotomy is contra- 
indicated in a simple, uncomplicated case of liydro-salpinx. If 
the uterus is displaced, by rectifying this we are often able to 
cause an evacuation of the contents of the tube, and thus 
-establish a cure; for the displaced uterus causes a displacement 
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or a twisting of the tube, tlins preventing the escape of fluid- 
If this is not successful, L.then attempts to cure the case by the 
use of massage. Massage acts in several ways — by expelling 
the fluid, in breaking up the adhesions, and in correcting the 
displacement of the tube and by stimulation causing a"'con- 
traction thereof. Besides this, it cures the constipation which 
plays such an important role in this disease. L. has never 
seen any ill efleets from massage in cases of hydro-salpinx. He 
does not employ it in eases of pyo-salpinx. In conjunction with 
massage, he employs warm (not hot) vaginal douches, sitz and 
full baths. If there is severe tubal colic, narcotics are pre- 
scribed. He is opposed to the cauterization of the tube as a 
method of cure. Dilatation of the uterus with tents or gauze 
— a method which has been recommended — he does not con- 
sider good treatment. If these above described methods are not 
successful, we next attempt to cure our patient by puncturing 
tlie sac either througli the vagina or abdomen. The former 
method is by far tlie better, and can usually be employed. It 
is seldom necessai'y to use an anesthetic, as it is not very pain- 
ful. L.’s method is as follows: Thorough disinfection of the 
vagina, introduction of a small tampon into the cervix, then^ 
with the patient in the dorsal position, he introduces a straight 
trocar, eighteen centimetres long, through the posterior 
vaginal wall into the tumor. To avoid injury it is essential 
to press upon the tumor through the abdominal wall. As 
long as the fluid is escaping through the trocai-, we must not 
relinquish our pressure on the tumor, otherwise air will be 
drawn up through the trocar. In many cases this method 
produces a permanent cure. It may be necessary to repeat 
this operation several times. If the sac has been punctured 
several times and then refills again, L. has attempted to per- 
form a cure by injecting a three-per-cent solution of car- 
bolic acid through the trocar. The number of cases treated 
thus far is not sufficient for him to give an opinion as regards 
this plan of treatment. He does not recommend the plan of 
puncturing through the abdominal wall, for he does not consider 
it altogether devoid of danger, but prefers other methods when 
the sac cannot be reached per vaginam. "When none of these 
above-described methods are successful, then we treat the case 
as we do one of pyo-salpinx. 

2. P yo-salpmx . — It is not advisable to operate during the 
acute stage of the disease, unless life be threatened. A cer- 
tain number of the acute cases are cured without any hiter- 
ference. Should this not occur, however,- and if the severe 
acute symptoms have subsided, then it is proper to give free 
vent to the retained pus. This does not mean the immediate 
removal of the tube and perhaps the ovary. Mechanical treat- 
ment, massage, and electrolysis are contra-indicated and dan- 
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gerous. Puncturing tlie sac in pyo-salpinx is not sufficient 
to obtain a cure ; we must slit up the sac and thoroughly 
evacuate the contents. We can incise the sac either through 
the vagina or through the abdomen, or both. Where advis- 
able, L. prefers to incise through the vagina. The vagina is 
thoroughly disinfected and the tumor incised through the pos- 
terior vaginal wall. L. first introduces a canula, and, using 
this as a guide, makes his incision with a long, straight 
knife, large enough to admit of the entrance of the index 
finger. Septa are broken up and masses carefully removed. 
He then allows the escape of all the retained fluid. The 
operation is always xmilateral. The sac is washed out with 
a warm, weak salt solution or with a solution of permanganate- 
of potash. The cavity is then drained with a T-drain oriodo-- 
form gauze. Owing to the fact that the sac has a tendency 
to close rapidly, it is advisable to retain the drain from eight 
to fourteen days, and in order to facilitate the discharge of 
the fluid we should allow our patients to get up the first week 
after the incision. The results of the incision are often as-- 
tonishing. A cure is usually established within six weeks. 
If the sac is not in apposition to the posterior vaginal wall, 
but is anterior and close to the abdominal wall, then L. recom- 
mends an incision through the abdomen. In these cases he 
only operates unilaterally, just the same as in cases of echi- 
nococci, hydronephrosis, and extra-uterine sacs. If the sac 
is large, he prefers to make his incision along the linea alba, 
otherwise he cuts parallel to Poupart’s ligament. He formerly 
drained through the vagina, but found this unnecessary, so 
that now he drains only through the abdominal wound. In 
some cases where there are numerous adhesions, he finds it 
necessary, after making his abdominal incision, to press the sac 
down and then incise through the posteriur vaginal wall as 
well. In some cases all of these above-described methods are 
unsuccessful, and then the tube must be excised. 

3. Ilemato-saljnvK . — If no symptoms arise, it is unnecessary 
to adopt any plan of treatment. If the blood changes into 
pus, then we incise the sac. If a recent hemato-salpinx occurs . 
with pressure symptoms, then the author prefers to do a 
laparatomy. Leonard s. eau. ■ 
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I^. Howard A. Kelly has been mipointed Professor ■ 
of Obstetrics and Gynecology at the Johns Hopkins Uni- 
has been elected a Corresponding Fellow of the • 
Obstetrical and Gynecological Society of Paris. 
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Physicians are cordially invited to be present at tlie meet- 
ing of the Southern Surgical and Gynecological Association 
to be held in Eichmond, Va., N’ovember 10th, 11th, and 12th, 
1891. The following is a partial list of the papers to be read : 

The President’s Annual Address, Louis S. McMurtry, 
M.D,, St. Louis, Mo. ; Eeniarks on Systemic Infection from 
Gonorrhea, illustrated- by Cases, Bedford Broum, M.D., Alex- 
andria, Va. ; The Rational Treatment of Peritonitis based 
upon the Consideration of the Pathological Conditions Present, 
W. D. Haggard, M. D., Easliville, Tenn. ; A Medico-Legal 
Aspect to Pelvic Inflammation, W. W. Potter, M.D., Buffalo, 
hr. Y. ; Complications in Pelvic Surgery, and How to Deal 
with Thera, Joseph Price, M.D., Philadelphia, Pa. ; Chole- 
■cystotomy. Report of Case, Fifty-two Gall Stones and Ten 
()unces of Pus Removed, Success, W. B. Rogers, M.D., 
Memphis, Tenn. ; Some of the Complications of Psoas Ab- 
scess, J. McFadden Gaston, M.D., Atlanta, Ga. ; Laparato- 
mies Pei'forraed in the Past Year, Thomas Opie, M.D., 
Baltimore, Md. ; Im perforation of the Rectum, Geo. Ben. 
Johnston, M.D., Richmond, Va. ; A Case of Induced Aboi>^ 
tion for the Relief of the Hausea and Vomiting of Preg- 
nancy, with Remarks, Christopher Tompkins, M.D., Rich- 
mond, Va. ; Growth of Fibroid Tumors of the Uterus after 
the Menopause, Jos. Taber Johnson, M.D., "Washington, 
D. C. ; The Part the Shoulders Play in the Production of 
Lacei'ation of the Perineum, with Suggestions for its Pre- 
vention, W. D. Haggard, M.D., Hashville, Tenn. ; The Pedi- 
cle in Hysterectomy, How Formed, its Subsecpient Be- 
havior, its Final Condition, 1. S. Stone, M.D., Washington, 
D. C. ; A Case of Pelvic Abscess, John Brownrigg, M.D., 
Columbus, Miss. ; A Case of Cyst of the Mesentery with 
Remarks, J. A. Goggans, M.D., Alexander City, Ala. ;• The 
Female Urethra, K. P., Moore, M.D., Macon, Ga. ; Medieo- 
Legal Aspect of Intestinal Surgery, J. D. S. Davis, M.D., 
Birmingham, Ala. ; Albuminuria, its Relation to Surgical 
Operations, J. W. Long, M.D., Randleman, H. C. ; Hemor- 
rhage mrsus Shock, W. L. Robinson, M.D., Danville, Va. ; 
Treatment of Gall Stones, with Report of Cases, W. E. B. 
Davis, M.D., Birmingham, Ala. Also papers by Hunter 
McGuire, M.D., Duncan Eve, M.D., A. V. L. Brokaw, M.D., 
Chas. A. L. Reed, M.D., W. F. "^Vestmoreland, M.I)., and 
others. 
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COMPLICATIONS IN PELVIC AND ABD03IINAL SURGERY. 
AND HOW TO DEAL WITH THEM.’ 


BY 

JOSEPH PRICE, M.D., 
Philadelphia. 


My reason, briefly stated, for clioosing tlais subject as the 
matter of my paper before this Society, is that the impor- 
tance of recognizing the part that complications play in the 
work of the surgeon is not appreciated by the generality of 
medical men, by general surgeons, and by those who are 
anxious to begin their surgical investigations and trial trips 
by an entrance into the domain of abdominal or pelvic 
surgery. First of all it is to be considered that the com- 
plications in this special branch of surgery are primarily 
those of surgery in general, with many things superadded 
to render them more formidable. By this I mean that' 
shock, the dangers of anesthetization, hemorrhages, etc., 
are all to be found here as they are in all surgical ex- 
perience. But the increment which renders even these more 
formidable than they are in the surgery of the external parts, 

’Read at the fourth annual meeting of the Southern Surgical and Gyne- 
cological Association, at Richmond, November 10th 1S91 
80 
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lies in the fact that the organs dealt with, or in relation with 
those with which it is intended to deal, are the really vital mem- 
bers of the economy. Hence the dangers from shock are in- 
tensified. The blood vessels, too, are to be managed out of 
sight, often at the ends of the fingers only, and a special tac- 
tile sense is really necessary to insure thorough mastery of 
this peculiar difficulty. The general surgeon has, in almost 
all his work, the operation before him, and this is the end 
to which he directs his efforts. The abdominal suropon has 

O 

a general end in view, but besides this he must never forget 
that the accidental operation that he may perchance find 
necessary in order to accomplish his original design may in 
its importance overshadow and surpass all that it was origi- 
nally intended to do. 

It may be the intention of the surgeon to remove the ap- 
pendages for a bleeding fibroid. How, in ordinary opera- 
tions the removal of the uterine appendages is to the skilled 
abdominal or pelvic surgeon one of the simplest of undertak- 
ings. If, however, under the conditions named above, he at- 
tempts to accomplish the removal without holding in mind the 
complications that as a rule exist, he may find, too late in many 
cases, that he has attempted an operation that he cannot finish, 
or, if he does complete, he has also sacrificed his patient or 
rendered her worse off than before. In other words, to accom- 
plish a cure he may have to abandon removal of the appenda- 
ges and perforin hysterectomy, which has but little in common 
with the operation originally proposed. How, if this idea is still 
further carried out, we shall find that complications do not 
confine themselves to one system of organs, but extend to all 
surrounding structures by reason of inflammatory adhesions. 
This is true of bladder, ureters, intestine, omentum, stomach, 
and liver. Adhesions are the bane of abdominal and pelvic 
surgery. They are worse in pelvic than in abdominal sur- 
gery, and hence we see that the greatest mistakes and failures 
are made by those who, from a knowledge of abdominal sui*- 
gery simply, have attempted to deal with pelvic inflamma- 
tions. The abdominal surgeons who can be counted as really 
successful pelvic surgeons are therefore few. This is said 
with no intention of detracting from the importance of abdom- 
inal surgery. The strictly abdominal organs must always 
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enter largely into tlie domain of surgery. Wliat I mean to 
maintain is that, generally speaking, the complications met in 
treating the surgical affections of these organs are far less, and 
accordingly the difficulty of dealing with them is not so great, 
I have briefly outlined the argument by which I wish to 
call attention to the importance of the term complication, 
and the reasons for which it enters more into the work of 
this special branch of surgery than into the surgery of the 
external parts. ISTow let us consider complications in detail 
and how we shall deal with them. In the first place, take ad- 
hesions. These, in all pelvic disease, are apt to fuse the ad- 
jacent structures until they seem to be one conglomerate mass, 
and their integrity is threatened with destruction by the efforts 
to separate them. Here, if we follow the rule of the general 
surgeon or the post-mortem investigator, calamity will be 
our only result. "We cannot use either knife or scissors to 
aid \is. The dexterous use of the finger tips aided by 
the supporting nail is our only resource. We must not ex- 
pect to force our way with violence. Our only hope is to 
investigate carefully, to find a plane of cleavage such as 
the mineralogist finds and utilizes in his scientific investiga- 
tions. These exist no less truly in inflammatoi*y adhesions, 
and it is along such lines that the path of separation must be 
•sought. As they cannot be seen, they can only be felt ; 
and it is here that his delicate tactile sense comes to the aid 
of the experienced surgeon and enables him to distinguish be- 
tween lines of cleavage and advances into the structure of 
the organs which it is necessary to preserve. Once hav- 
ing separated adhesions, it becomes necessary to deal with 
the hemorrhage that often accompanies their breaking up. 
Hemorrhage here is what hemorrhage is nowhere else. 
Ligatures will not control it, styptics cannot be used, and 
pressure caunot be applied indefinitely in the usual Avay. 
How, then, shall we control it? First, we must resort to hot 
water — hot as the surroundings will tolerate without being 
cooked or losing their vitality. I have in mind a recent pa- 
tient that I almost lost by neglecting to flush the pelvis after 
a trying operation. We must get out of our heads the idea 
that irrigation is dangerous. Very often in my experience 
has hot Avater brought about a sjjeedy reaction in patients 
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whose lives were almost despaired of. We are told that irri- 
gation or flushing is dangerous. If the conditions are despe- 
rate, and if the eases do badly, they do so, not on account of 
the flushing, but because of the operation that preceded it» 
Next we have a resort in packing. Gauze packing accurately 
applied to the bleeding or oozing surfaces, so that it can be 
removed without interfering witli the otherwise completed 
operation, is of infinite value in hemorrhage. If absolutely 
cleau and fresh, either salieylated or iodoformized, it cani 
be suffered to remain almost indefinitely, broadly speaking, at 
least up to sixty or seventy-two hours. 

Next we must remember that the drainage tube coutrols 
hemorrhage. The tube is currently spoken of as if it were 
an annex to pelvic surgery, easily dispensed with. I use it 
almost without exception where there have been adhesions- 
My results are better than those obtained without its use. It 
is the testimony of the nurses that cases with drainage have 
more uneventful recoveries than those without it. And there 
is a reason for all this. Drying the pelvis by constant removal of 
fluids gives the leaking vessels a chance to recover themselves 
and become sealed. Moisture thwarts this. ISTow, how shaE 
I take care of the tube? How shall I place it, how shall I 
dress it? All this belongs to the question as to whether it 
shall be used. Hothing will clean a tube so well as frequent 
drainage by the long-nozzled syringe. Capillary drainage will 
not do it, because capillary wick will not take up debi’is that 
gravitates to the bottom of the pelvis, having escaped the irri- 
gation, as it sometimes may do. Again, lymph hardening 
in the capillary meshes destroys its absorbent power and 
thwarts the end for which it is used. Further, if there is the 
least irritating quality in the fluid draining, it is retained in 
the tube by means of the wick and becomes more irritating- 
Lastly, the introduction of wick into a tube, as small as 
should be used and changed as often as is consistent with 
good and efficient drainage, is a matter not nearly so readily 
accomplished as aspiration by the syringe. This is so plain 
as to admit of no controversy. Drain the tube often enough 
to keep it dry ; dress it so as to keep the patient dry and 
clean ; remove it as soon as the discharge is clear — these are- 
the postulates of its successful apjilication. 



AND ABDOMINAL SDEGEBY. 


14:13 


Intestinal adhesions — how are we to deal with them? It 
is evident that the integrity of the bowel is to be maintained. 
Hence, if it is injured, it is to be stitched np by the finest pos- 
sible silk, in the neatest possible way, and so as not to inter- 
fere with its function. Ho holes are to be left in the omentum, 
and stringy masses thereof are to be carefully tied off. We 
should pay especial attention to bringing the omentum down 
into as near a physiological position as possible. Leaving it 
to itself where it may eonti-act adhesions at will wherever it 
pleases, is a sure way to have after-complications to deal with. 
If it is to adhere to anything it should be put where it will 
be likely to cause least trouble. 

Ee-operatiou on old eases is a most discouraging condition 
to contemplate. One never knows what is going to be found. 
There is often very little to be hoped for, and, however great 
the care, the results are often bad. One great cause for re- 
operation has now been banished — I mean the use of strong 
• antiseptics, in solution, spray, and otherwise. They formerly 
were at the bottom of a great deal of post-operative inflamma- 
tion. The direct method of dealing with all pelvic inflamma- 
tion is urgently to be advised. Prompt enucleation cannot fail 
to be more satisfactory than any other means. Puncture per 
vaginam is easily disposed of as unsatisfactory and often dan- 
gerous. When enucleation is practised we have under our eye 
or touch the essential relation of the parts and their environ- 
ments, and we also know to what extent the mischief is con- 
fined to one set of organs, and whether it has complicated this 
or that structure. Not so when any of the so-called conser- 
vative methods are used. Here we grope in the dark. We 
wait until this or that set of symptoms is developed, and vainly 
strive to justify the methods of delay by imaginary refinement 
of diagnosis, which cannot be made outside of the pelvis, to 
say nothing of its impossibility inside it. 

The ]>lea of my paper is for exact, painstaking work that 
shall leave nothing for regret, nothing to do over, nothing to 
explain; that, when put beside methods that palliate without 
curing and are no more a part of real surgery than hypnotism 
is refreshing sleep, shall stand in the light of results as justifi- 
able, scientific, and perfect. 
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HOWARD A. KELLY, M.D., 

Professor of Gynecology and Obstetrics in the Johns Hopkins University. 


“ Sepsis ” is a teehuieal term designating an intoxication pro- 
ceeding from certain forms of necrobiosis, or destruction of 
the minuter elements of tbe tissues. 

Tbe recognition of tbe direct dependence of sucb destruc- 
tive changes upon tbe action of micro-organisms is now the 
very alphabet of the bacteriological laboratory and the key- 
stone of the most important recent advances in pathology. 
The occurrence of sepsis in the human body is also acknowl- 
edged by every surgeon who employs the terms “ antisepsis ” 
and “asepsis,” and I know of no educated medical man to-day 
who does not include them in his vocabulary. 

Suppxmttion is but one of the phenomena (conservative) 
attending the eliorts of certain definite forms of germs to in- 
vade the tissues. 

The common germs of suppurative wounds are the staphy- 
lococoiis pyogenes aureus, the staphylococeus pyogenes albus, 
and the streptococcus pijogenes. 

Prevent the invasion of these germs and you prevent the 
necessity for suppuration. The magnitude of that statement 
I need not discuss in the presence of a body of eminent prac- 
tical surgeons. 

Disinfection is any means put in action for removal or de- 
struction of these pathogenic germs. 

Disinfection of instruments and dressings by means of 
steam, and that by Arnold’s steam-sterilizer, as tested and in- 
troduced by the Johns Hopkins Hospital, absolutely frees 
our armamentarium from this living danger. 

But two important avenues of infection remain — the hands 

’ Read at the fourth annual meeting of the Southern Surgical and Gyne- 
cological Association, at Richmond, November 11th, 1891. 
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of the surgeon^ wliicli will contaminate the wound, and the 
■jgatiente own body (auto-inoculation or auto-infection). 

My recent investigations have led me to important conclu- 
sions relative to both of these sources of infection. To-day I 
shall speak only of the formei', 

I will present my thesis in a series of postulates, which will 
he defended by a parallel series of crucial experiments' which 
consist in cultures taken from the Aands both before and after 
using the various disinfecting agents. 

The method of taking these cultures is as follows : 

The steel blade of a scalpel is brought to a white heat and 
then allowed to cool. With this a visible amount of the 
epidermis is scraped from the palmar surface of the hand, 
or some of the tissue is removed from under the nail. 

The platinum wire, mounted in a glass handle and used for 
inoculating the tubes, is heated white hot, allowed to cool,, 
and by its means the material on the knife blade is trans- 
ferred to the culture medium. The culture tube, contain- 
ing sterilized gelatin or agar-agar, is held obliquely as the 
cotton plug is carefully withdrawn and the gelatin or agar 
stabbed with the inoculated platinum needle, when the 
plug is at once replaced. To discern the separate colonies 
the better, the agar is liquefied by heat and cooled by roll- 
ing it nearly horizontally on a block of ice. In this way 
the germs are widely distributed over a thin layer, and “ roll 
cultures” are obtained after the tubes have remained several 
days in the thermostat. 

I. The Presence of Germs on the Hands. — The staphylococ- 
cus pyogenes albus, and sometimes the aureus, are present in 
enormous numbers on the hands and about the nails of every 
individual associated with medical work in this community. 
This is demonstrated by all the experiments I have con- 
ducted. 

II. The Inadequacy of Soap and Water to remove all 
Germs.— Trxe ordinary practice of washing the hands thor- 
oughly for from five to twenty-five minutes, with soap and 
water and a scrubbing brush, is utterly inadequate to remove 
all the germs. 

> I. acknowledge with pleasure ray indebtedness to my co-workers, Drs. 
Hunter Robb and Albert A. Ghriskey, gynecological resident and gyneco- 
logic-il assistant in the Johns Hopkins Hospital. 
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The undoubted value of such a procedure lies in the fact 
that it constitutes the best form of mechanical disinfection, 
removing all easily detachable epithelial and subungual debris 
loaded with germs, thus reducing the chances of conveying 
infection to those more firmly seated. 

Sixty-five exjyeriinents were made with doctors who scrubbed 
their hands ad libitum (ten to twenty-five minutes) with 
strong brown soap and hot -water frequently changed. 

Eleven of these were outside of the gynecological staff, and 
some who came from a distance felt quite sure of their ability 
to secure aseptic hands witli soap and water alone. In every 
distance of the eleven, myriads of coccal * colonies developed. 

In the remaining fifty -four cultures, taken from my gyne- 
cological assistants and myself, all but nine yielded numerous 
colonies. These nine are mentioned for accuracy’s sake ; 
they are to be explained by the inhibiting power of bichlo- 
ride of mercury used as far back as the day previous, as will 
be shown further on. 

In seven additional experiments with nurses scrubbing 
their hands with soap and water, temperature 40° C. (104°r.), 
for ten minutes, the results are all positive, developing from 
forty to six hundred, and inestimable, colonies of staphylococ- 
cus albxis and a few of aureus. 

In each instance it was known that the test was about to be 
made, and all endeavored, by unusually vigorous efforts, to 
earn the credit of “ no growth.” 

III. Bichloride of Mercury “ Solutions as strong as 1 : 500 
are not germicidal after immersion of the hands for from two 
to five minutes. The mercuric salt acts either by mechani- 
cally coating or chemically combining with some portion of 
the coccus, thus onlij inhibiting further growth until the salt 
is precipitated or removed. 

This I have repeatedly shown to he true following both 
the ordinary practice of immersion of the hands from two to 
five minutes in 1 : 500 and 1 : 1,000 solutions, after a prelimi- 
nary washing for ten minutes with soap and water, and again 
after carefully following out Fiii'bringer’s method, now so 
generally adopted. 

' la aloiost all instances the staphylococcus pyogenes alius. 

* Merck's recrystallized. 
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Tlie latter Tnethod was distinctly shown to be inefficient in 
.’almost every instance. It is briefly the following : 

Clean the nails with a pointed steel. 

Scrub the hands, especiall^’^ the nails, one minute with soap 
:and hot water and a sterilized brush. 

Immerse the hands in alcohol (not under eighty per cent) 
for one minute ; immediately transfer hands, still wet with 
the alcohol, to a freshly-prepared solution of mercuric 
bichloride, 1 : 500, for one minute, when they are siipposed 
to be sterile. 

I exhibit in my hand four tubes can’ying cultures which 
■failed to develop after sterilizing by this method, illusively 
-showing an apparent sterility, for here, on the other hand, 
are the cultures taken from the same Angers after pi'eoijpi- 
tating the Itiohloride with a sterile ammonium sulphide solu- 
tion^ and these show innmnerahle colonies. 

These particular experiments were made in the ordinaxy 
manner last Saturday, and are, I assure you, in no way 
iselected for a demonstration. It is a remarkable fact, of 
great practical importance, that this inhibiting eSect of the 
bichloride holds over on the hands for twenty-four hours. 
In two instances of men who had been away from, the hospital 
■for from four to six weeks, the ammonium sulphide produced 
the characteristic dark stain on the Angers showing the pre- 
•sence of bichloride. Here is the source of error explaining 
the nine negative results in the hands of my stafl: after simple 
-soap-and-water cleansing. We did not then know of this 
property of the sublimate. 

Four experiments were also made with a four-per-cent so- 
lution of lysol ; all yielded colonies. 

Three experiments with peroxide of hydrogen also fur- 
nished abundant colonies. 

lY. Solutions of Potassium Permanganate and Oxalic 
Acid the best Germicides. — illy experiments have demon- 
strated that the permanganate of potash, applied to the hands 
in saturated solution, and then decolorized by a saturated solu- 
tion of oxalic acid, is the most efficient germicide in our 
possession. 

I have followed this practice in all my abdominal opera- 
tions for over two years, and I here present the scientiAc 
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grounds for rehabilitating this old and well-kno-sim disin- 
fectant in this particular field. My method of disinfection 
is : 

1. Scrubbing the hands, with especial attention to the nails 
— not more than one millimetre in length — for ten minutes- 
in water frequently changed, at about 40° C. (104° F.). 

2. Immersion of the hands in a solution of permanganate 
of potash, made by adding an excess of the salt to boiling dis- 
tilled water,' until every part of the hands and lower fore- 
arms is stained a deep mahogany red or almost black color. 
They are then transferred at once to a saturated solution of 
oxalic acid until completely decolorized and of a healthy pink 
color. This decolorization is accompanied by a sense of 
warmth, due to chemical reaction, and a sharp stinging wher- 
ever there is any abrasion of the epidermis. 

3. Washing ofi the oxalic acid in warm sterilized water. 

By this simple process the hands are rendered more nearly 
absolutely aseptic than by any other known means. 

In fifty experiments after disinfection by this method, 
forty-four remained without growth ; the remaining six 
yielded respectively eighty, twenty, ten, nine, five, four- 
colonies — an enormous quantitative difierence in favor of 
permanganate of potash and oxalic acid, as contrasted with 
soap-and-water and corrosive sublimate. 

In conclusion, let me briefly recapitulate the gist of this- 
most important matter. 

I. Staphylococci (mostly albus) were present on the hands- 
of all persons examined. 

II. It is impossible to get rid of these staphylococci by 
scrubbing the hands and nails from ten to twenty-five minutes- 
with a sterilized brush, soap, and water, temperature 40° C.. 
(104° F.). 

(a) Demonstrated by countless colonies developed in one 
hundred per cent of cases examined — nurses and doctors- 
whose hands were infrequently or not at all immersed in bi- 
chloride solutions. 

III. .The bichloride of mercury solutions as used, up to- 
1 : 500, are not germicidal, as supposed. 

■ ’ Cold -water takes up from four to five per cent, boiling water t-wenty- 
five per cent. ; the excess is redeposited on cooling. 



KELLY : HAND DISINFECTION. 


1419 - 


(a) Previous erroneous conclusions as to the efficiency of the 
bichloride shown to be due to an inhibiting action which may 
persist at least twenty-four hours after the last use of the 
drug. 

(b) Precipitation of the bichloride on the fingers with a 
sterile ammonium hydrosniphuret solution yields numerous 
colonies, after complete failure to develop before precipi- 
tating. 

(c) This statement holds good also of Fiirbringer’s method, 
which failed to show germicidal properties. 

{d) Hydrogen peroxide and lysol (four per cent) were tested 
and found wanting. 

lY. The germicidal properties of a saturated solution of 
potassium permanganate, followed by its neutralization in a 
saturated solution of oxalic acid, supported by 

(«) Large number of experiments in which no colonies at 
aU developed, immediately after the demonstration of count- 
less colonies after soap and water. 

(b) In the low percentage of cases in which germs de- 
veloped the number of colonies was small and definite. 

In the present state of our bacteriological knowledge as to 
the causes of inflammation and suppuration, we are bound to 
use every means in our power to avoid sowing any unneces- 
saiy germs in our wounds. Soap and water are, I believe, the 
best disinfectants, if we use but one, for they remove all 
germs which will come away easily. The bicldoride of 
mercury, although dangerous on wounds on account of its 
property- of coagulating and causing necrosis of albuminous 
tissues, has the valuable property of inhibiting those germs 
with which it comes into contact. Permanganate of potash 
and oxalic acid are harmless to the hands and are germicidal. 
Soap and water plus the permanganate of potash and oxalic 
acid are the onl}^ true germicides and therefore the best dis- 
infectants we possess to-day. 
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THE GROWTH OF FIBROID TUJMORS OF THE UTERUS AFTER 

THE MENOPAUSE > 


BY 

JOSEPH TABER JOHNSON, M.D., 
Washington, D. C. 


The teaching of the text hooks, that uterine fibromata cease 
to grow, as a rule, or to give rise to symptoms after the 
menopause, which is so popular in the profession as well as 
out of it, I believe to be quite erroneous. 

• The object of this paper is to put on record cases and 
opinions in opposition to this teaching, and to thus aid in 
recasting our views and in modifying our practice. 

I have, within the past five years, seen at least a dozen 
women with large growing and troublesome fibroid tumors of 
the uterus, who were over 50 years of age, some of them 
over 60. These women had been assured by their physician 
that, if they could get along somehow until after the change 
of life, their tumors would not only stop growing, but that 
they would lessen in size and probably go away altogether — 
at least the troublesome and dangerous symptoms would cer- 
tainly disappear. 

They had been advised against any radical operation, and 
encouraged to believe that as they grew older they would get 
entirely well. 

In perhaps the majority of cases this might prove to be 
very good advice ; but the point which I wish to make is 
that, as we are now better acquainted with the history and 
behavior of these tumors, this is no longer safe advice to 
give. We cannot assure any woman that her tumor may 
prove to be one of the exceptional cases, and that it may not 
grow more rapidly even after the menopause than it did be- 
fore, or that it may not present complications equally dis- 
tressing or disastrous. When from forty to fifty per cent of 

' Re vd at the fourth annual meeting of the Southern Surgical and Gyne- 
cological Association, at Richmond, November 11th, 1891. 
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women siibjected to supravaginal hysterectomy died from the- 
effects of the operation, this was very safe and conservative- 
counsel to follow. The possible dangers of the tmnor were 
not equal to the probable dangers of the operation. 

But since we know more of the complications and possi- 
bilities of these tumors late in life, and of the improved tech- 
nique of operations for their removal, I wish to raise the ques- 
tion as to whether this is any longer the safest advice for a 
woman with a growing fibroid, and nearing the average age- 
of the menopause, to follow. 

At least I hope to so modify prevailing views as to no- 
longer permit any positive assurances that the menopause will, 
bring relief and cause the tumor to shrink up and go away. 

That others have noticed exceptions to the “rule” as stated' 
in the books, the following brief extracts from recent writers- 
will testify ; though I do not intend to burden this short 
paper or tax your patience with quotations from numerous- 
authorities equally within the reach of all the Fellows of this- 
Society. 

In the “Cyclopedia of Obstetrics and Gynecology,” voL 
vii., page 49, Hegar and Kaltenbach say: “The menopause- 
does not, by, any means, cheek the growth of tumors in all 
eases. The tumors sometimes attain a colossal size very 
rapidly at this period, because they undergo fibro-cystic or 
other degeneration, or are nourished by newly developed vas- 
cular adhesions. But the symptoms are by no means directly 
proportionate to the size of the tumoz’s. Even small and 
iziedium-sized tumors may become so annoying on account of 
the pains, peritonitic ii-ritatiou, impaired motion, and inability 
to work, that their removal becomes a vital question to the- 
patients.” 

Borner, in his work on the “ Menopause,” vol. xi., same 
work, says : “ The most important fact of all is the cii’cum- 
stanee to which attention has ali’eady been called in former 
pages, to wit, increase in size of fibromata during "and after- 
the climactei’ic. 

“ As Lawson Tait, for example, observed : ‘ The growth of 
the fibrous tumor does not cease in eveiy case with the cessa- 
tion of the thenses,’ and he opei-ated upon four women who- 
had passed the menopause and suffered with i*apidly growing,- 
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myomata ; ilud Scliorler has reported four histories which 
show the exceptional growth of fibro-rayomata after the 
menopause, I have myself on some occasions been able to 
demonstrate such a condition. A lady, aged 56, who was 
childless, ceased to menstruate at 45, and came to me fifteen 
months ago on account of an abdominal tumor which she her- 
self had noticed two years before. The tumor at that time 
extended upward to within two finger-breadths of the um- 
bilicus. ... A little more than nine months later the tumor 
extended a finger-breadth above the navel, its other dimen- 
sions remaining much the same as before. . . . Three months 
later it showed a marked enlargement in all directions. jSTow 
the lady, by reason of the further increase in all her symp- 
toms, has for sometime entertained the idea of risking a radi- 
cal operation. I have seen two or three other women with 
large interstitial tumors which continued to grow in spite of 
the establishment of the menopause.” 

Skene, in “Diseases of Women,” page 351, says: “The 
rule is that fibroids are never seen before puberty, and they 
usually disappear after the menopause, but not always im- 
mediately after the cessation of the menstrual function. 
Usually the menopause is postponed in cases of fibroma, the 
patient continuing to menstruate until 50 years or over. 
Neither does the decrease in the tumor begin as soon as 
the menses stop in all cases. On the contrary, the organic 
forces which maintained the menstrual function, being no 
longer called for, are devoted to the growth of the fibroma, 
and this growth may go on for some time after the menopause, 
but the rule is that in time the process of atrophy begins and 
the tumor diminishes and finally disappears, or nearly so.” 

The last edition of Thomas, however, just thoroughly re- 
vised by Munde, says, on page 523 : “ Then undergoing a cer- 
tain degree of atrophy with the cessation of the uterine ^and 
ovarian functions, they cease to be to any degree a source of 
annoyance, or at least of danger.” 

Dr. Busey, of Washington, has observed three cases. 

My attention was attracted to this subject two years ago by 
reading a discussion in the Cincinnati Obstetrical Society, in 
which a number of speakers referred to cases which were then 
thought to be notable exceptions to the general rule. Several 
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ispeakers ref erred to large and dangerous tumors vvliich they 
had recently seen in women who had passed the climacteric, 
-and one gentleman referred to a distinguished surgeon abroad 
who had reported twelve cases where uterine fibromata had 
grown into very large and troublesome tumors, requiring re- 
moval some time after the total cessation of the monthly 
periods. 

Scattered here and there in journal literature I have since 
seen eases reported of fibroid tumors continuing to grow after 
the menopause ; and in conversing with many medical inen 
upon this subject, I have scarcely met with a physician of 
experience who has not known of one or more instances with- 
in the limits of his own practice. 

I have notes of the following cases : 

Case I. — Mrs. B., colored, age unknown but evidently over 
60, entered my service in the Providence Hospital in Decem- 
ber, 1888. She had not mensti-uated for twenty years. She 
had been a cook in the family of Dr. Yarrow, a near neigh- 
bor of mine, until the tumoi’, by its size and weight, inca- 
pacitated her for further service. Contrary to our usual 
experience in these eases, her change of life had come on 
very much sooner than usual, I thiuk at about 30, after some 
very- severe hemorrhages. When she came under my care 
her tumor was estimated by a number of physicians to weigh 
at least forty pounds. 

Acting upon the advice of Dr. Waite, of the firm of Waite 
& Bartlett, makers of electrical instruments, from whom T 
had just purchased a powerful battery, I punctured- this im- 
mense tumor through the abdominal wall in the presence of 
a number of medical gentlemen, and gradually turned on a 
•current of two hundred milliamperes. The patient had an 
uncomfortable time for about a week, but after that she felt 
better. 

* I never had the courage to repeat the dose, and the patient 
left the hospital on account of her fear of a second puncture. 
1 saw her a year ago, biTt she was no better. She thought 
she was getting larger, and I agreed with her in this opinion. 

Case II. — In August, 1891, a colored woman, giving her 
■age as .61, entered my service in Columbia Hospital with a 
very large uterine fibroid. She looked as if she were 81 
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instead of 61. She was q^uite gray and very decrepit and' 
feeble. She said she had carried the turuor for upward of 
thirty years. I think she was right about tliis, as she said 
that she was troubled with it ‘‘ previously befo’ de wah.” 

She said she had not menstruated for more than twenty 
years, and that the tumor had doubled in size within the last 
five, very much to her astonishment, as she had been told it 
would go away after the change of life. She went on from 
bad to worse, and died in a few weeks after her admission. 
"We simply tried to make her as comfortable as possible. Her 
feet and legs were enormously swollen, and the abdomen con- 
tained about a gallon of fluid, causing much cardiac and 
I’espiratory trouble. The upper part of the tumor was found 
at the post-mortem tohave undergone calcareous degeneration. 
Indeed, a portion of it weighing about twenty pounds was as 
hard as bone ; knives or chisels made no impression upon it. 
We, however, sawed out a section of the tumor. 

Another lobe of it had undergone cystic degeneration, 
which, upon section, discharged a quart or more of foul-smell- 
ing fluid. The ureters were enlarged to the size of the little 
finger, and both contained pus. The kidneys were both en- 
larged, softened, and dilated, and their pelves contained pus. 
The peritoneum was greatly thickened. 

These are the dangers which threaten patients with large 
fibroids late in life. 

The peritoneum and the abdominal viscera will tolerate a 
surprising amount of pressure and mechanical interference ; 
but we‘ cannot calculate with any degree of certainty at 
what point of endurance this toleration will cease. In 
pregnancy, when it is unfortunately associated with albu- 
minuria, the belief exists in the professional mind that the 
kidneys have been interfered with in some unusual way by 
pressure to eause the symptoms to culminate in eclampsia. 
Something else must combine, in the exceptional cases, with 
the pressure or the meehanical interference of the uterine 
tumor to cause the albuminuria, uremic convulsions, coma, 
and death. What that something is has not yet been accu- 
rately determined. It has been ascertained, however, by 
Tancourt "Barnes and others, that albuminuria exists in 
about the same proportion of cases of fibroid tumors as in 
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pregnant women ; and I believe that many a woman has been 
reported to the health oflBce as having died of kidney disease, 
or intestinal obstruction, or cystitis, or hemorrhage, or diar- 
rhea, or exhaustion, or anemia, or peritonitis, when the ex- 
citing and real cause of her death was a fibroid tumor of the 
uterus. ■ The complicating disturbances are more fatal in 
women past 50 years of age, as their powers of resistance are 
less, and the abdominal viscera cannot reasonably be expected 
to so safely tolerate these interferences and long-continued 
and increasing pressure after the child-bearing period has 
passed. 

The danger of these tumors undergoing calcareous and 
cystic degeneration increases after the menopause, although,, 
as I said in the beginning, most authors teach that these cases 
are more exceptional than our later experience justifies us 
in believing is actually the case. Most of the cases within 
my own experience have become cystic, and it is quite pos- 
sible that what has appeared to be a growth of the tumor has 
been in reality a cystic degeneration. Though the tumor has 
greatly increased in size and produced symptoms of a most 
distressing character, this may have been no true growth of 
the tumor. This subject was recently discussed in the medi- 
cal society of my own city, and the belief was expressed by 
Prof, Kleinschmidt and others that this was the case. New, 
vascular connections with the omentum and other tissues 
explain the growth in some cases after the usual atrophy 
occurs in tlie uterus and the appendages. The blood supply 
and nourishment of fibromata are thus kept up, and they 
continue to ‘ grow notwithstanding the senile atrophy of the- 
uterus and ovaries. This probably explains the few cases 
reported of an increase in size o/ the tumor after removal of 
the appendages for the relief of bleeding caused by myomata^ 

Case III. — The second case I operated upon in Columbia 
Hospital was a colored woman, age 59, who hatl carried a large- 
fibroid for twenty years. Her condition was a pitiable one, and 
she was very desirous for the removal of the tumor. I ex- 
plained to her all the risks and dangers of supravaginal hys- 
terectomy, but she insisted on the operation. I still hesitated, 
and sent her away to the country for three months, at the 
expiration of which time she returned and demanded that 
90 
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I should keep my promise. She was twelve years past her 
menopanse. 

I encountered many adhesions at the operation, and she 
lost some blood. The incision was very long, and one lobe of 
the tumor extended up by ‘the side of the liver. 

In lifting this lobe out of the wound my fingers penetrated 
its softened posterior wall, and at least two quarts of most 
offensive-smelling fluid gushed out into the abdominal cav- 
ity. The operation of supravaginal hysterectomy was fin- 
ished in the usual way. The abdominal cavity was washed 
out and a drain tube left in. The patient did not rally well. 
She vomited much at first from the effects of the ether, and 
suffered considerably from pain. A hypodermic injection of 
morphia was given in my absence, and the vomiting returned 
and continued until her death on the fifth day. How much 
influence the morphia had in aiding the result I, of course, do 
not know. Its use is opposed to recent views and to my own 
practice. It certainly provoked nausea and prevented the 
stomach from retaining food, which was, however, given by 
the rectum. 

Ho post-mortem was permitted, but her death was put 
down to exhaustion, as there were no evidences of peritonitis, 
though there was plenty of cause for her having it from both 
traumatism and sepsis. 

Case TV., also at Columbia Hospital, was a colored woman, 
apparently over 50, who still had an occasional menstrual pe- 
riod, and also an immense fibroid tumor which had undergone 
cystic degeneration. "When the recent Medical Congress was 
in session I invited a number of distinguished gynecologists 
to see her, and, while they all urged an operation, they all 
differed in their diagnosis. , 

At the operation I removed a forty-four-pound fibro-cystic 
tumor of the uterus, and in this case the patient seemed to 
die either from shock or the anesthetic ; at least she never 
rallied, and died in about an hour after being put to bed. She 
lost less than a pint of blood, and no hemorrhage occurred 
after the operation. 

Sir Spencer Wells reports in his book on “Uterine and 
Ovarian Tumors ” twelve operations on fibroid and fibro-cys- 
tic tumors of the uterus in women over 50 years of age and 
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presumably past the menopause — though he does ,not state 
this fact — with six recoveries and six deaths. In his table of 
one thousand ovariotomies it is clearJy shown that the mor- 
fality is greater after 50 than before. I presume this is true 
of most severe surgical operations. It is fair to presume 
that if these women had been operated on earlier their 
■chances for a successful issue would have been much im- 
proved. I think the following conclusions may be fairly 
drawn from the foregoing remarks : 

1. That the “rule” stated in the text books, that uterine 
fibromata cease to grow after the menopause, has many more 
■exceptions than is generally supposed. 

2. That when they continue to grow after the menopause, 
they pursue a more disastrous course than before. 

3. They more frequently become cystic, calcareous, or have 
■abscesses develop in them. 

4. These conditions requiring operation according to well- 
known rules of’ surgery, the patients are in a less favorable 
condition for recovery than before the menopause. 

5. If the above conclusions are admitted to be true, it must 
follow that they furnish additional indications for more fre- 
quent and earlier resort to the radical operation. 

In the hands of, the best operators, in eases where a pedicle 
can be secured, the mortality of supravaginal hysterectomy is 
rapidly approaching that of ovariotomy. 


A MEDICO-LEGAL ASPECT TO PELVIC INFLAMMATION. ‘ 


BIT 

WILLIAM WARREN POTTER, M.D., 
Buffalo, N. Y.* 


Pelvic inflammations in women have been described, dis- 
cussed, and debated from almost every point of view imagin- 
able, until our periodical medical literature is flooded with 

‘ Read at the fourth annual meeting of the Southern Surgical and Gyne- 
cological Association, at Richmond, November 10th, 1891. 
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articles on the subject, and medical society transactions are 
teeming and bristling with papers pertaining thereto. This is 
well, for there are yet many unsettled cpiestions relating to 
this important subject. So far, however, I have not observed 
that any one has undertaken to discuss these intrapelvic con- 
ditions from a medico-legal standpoint. It is lUy purpose in 
this paper to present that aspect of the question, taking for 
my text a case that developed an interesting problem in that 
respect. 

History . — The following is an epitomized history of a case 
which will illustrate the chief points that I wish to consider 
on this occasion : 

A married woman, 22 years old and in the sixth month of 
pregnancy, fell into a shallow trench or excavation that was 
left open during the laying of a new street pavement. She 
was immediately helped out by her husband and walked 
home, a distance of several blocks. She made little or no 
complaint of the accident for a fortnight, when she began 
to complain of pain over the lower abdomen, and called in 
a physician, who pronounced her sutfering with diffuse or 
general peritonitis. This attack subsided in due time, only 
to be followed by another, and still another within the next 
few weeks. 

About three and a half months after the alleged fall she 
was delivered by forceps, apparently at term, of a still-born 
child. The fetus was described as emaciated but not putres- 
cent, and it was ascertained that motion had been felt by the 
mother a few hours before delivery. After a reasonably 
prompt puerperal convalescence, the woman began to com- 
plain of pain in the right hip joint, which was so persist- 
ent that a physician, not her attendant during delivery, was 
called. This physician was in attendance for a short time, 
but, as relief was not obtained under his ministrations, she 
recalled her first medical adviser and re-established him in 
charge of her case. The pain meanwhile continued, and her 
physical condition was such as to excite considerable appre- 
hension, so her physician called as counsel a surgeon. He 
diagnosticated it to be a case of hip-joint disease, and the ex- 
tremity was placed in an extension splint such as is ordina- 
rily used by surgeons in coxitis. This dressing was kept upon 
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■the extremity for a period of two montlis or more, at the end 
of which time she was pronounced sufficiently cured to dis- 
pense with the extension apparatus. 

In the meantime a suit for damages had been entered 
against the city, with the paving qontractors as co-defendants.. 
Before it came to trial I was invited by the counsel for the 
defendants to examine the patient in association with an ac- 
complished specialist. Dr. M. D. Mann, of Buffalo, with a 
view to determine her present condition, and, if possible, the 
cause of her ill health. We found an inflammatory mass in 
the pelvis on the right side of the uterus. • It was tender and 
indicative of tubal disease. The hip joint was mobile, not 
shortened, and was free from deformity or roughness, and 
besides there was nothinof to indicate that it had ever been 
the seat of tubercular disease, or any bone malady what- 
soever. 

There also were present at this consultation the attending 
physician and Dr. B. H. Daggett, of Buffalo, a surgeon of ex- 
perience, and it was the opinion that there never had been 
any joint disease, but that the woman had suffered from reflex 
pain in the hip caused by recurrent pelvic inflammation, of 
the existence of which latter we found unmistakable evidence. 

The counsel for the prosecution at the trial contended that 
the woman had received an injury at the time of the alleged 
fall, which subsequently caused the birth of a still-born child, 
and which also produced hip-joint disease ; that a competent 
surgeon had been employed, who cured the hip in a few weeks, 
so tliat now no trace of the disease remained, and that the 
woman was practically well, but that damages were asked on 
account of the ill liealth which ensued as a direct result of 
the alleged injury and which subsequently caused the still- 
birth. On the other hand, the defence maintained that the 
woman was seized with pelvic peritonitis, due to disease of 
the appendages ; that she had several recurrent attacks prior 
to delivery; that subsequent to delivery she suffered from 
joint reflexes incident to the repeated attacks of local or pelvic 
peritonitis, and that subsequently she recovered therefrom in 
su far as the joint itself was concerned. It was further con- 
tended that the masses still within the pelvis were indicative 
of thickened and inflamed tubes, and that she was yet liable to 
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recurrences of similar attacks. The theory for the prosecu- 
tion was supported by the attendint^ physician and- the sur- 
geon who treated the joint for hip disease. The theory of 
the defendants was supported by the testimony of Dr. Mann, 
Dr. Daggett, and myself. A verdict was given the plaintiff 
for about $2,000, as I remember, the claim having been for a. 
much larger sum. An appeal was taken. 

I have been somewhat minute in this description, so that 
the medico-legal bearing of all the essential points may be 
placed before the Association for discussion. 

RemarJcs . — The reflexes pertaining to diseases of the pelvic 
organs in women are many and various. For the most part 
they have been recognized and well described by writers, and 
have come to be understood as such common accompaniments 
of these disorders that very little remains to be said in re- 
gard to the majority of them. These reflexes are manifested 
through both the eerebro-spinal and the vaso-motor system of 
nerves. They are of a character, generally speaking, to make 
a woman more miserable than the disease which is their un- 
derlying cause, the fons et origo of her ill health. Many 
of them have become classic and have been amply catalogued 
in the text books. It is my purpose at this time to direct 
the attention of the Association especially to a class of reflex 
symptoms which are frequently manifest during the course of, 
or consecutive to pelvic inflammation, and which I have seen 
manifested in the larger joints, especially the hip and knee. 

I presume it has fallen to the lot of many in this presence 
often to have seen women who have complained of pain in the 
joints and extremities during the progress of pelvic disease,, 
and which they have recognized readily as reflex in charac- 
ter. It has been a frequent occurrence in my own observation 
to meet with such, but it is not common to meet with a case 
where the symptoms were apparently so clearly misinter- 
preted and such extreme treatment applied as in the one re- 
lated. It is a common observation that general surgeons are 
apt to misinterpret the real import of symptoms in cases of 
a similar nature, which of course logically leads to the misap- 
plication of remedial measures. There is no intent in these 
criticisms to reflect on the skill of those who practise general 
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surgeiy. In the management of these eases they are, in the 
opinion of many, simply out of their legitimate sphere. 

If we reflect a moment on the peculiar relationship of the 
hip joint to the pelvis, and particularly upon its intimate 
nerve communication with the pelvic organs, we shall be 
able to appreciate the great liability it has to sympathy with 
any disease located in those organs, A. low-down backache 
has always been regarded as one of the commoner symp- 
toms connected with pelvic disorder, and it is very easy to 
understand how a disturbance of the cord in this locality 
may be carried downward and outward through the saero- 
seiatic foramen, along the great sciatic nerve, and, by its 
articular branch, into the joint itself. The deep gluteal re- 
gion and the structures surrounding are often the seat of 
severe and continued pain, as we have all many times ob- 
served, and it is quite possible that neuralgia, rheumatism, 
and various other names have been given because of these 
symptoms, when in reality they were only reflexes of true 
pelvic disease. 

The attention of the Association is invited to a paper by 
Dr. E. H. Sayre, read at a recent meeting of the Orthopedic 
Section of the New York Academy of Medicine, entitled 
“The Importance of Thorough Examination in Suspected 
Pott’s Disease,” ‘ In this paper Dr. Sayre refers to the fact 
that many eases have been treated for genuine Pott’s disease, 
with corsets and braces, that were afterward ascertained to be 
due to disease of the pelvic organs with spinal reflexes simu- 
lating Pott’s disease. Pie had himself treated a lady, 26 
years of age, who had received an injury of the right hip, 
which was followed by severe pain in the back and lower 
extremities. These pains were worse at night. A prominent 
physician whom she consulted pronounced her case Pott’s 
disease and applied a leather corset. She grew worse under 
this treatment, until there was loss of power in both legs and 
arms. Two other competent physicians made a similar diag- 
nosis, and various braces and plaster jackets were applied 
without benefit. When she first came to the author she Avas 
still wearing a plaster jacket, though she could then Avalk 
with difliculty and was bent forward. She suffered pain 
* Buffalo Medical and Surgical .Journal, vol. xxx., p. 637. 
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from every jar ; there was rigidity of the spinal muscles, 
and she complained of pains in the lower part of the abdo- 
men, running down the thighs. In this case the uterus was 
found to be retroverted and bound down by adhesions, and 
Alexander’s operation, followed by the use of a pessary, fara- 
dism, and other measures, finally restored her to health. He 
related two other cases of a similar nature. From this it 
would seem as though the spinal cord and its vai’ious projec- 
tions furnished a favorite field for the manifestation of pelvic 
refiexes, and it is in the hope that further light may be 
thrown upon this important field of research that I have 
introduced the subject for discussion before the Association 
at this time. 

The principal points of emphasis are : 

1. The intimate anatomical relations between tlie pelvic 
organs and the larger joints of the lower extremities, espe- 
cially the hip and knee joint, render them liable to reflexes. 

2. The importance of careful primary diagnosis, lest grave 
errors and possible disastrous consequences may result from 
treatment. 

3. The medico-legal bearing that errors of judgment in 
diagnosis and treatment may have in relation to the patient, 
as well as upon the reputation of tke physician. 

284 rRANKLiN Street. 


THE PEDICLE IN HYSTERECTOMY: 

HOW FORMED; ITS SUBSEQUENT BEHAVIOR; ITS FIN^VI, CONDITION.' 


BY 

I. S. STONE, M.D., 

Late Member of the Board of Medical Examiners of Virginia ; Fellow of the American 
Association of Obstetriclatus and Gynecologists, and of the British 
Gynecological Society; Surgeon to Columbia Hospital 
for Women, etc., Washington, D. C. 


OVith colored plate.) 


This subject may well be discussed at the present time, 
as there is, without doubt, a revival of interest in the opera- 

' Read at the fourth annual naeeting of the Southern Surgical and Gyne- 
cological Association, at Richmond, November 11th, 1891. 
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iiion of supravaginal liystereetoniy and a growing demand for 
its performance. "VYe note, in proof of this declaration, the 
improved statistics, which are now far better than those of 
ovariotomy after it had become a well-established proce- 
dure. Thus in 1873 hysterectomy gave, according to Boinet, 
a mortality of 76.2 per cent; in 1875, according to Pozzi, a 
mortality of 61.7 per cent ; in 1879, according to Le Tonrsey, 
•a mortality of 43 per cent ; in 1882, according to Thornton, a 
mortality of 40 per cent; in 1883, according to Schwartz, a 
mortality of 37.5 per cent; in 1884, according to Ainiot, a 
mortality of 25.32 per cent, while at the present time several 
operators have reached 9 per cent, which is about the best yet 
attained, save in a few brilliant instances that the majority 
may scarcely hope to equal. When we reflect that Burnham 
did the first successful extirpation of the uterus in 1853, 
these latter results are indeed a cause for congratulation. We 
notice, in reviewing the literature of hysterectomy, that au- 
thors have shown decidedly better results from simple myo- 
mectomy, where the uterus is left in its entirety. There is 
also less risk from enucleation of myomata than in the entire 
removal of the uterus. We shall first refer to 

The Ext/i'ajpevitoneal Method . — The tumor is drawn well out 
of the incision and all adhesions tied off. The sui'geon must 
at once decide the question as to the plan of dealing with the 
broad ligaments, which are usually found stretched upon the 
growth on either side. Should the mass prove to be pedicu- 
lated, it may not be necessary to tie the ligaments or remove 
the uterine appendages, unless the latter are diseased. But 
the surgeon will generally find necessity for getting down 
further into the pelvis, and in order to do this must sever the 
broad ligaments,' tie them securely, and drop them, or clamp 
them with large pressure forceps and leave them to be dealt 
with after the tumor has been removed. It is worthy of re- 
mark that most surgeons now tie the broad ligaments and 
then surround the base of the growth with a temporary elastic 
ligature before cutting away the tumor, thus avoiding hemor- 
rhage. Mr. Tait has reduced his moi’tality from 35.7 per 
cent to 11.3 per cent by thus getting rid of the traction ex- 
erted by these ligaments upon the pedicle. Although many 
cases will require the use of the elastic ligature of Kleeburg, 
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it is still probable that some surgeons may continue to use tlie 
wire only. Yet it is quite possible that in the future other 
methods may greatly grow in favor and the wire of Koeberle 
be less in vogue. In either case the elastic ligature is con- 
venient, and does not prevent the after-use of wire if it is 
desired to complete the operation extraperitoneally. Until 
recent date !Mr. Keith had the best record of success, pre- 
ferring the clamp for the pedicle. To Dr. Bantock has been 
accorded the credit of bringing the “ extraperitoneal method”’ 
with the wire to its present state of perfection, although he 
says Pean deserves the honor of its introduction to public 
favor. Dr. Bantock uses his modification of the Koeberle 
serre-noeud and a peculiar wire made, according to his direc- 
tion, of “ delta metal.” He does not always use the elas- 
tic ligature, but uses the serre-nceud whenever it is possible. 
The capsule of the tumor is in some cases cut and stripped 
down for some inches, leaving the myomatous tissue uncov- 
ered, and the wire is applied to this outside the peritoneum. 
The capsule is sewed to the peritoneum or abdominal wall,, 
as thought best by the operator, thus leaving the abdomen 
quite securely closed. In many cases the wire may be thrown 
around the base of the tumor as soon as it is drawn from the 
abdomen; there may be a well-shaped pedicle; the broad 
ligaments may not interfere, or may be included with the 
pedicle in the wire ; the Fallopian tubes and ovaries may 
likewise require no special care, and are by some surgeons 
included in the wire and removed with the tumor. These 
cases afford the surgeon an opportunity to quickly finish an 
important operation where the patient is in ea-tremis from 
any cause. There can be no doubt of the value of tliis quick 
method of securing the pedicle in many cases, but there is 
still a desire to avoid the inevitable necrosis of the constricted 
tissues, which may yet result in a better operation. The 
other methods of extraperitoneal treatment by elastic liga- 
ture, as done by Hegar and Kaltenbach, do not necessitate de- 
tailed description here, as they are not only described in the 
text books, but in reality require just the same formation of 
the pedicle. 

The Intraperitoneal Method . — In any operation we may 
unexpectedly meet with disaster or be obliged to change our 
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20 urse in order to avoid it. Thus, in hysterectomy we may* 
plan to doasBantock, Tait, Price, or otliers may suggest, but, 
owing to the nature of tlie growth or its attachments, we are 
obliged to leave out of consideration altogether what others 
have done; and act according to what may be best, even though 
it may involve an untried problem. We shall always be oc- 
casionally compelled to complete a hysterectomy after the 
method of Schroder, even though the best results do not 
follow this treatment of the pedicle. Therefore a few words 
on the best plan of arranging the stump may not be untimely. 
By reference to the plate we may see at a glance what it is 
cjuite difficult to describe. While this method requires more 
time than the usual plan of fixing the pedicle in the wound, it 
possesses the following desirable features : 1, It allows a closed 
abdominal wound, unless drainage is necessary ; 2, avoidance 
of the usual raw surface as in extraperitoneal cases; and 3, by 
it we may safely complete an operation where the pedicle can- 
not be made to reach the abdominal wound. While the dan- 
ger of hemorrhage has heretofore caused this method to be 
avoided, there should no longer be any hesitation upon that 
plea. If there is the same care exercised in the technique 
of this operation as in other difficult cases, there should be 
very little danger of sepsis. These two principal objections 
may be removed by carefully following the suggestions which 
accompany the plate. But there remains one very impor- 
tant objection to be overcome which may prevent this plan 
from being adopted by preference — the element of time^ 
There seems to be no way of reducing the time, required 
to perform this operation properly under one hour. The old 
plan of ligating the base of any sized fibroid with silk or other 
material, and cutting away the tumor, thus leaving a broad, 
raw surface within the abdomen to slough or bleed or other- 
wise imperil the life of the woman, is probably ybreyer a thing 
of the past. But there may be need for some plan for the 
intraperitoneal treatment of the pedicle, and I respectfully 
call the attention of the Society to the modifications suggested 
in the plate. 

The Yentro- Fixation MethodT — This modification of the 
two preceding methods is intended to fill an important place 
in the operation of hysterectomy. It is without doubt useful 
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Ill some cases of short pedicle, and is otherwise to be seleete,d 
in preference to the other methods. Buttlie most important 
and beneficial results are following its performance, and it 
is first of all gmng a shoH convalescence. Fritseli’ first used 
this metliod and popularized it, having nineteen eases without 
a death. Then Sanger and Kelly have reported very success- 
ful results. 

The plate. Fig. 2, sliows the position of the pedicle and its 
relation to the wound. TJie parietal peritoneum is sewed to 
that of the pedicle below the approximation sutures, and any 
bleeding or oozing of serum from its upper surface must 
escape outside the abdominal cavity. The pedicle is arranged 
just as it should be for the intraperitoneal treatment. A 
drainage tube may be left in the cavit}’’, if required. The 
suspensory sutures of silkworm gut are very satisfactory and 
may be removed in one week. They are not tied, but' are 
merely twisted, and are removed with perfect ease by un- 
twisting; and I prefer cutting one side short, as in removing 
sutures in abdominal incision, to avoid infecting the tract as 
they are withdrawn. 

The operation has done well in my hands, and I have only 
to commend it. The nature of the capsule, its tendency to 
contract and cause separation of sutures or slipping of liga- 
tures, will always cause very much greater care to be exer- 
‘ See Hart and Barbour, p. 440. 


EXPLANATION OF PLATE. 

Fig. 1 shows serre-nceud applied after capsule is separated fiom the pedicle. The 
pin is not always necessary, as the capsule may he secured to the abdominal wall. 

Fig. 2, transverse section of abdomen, showing pedicle in position under the wound. 
The uterine arteries are shown surrounded by ligatures. The suspensory sutures and 
those used in closing in the capsule and reducing the stump are shown. Note the suture 
jjassing through the abdominal wall and then through the pedicle. Two of these are 
used. 

Fig. 3 shows the application of the elastic ligature after section of broad liga- 
ments. The capsule has been separated from the tumor, and tumor cut below its free 
border. The dotted lines show portion to be excavated. The capsule may be sewed 
down upon this surface if pedicle is too short to fasten in the wound ; or the wire may 
be applied to the capsule above the uterine tissues, and the usual course pursued in extra- 
peritoneal method. 

Pig. 4, section of pedicle as arranged tor intraperitoneal method. The myomatous 
tissue has been well excavated; the cervical canal cauterized if opened. The uterine 
arteries are ligated. Catgut sutures have closed up the interior surface and hold the 
-capsular surface down into the sulcus. Silk sutures may be used above to give greater 
security. This arrangement provides against hemorrhage from contraction of the 
cap.sule, and consequent opening of the wound. The pedicle, when thus treated, is 
equally weU adapted to be sewed in the w-ound or dropped. 
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cised' in treating the pedicle and wound in hysterectomy 
than ill ovariotomy ; but we are confident that success will; 
follow in this operation along the lines mentioned in this, 
paper, rather than in any operation i-equiring entire remo- 
val of. the stump of the uterus (Frenud’s operation), or by 
turning the pedicle into the vagina as suggested by Byford. 

^ The Subsequent Behavior of the Pedicle. — When the pedi- 
cle is properly arranged and adjusted in or below the abdom- 
inal incision, the peritoneal surfaces soon become adherent 
and prevent the escape of fluids into the cavity. It is an 
easy matter to place a few catgut sutures, which give addi- 
. tional security, and the author always adopts this safeguard - 
The wire or clamp, when kept tight, may soon cut off the 
stump above it, as in one of my cases in four days. But, on 
the contrary, the wire may remain so long that it becomes a 
difficult matter to remove it. I have seen the wire remain 
nearly three weeks. It is not necessary to say how long such 
powerful pressure as that exerted by a Koeberle serre-noeud 
may be recpiired to crush add even separate any pedicle, but 
this is true, that no long-continued jqressure is needed. It wdll 
probably be found that the wire in these prolonged eases has- 
been overgrown by healthy granulations, and its presence is 
unnecessary and possibly hurtful. In a word, from seven to- 
ten days is long enough. If there are any ivho think that 
the wire can produce a dry necrosis ” without the usual con- 
comitant signs of sloughing, they are sure to meet with disap- 
pointment. I frankly confess to have always seen it, and do- 
not know why there should be any claim made to prevent 
, suppuration in these more than in any other conditions where- 
the nerve and blood supply are positively cut off. There is 
always necrosis, extending some distance below the wire. In 
all eases under my observation it was found that considerable 
discharge came from the centre of- the pedicle, and a “pit”' 
extended down sevei-al inches and of course into the base of 
the pedicle. It is my belief that all pedicles are reduced 
greatly in size after the operation through the agency and by- 
reason of this discharge of degenerated or necrosed myoma- 
tous, tissue. Should there be left in the pedicle a centre of 
myomatous development, there will be formed another tumor,, 
unless its libei-ation occurs in the manner described, or as in a 
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case of Homans’,* where a myoma was removed from tlie uterus, 
leaving a broad base several iuches in diameter. The patient 
did fairly well until about the time the stitches were removed, 
when the base of the myoma began to be extruded through 
the wound. After much coaxing by rubber bands, the mass 
was brought away (the base being cut oft by silk cord), weigh- 
ing four pounds. In this case the patient recovered, although 
there was rise of temperature and much anxiety was felt as to 
her condition. 

These remarks are made strictly in view of the extraperi- 
toneal method of treatment of the pedicle. In the cases 
of intraperitoneal treatment there is much room for specu- 
lation as to the process of involution through which the pedi- 
cle passes. It is probable that in all cases the reduction in 
size — which I have noticed in all cases where opportunity was 
afforded — is due to a fatty degeneration occurring in the por- 
tion of myomatous tissue remaining enclosed in the capsule 
of the pedicle, and aided by the pressure of the remaining 
uterine muscular contraction and blood supply. When the 
pedicle is secured in the wound and is amputated by a wire 
or clamp, it is quite certain that the granulating suiTaces 
of abdominal wall and uterine or capsular tissues interlace 
and become as one mass. The pedicle in these cases remains 
firmly secured in and under the ivound. In the method by 
fixation the adhesions formed between peritoneum and peri- 
toneum appear to answer equally well ; for in at least all the 
cases observed there was firm fixation to the abdominal 
wall. In the subfixation cases all traction is reduced to the 
minimum by severing the broad ligaments ; but should there 
be traction exerted following any method, the pedicle will 
be drawn downward, and finally a suspensoiy ligament will 
be formed of peritoneum, long enough to leave the cervix 
uteri quite free and movable, as I have more than once 
observed. 

In conclusion I have but to mention the statistics of three 
principal methods used by operators in supravaginal hyste- 
rectomy : “ 

For the extraperitoneal fixation, 82. T5 in 100 cases cured. 

1 Vide Boston Med. and Surg. Jour., April, 1885, page 314. 

“,;Amiot’s Thesis. 
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' For the ventro-fixation method, or “ mixed method with 
drainage,” 75 cures in 100 cases. 

For the intraperitoneal, 59.53 cures in 100. 

These figures give only relative information. They are 
taken from results of all operators. In the hands of some 
the second, or ventro-fixation, gives as good or better results 
than either of the others. 

My thanks are due to my friend Dr. W. P, Carr, of "Wash- 
ington, for assistance in the preparation of the illustrations. 


THE IDEA.L DRESSING FOR THE ABDOMINAL WOUND. 


BY 

HOWARD A. KELLY, M.D., . 

Professor of Gynecology and Obstetrics in the Johns Hopkins University; Gynecologist 
and Obstetrician to the Johns Hopkins Hospital. 


One of my earliest efforts in abdominal surgery was to im- 
prove the dressing of the wound in the abdominal wall. The 
dressings then and now in use consisted of layers of cotton, 
sterilized or impregnated with antiseptic solutions, or alter- 
nating layers of various impermeable or antiseptic substances. 
The whole purpose of such a method clearly depends upon 
preventing access of pathogenic germs to the wound by 
heaping up impassable barriers on the patient’s belly. To 
the practical eye noting' the impossibility of affording ade- 
quate protection of this sort around the mons veneris and 
the creases of the thigh, where septic matter is most prone 
to enter, the inconsistencies are but too evident; for every 
movement of .the patient which slides the dressings a lit- 
tle on the body and tends to displace them, as well as the 
necessary attentions to the genitals on the part of the nurse, 
each time open up this avenue of infection. Convinced of 
these facts, I abandoned this form of dressing and adopted a 
variety of dry and moist dressings, all the time casting about 
in my mind to determine just what was needed to establish 
an ideal dressing. 

O 
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The ideal dressing would seem to be a solution or paste- 
which would quickly harden until it formed a thin, flexible, 
impenetrable layer over the wound and the surrounding skin, 
which would be thus hermetically sealed, in this way abso- 
lutely preventing any invasion of the wound from the out- 
side and preserving the aseptic conditions established at the 
operation. It would also be desirable, if possible, to add to 
these qualities the property of transparency, allowing the 
line of the wound and the stitches to remain under constant 
observation, noting changes without disturbing the dressing.. 
A dressing possessing such qualifl cations may certainly be 
named ideal. 

My researches have been in large measure rewarded ; for, 
altkougli unable to secure a transparent dressing unaflected 
by cotton or other protective in contact with it, I have found, 
and for two years past used, a dressing which hermetically 
seals the wound in a thin layer, with certainty preventing the- 
invasion of pathogenic organisms from without. This dress- 
ing is easily made, simple, and always satisfactory. After 
closure of the incision, the skin, the line of the wound, and 
the sutures are dried, and two layers of sterilized gauze or 
cheese-cloth, large enough to project five to ten centimetres- 
(two to four inches) beyond the incision on all sides, laid on 
the skin. This is saturated with the following adhesive mix- 
ture, which is evenly distributed over the whole surface. 

Squibb’s Ether, or ‘Washed Ether, and 

Alcohol, absolute equal parts 

Bichloride of Mercury (Merck’s re- 

cryst.). . . .enough to make the solution ximnr 
[Anthony’s] Snowy cotton, enough to make a 
syrupy consistence, added in small pieces, 
stirring. 

As soon as this is poured over the wound evaporation begins 
to take place at once, and the celluloidin hardens, gumming- 
the gauze fast to the skin. To avoid delay in waiting for this 
to grow quite hard, and to prevent adhesion to the cotton 
applied above it, the whole surface is freely dusted over witE 
a finely powdered mixture of iodoform and boric acid : 
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Pul vis lodoformi 4 grammes, or 1 drachm. 

Acidi Borici 28 grammes, or 7 drachms. 

M. exactissime. S. Dust freely on wound. 

This powder is of itself an invaluable protective, luse it 
constantly in obstetric cases, separating the labia and throw- 
ing it into the vagina, where it acts as a guard to the vaginal 
outlet against septic invasion from without. 

The wound thus sealed with celluloidin gauze may be left 
untouched for a week or more, when the dressing should be 
softened with water, or more rapidly with ether, the gauze 
lifted off, and the stitches taken out. 

If there are any signs of suppuration, as evinced by pain, 
local tenderness and redness, associated with elevated tempera- 
ture, the dressing should be removed earlier and the discharge 
of the stitch-hole abscess promoted in the usual way. 

The purpose of cotton heaped up on the abdomen is now 
no longer protective and antiseptic; it merely serves the pur- 
pose of padding out the inequalities for the application of 
the bandage. Common cotton maybe substituted for absorb- 
ent and prepared cotton, by simply sterilizing it in the Arnold 
steam-sterilizer. 


LAPA,UA.TOMIES PERFOKMED DURING THE PAST YEAR.* 


BY 

THOMAS OPIE, MD., 
Baltimore, Md 


Ih new tields the caution and deliberation of the profession 
are especially commendable. The experience of many ob- 
servers is desired ; full and free discussion is sought ; ex- 
tensive statistics are essential. 

Every narrator of his personal experience should, when 
before the tribunal of the profession, feel that the withhold- 
ing of a single eiTor of omission or commission vitiates his 

' Read at the fourth annual meeting of the Southern Surgical and Gyne- 
cological ^Association, at Richmond, November 11th, 1891. 

91 
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confession. We want the truth, but more, we earnestly desire 
the whole truth. Statistics framed in this spirit are invalu- 
able to the profession and therefore to the human family. 
In other words, “ every man should he his own critic.” 

The aecompanjdng tabulated statement embraces thirty- 
two abdominal sections made in the twelve months hegiuning 
I^ovember 1st, 1S90, and ending October iJist, 1891. This 
list does not include the whole number of laparatoniies per- 
formed at the Baltimore City Hospital during the time stated, 
since this institution opens its doors to all operators, of good 
professional standing, who may see lit to attend and operate 
on such cases within its walls. (See pages 14:54: to 14:59 ) 

The writer had the misfortune to receive an attack of sep- 
tic empoisonment on December 10th, 1SS9, from the prick 
of a pedicle needle, while performing a laparatomy on a 
case of septic peritonitis. This report therefore reijresents 
his first yeai^’s work immediately following that interruption, 
which lasted nearly a year. . . . Whatever there has been of 
error in my work, I will, as frankly and as fully as I know 
how to do, place it before you. 

The operations were performed consecutively as set forth in 
the accompanying table. They were : Ovarian tumors, 6 ; 
chronic ovaritis, T ; fibroid tumors, 4: ; pyo-salpinx, 5 , retro- 
flexion with adhesions and dysmenorrhea, 3 ; exploratory in- 
cisions, 3 ; extra-uterine pregnancy, 1 ; abscess of ovary, 1 ; 
cyst of broad ligament, 1 ; cystic degeneration of ovary, 1 — 
total, 32. 

Hine of these patients came to me through the dispensary 
connected with the college, and were operated on in the 
amphitheatre before the whole class at the College of 
Physicians and Surgeons. The remainder, twenty-three, were 
operated on privately. Twenty seven were white and five 
Avere colored. 

Deaths . — The deaths were as follows : Oophorectomy for 
pyo-salpinx, 1 ; shock from ovariotomy, 1 ; oophorectomy for 
acute mania, 1 ; abdominal hysterectomy for fibrocystic 
tumor, 1 — total, 4:. 

Ho attempt will be made to describe fully each individual 
case, but the classification will admit of a separate discussion 
of the various classes of disease or operations, and enable the 
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reader to select what seems of special interest. In such a 
report as this the deaths are commonly regarded as a stig- 
ma, nevertheless they are usually instructive. I must conse- 
quentl}^ trespass upon your time with the details of each one 
■of them. 

Case YII. — Colored servant, single, had received dispen-' 
■sary treatment for several months for gonorrhea. The di- 
agnosis was made out, correctly as the sequel proved, as gon- 
orrheal pyo-salpinx. The urgent necessity for surgical inter- 
ference was impressed upon the patient, but the operation was 
long deferred. On tlie 5th of February, 1891, a laparatomy 
was performed. Both ovaries and both tubes were matted 
together and adherent to the intestines in the posterior cul- 
de-sac. They were with difficulty z’emoved. The left tube 
burst in detaching it, and its virulent contents were dischai’ged 
into the peritoneal cavity. Pus was easily squeezed out of 
both tubes after removal. The abdomen was flushed out. 
Alarming liemorrhage ensued from the denuded surfaces of 
the cnl-de-sae, which 'was arrested by packing it firmly with 
iodoform gauze. This was removed in six hours. Her tem- 
perature rose to 101° during the night and reached 103° 
the next day ; pulse 130. She died on the third day of septic 
peritonitis. 

Post-mortem : Flaky lymph and pus over intestines. Ho 
fluid in abdomen. Ligatui'es had held securely. 

Case X., white, age 50, married, visited me at the hospital 
•about February, 1891 ; received an opinion that she had an 
•ovarian tumor which was fully developed and should be re- 
moved af once. This advice was disregarded. She returned 
home and remained there until about six or seven weeks latei-. 
She was admitted on the 16th of March, and operated upon 
on the 19th. Her condition was bad. Her temperatm-e was 
100° and pulse rapid. Her abdomen was tender on palpation. 
The colloid contents and the solid elements of the tumor 
weighed over twenty pounds. The whole abdominal wall 
seemed ablaze with inflammation ; the intestines were largely 
adherent to the tumor and matted together. The contents of 
the tumor would not run, but had to be scraped out piece- 
meal by the hand. She was profoundly shocked. Hypoder- 
mics were given freely ; milk, beef tea, and whiskey were 
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admiaistered per rectum. Tlioiigli retained, tliey were of no' 
avail. Death ensued at 3 a.m., I think from surgical and. 
chloroform shock. 

Post-mortem: No blood in abdomen whatever ; abdominal 
cavity perfectly dry. Ligatures secure. Yiscera healthy. 

Case XYIII. — White, age 18, single, family history good. 
Had had periodical attacks of mania. The tirst attack came 
on simultaneously with her menstrual How at 15 years of 
age. Her menstruation was always accompanied by severe 
pain. Six months ago she had so severe an attack of mania 
that she was sent to an asylum. On the third day after the- 
operation mania set in. She could not be kept in bed. It was 
impossible to keep her bandage on. She grew more and more 
violent, and died. from sepsis July 1st, 1891, thirteen days- 
after the operation. 

Post-mortem by Prof. Kierle; complete post-mortem not 
allowed : Kidneys markedly congested. No fluid in ab- 
domen. Lungs congested. Brain not examined ; probable, 
cause of death here. • . 

Case XXXII. — White, married when 21 years of age, 
sixteen years ago ; had three children and one miscarriage. 
Five years ago noticed tumor in her abdomen, which gradu- 
ally grew larger and was said to be an ovarian cystoma. She. 
suffered from frequent hemorrhages ; they were profuse and 
at irregular intervals. On examination a tumor as large as a. 
man’s head was found in the abdomen. The uterine probe 
ran up into it three-fourths of its length. An abdominal 
incision was made about eight inches long; the tumor was 
lifted out of the abdomen and secured by Baker Brown’s 
clamp. The bleeding was readily controlled and the peri- 
toneal cavity flushed. The abdominal wall was closed with 
silkworm gut and the stump secured at the lower angle of the 
wound. Though severely shocked, she rallied well. The mass,, 
comprising the fibroid, womb, ovaries, and tubes, weighed 
ten pounds. The patient did well for three or four days,, 
but after this her pulse and temperature began to rise, and she 
died on the seventh day of septic peritonitis. 

Post-mortem by Prof. Kierle: Wound had entirely healed 
up ; the clamp was tightly holding the stump. Abdomen con- 
tained two ounces of bloody fluid. The intestines were adhe- 
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Tent and covered witli inflammatory lympli.. Kidney soft 
und fatty ; liver fatty. Death from septic peritonitis. 

' Exj)lorcitory Laparatomy. Case IY. — Age 46 ; operation 
January 4th, 1891,. The exploration revealed malignant de- 
generation of the left ovai-y, with cancerous cysts studding 
the peritoneum and intestines. A large amount of abdomi- 
nal fluid was removed. The cavity was thoroughly flushed 
and the walls closed. Patient returned home in three weeks, 
-temporarily greatly improved. 

Case XXII. — Age 25, married, sterile. Operation Sep- 
tember 1st, 1891. A large malignant growth was found in 
the left side, involving the corresponding ovary and the liver. 
Patient had icterus at the time of operation. Stitches re- 
moved on the eighth day. She improved rapidly, and re- 
turned to her home in good spirits. 

Case XXYI. — M. O., age 33, widow. Operation Septem- 
ber 26th, 1891. Had two children and one miscarriage during 
wedlock. Performed criminal abortion with a tortoise shell 
bonnet pin. On admission a digital examination was made. 
The pelvis was blocked with exudates. In the centre of the 
posterior cul-de-sac was a boggy point, the field all around 
■solid to the touch. Percussion and palpation indicated the 
extension of the inflammation and effusion high up on the left 
side of the abdomen. The temperature in the mornings was 
about 101°, in the evenings about 102^° to 103°. 

An exploratory incision was decided upon and made in the 
median line. Because of the strong resistant adhesions and 
exudation it was impossible to explore the pelvis. A large 
amount of bloody serum was flushed out. The temperature 
at the time of operation, 102°, began to decline at once ; the 
effusion was gradually absorbed, and at the end of three weeks 
-there was no sign of the pelvic trouble. 

Drainage was not used in any one of the three cases. 

The number of these cases is too small to prove anythiug, 
hut they are suggestive and add to already strong testimony 
which is recorded that a laparatomy done in a thoroughly 
aseptic manner is a warrantable resort when the indications 
are threatening and the diagnosis doubtful. 

Ovarian Tumors . — The six cases of ovariotomy made good 
recoveries, with the exception of Ho. X., in which extensive 
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j)ei-itouitis was found on opening tlie abdomen. TJiis case is- 
reported among the deaths. 

Case II., wliite, single, age 38, was interesting, since, in 
addition to the cystoma of the right ovary Avhich contained 
two and a half gallons of fluid, there was on the left side a der- 
moid cyst the size of a child’s head. Tlie contents consisted of 
bone, hair, etc. The pedicle of this tumor was four inches 
wide, hence there was some difficulty in constricting it effi- 
ciently, even in sections. This patient, strange to say, men- 
struated regularly up to August 25th, 1890, within three 
months of the time of operation. She suffered from attacks 
of mental aberration during a year prior to the operatiom 
Excellent recovery ensued, both mentally and physically, 
which has been maintained without interruption from the 
time of the operation up to this date. 

Case XXL — "White, single, age 16. Iler abdomen approxi- 
mated the size of a woman at full term. She and her friends 
noticed the enlargement of her abdomen for the first time 
four years ago, when she was 12 years of age. It is fair 
to conjecture that the tumor had filled the pelvis, and, like 
the pregnant uterus, had developed into the abdominal 
cavity. If there is a parallel between the nutritive growths 
in these two conditions, this tumor must have started at a 
very early age — possibly when she was 8 or 10 years of age. 
Her first menstruation was in January last, and it recurred 
irregularly afterwards. She bore the operation and the sub- 
sequent treatment with greatest fortitude and made an excel- 
lent recovery. 

The other four cases of ovarian tumor presented nothing of 
special interest, save their complete and permanent recovery. 

Chj'oniG Ovaritis . — In this class there were six. Among 
them was Case XVII., single, age 20. She began to men- 
struate at 15. Her first epileptiform spasmbegan coincidently 
with this event. Eroin that time up to the time of the opera- 
tion she had these attacks both during the interim and at the 
time of the menses. The attacks were more severe just pre- 
ceding the establishment of the flow. They were attended 
by convulsive movements of a pronounced character, followed 
by a period of stupor and sleep lasting fifteen or twenty 
minutes. At other times they were caused by fatigue, by 
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mental worry or excitement. The intermenstrual spasms 
were attended by slight twitcliings and short sleep. 

Her friends, prior to seeking relief by oophorectomy, had 
spent quite a fortune in their efforts to cure her, having had her 
under the treatment of some of the most eminent neurologists 
in Hew York. Electricity, massage, drugs — all in turn'proved 
unavailing. Ho difficulties arose in the operation. A few 
days after the operation she had several spasms, but no harm 
ensued from them. Convalescence was uninterrupted and 
rapid. She spent several weeks at the seashore, and paid me 
a visit on her return home. The young lady had gained 
notably in weight and strength, but the intermenstrual form 
of the attacks still recurred. At this writing I am unable to 
state her condition. 

Case XII. — Wiiite, single, age 21 ; sickly since childhood. 
Her menses were established at 17; about that time she had a 
severe attack of typhoid fever. For six mouths prior to the 
operation of oophorectomy she had been bed-ridden. She was 
hopeless, dyspeptic, and anemic in the extreme degree. Her 
neuralgic headaches and ovarian pains were intolerable at 
each menstrual epoch. She readily accepted the proposal to 
remove the ovaries. The operation was borne courageously 
and her convalescence was uninter-ruptedly good. Upon her 
return to her home in Baltimoi’e she relapsed into her former 
despondent condition. She has not fulfilled my expectations 
as to complete cure, though she has improved physically. 

Case XIV. — Age 23, white, single. Was healthy until 13, 
when menstruation began. At first the recurrences of ,ib 
were painless and regular. An interruption of four months 
occurred, and dysmenorrhea, menorrhagia,’ and ill health fol- 
lowed. Tormented by her physical pains and disqualification, 
and her inability to support her aged parents, she sought 
oophorectomy as a last resort. It has brought about excellent 
health and capabilities. 

Case XVI.-— White, age 22, single. Unlike the preceding 
case, had led a life of luxury and ease. Her dysmenorrheal 
pains in defecation and general depreciation in health during 
five years caused her family to seek the removal of the 
ovaries. Perfect satisfaction as to health, cheerfulness, and 
comfort has come both to her and to her friends. 



1448 


opie: la pa li atomies pekfokmed 


Case XXVII. — Age 39, colored, washerwoman, widow. 
Operation October 8th, 1891. Had one full-term child and 
one miscarriage. This patient was operated on by me one 
year ago for a deep laceration of the cervix. While the 
parts healed well, she was not benefited, as far as her dis- 
tressing and disqualifying dysmenorrhea was concerned. 
The appendages were removed. She is still in the hospital. 
All the indications betoken a happ}' issue out of her afflictions. 

Case XYIII. is reported among the deaths. 

It is noteworthy that five out of six of these cases of 
chronic ovaritis were single, and tliat their ages ranged from 
18 to 23 years. 

Pyo-salpinx . — The five eases under this heading all made 
good recoveries but one (Case VII.). It is interesting to 
relate, as bearing on the etiology of this disease, that*every 
one of these eases was undoubtedly gonorrheal iu origin. ■ 

Two had been under treatment in our dispensary by Df. 
W. S. Gardner, and the other three were ladies who were 
innocent victims to the viciousness of their husbands. I pre- 
scribed for one of the males,. a short time prior to marriage, 
for gonorrhea, and was greatly astonished, not long after that 
event, to find him with a bride whom he had infected with 
the same disease. Six months later the uterine appendages 
were removed. The other two confessed to having transmit- 
ted the disease to their wives. One of the cases was an ex- 
tremely critical one, since a pus tube had burst and discharged 
through the rectum three months prior to the operation. 
From that date the lady was disqualified for any household 
duty. 

Fibroid Tumors . — Two abdominal hysterectomies were 
performed for fibro-cystic degeneration of the uterus. The 
first was 

Case XI. — The abdominal incision was fourteen and a half 
inches long from the sternum to the pubis. The tumor 
weighed over twenty pounds. Its vertical circumference 
measured twenty-three and a half inches, and its transverse 
circumference twenty-three and three-quarter. There was, 
in view of the very large pedicle, considerable difficulty in 
securing her against hemorrhage, hence the intra-abdominal 
method of treatment would most likely have failed had it 
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been resorted to. A full description of this case has alreadj 
been published in the proceedings for the A. M, A. of 1891. 
The patient was unburdened, and health is now being enjoyed. 

Case XXXII., the second, died. 

Case XXIV. gave the following history : Her first intima- 
tion of a tumor was October 18th, 1890. While playing on 
•the piano she had a rush of blood wliicb filled a chamber. 
This was the time of her menstrual flow. She bled alarm- 
ingly at each menstruation. Prior to operation she had bled 
■continuously for a month. Diagnosis was intramural fibroids, 
■chiefly occupying the posterior wall. The pelvis was well 
filled by the tumor. Due preparation was made for a hyste- 
rectomy, but as the ovaries were happily in front they were 
removed. Hot a drop of blood has appeared since the opera- 
tion. She made a good recovery. 

Case V, was one of subperitoneal fibroids. The patient 
had been bed-ridden for six months, though sick and disquali- 
fied for all the duties of a wife for years. The uterus was 
retroflexed by a fibroma, the size of a hen’s egg, situated on 
the upper posterior part of the fundus. In addition to this 
there was a small intramural fibroid, the size of a filbert, 
located on the posterior wall at the junction of the body and 
neck. Myomectomy was done and both ovaries and tubes 
were removed ; she has made a good recovery. 

Systerorrhaphy , — In two cases, Xo. I. and Xo. XXV., 
hysterorrhaphy was performed, after the removal of the ap- 
pendages, for retroflexion of the uterus with chronic ovaritis 
and dysmenorrhea. 

The first case I performed on Xovember 13th, 1890, suturing 
through the stump of the uterine appendages, without scrap- 
ing or otherwise injuring the uterine wall. The outer parts 
of the sutures were cut oS at the end of two weeks, and the 
remaining parts allowed to fall back into the abdomen. 

In the second case, Xo. XXV., the sutures were simply 
made to pierce (without tying) the ovarian ligament, and 
brought through the abdominal wall opposite their respective 
insertions about one and one-half inches from the incision, 
and tied over a bridge of skin a half -inch wide. In two weeks 
they were removed by cutting one side and drawing them 
out entirely. 
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Both cases when discharged were in excellent condition.. 
The uterus in each case Avas well secured in its rectified posi- 
tion, as attested by several competent examiners. Further 
time is necessary to establish the permanency and value of 
these operations. 

Cystic Degeneration of 0 oar y complicated Toy Pregnancy . — 
Case XXIII., inaiTied, 23 years old, has had no full-term chil- 
dren, but three miscarriages during the first third of gestation. 
Patient had been subjected to considerable local treatment 
Avithout avail. Her present trouble with the left ovary had 
beeu recognized daring tbe past three years. The possibility of 
pregnancy Avas broached, but her attending physician said he 
had lately been making intra-uterine applications and hence 
was confident she could not be pregnant. On opening the 
abdomen the diseased ovary Avas i*eadily verified ; but, as the 
uterus Avas unduly large, the cervix Avas dilated so as to explore 
its contents. A fetus of six Aveeks Avas AvithdraAvn, the ova- 
ries Avere removed. The subsequent history of the case Avas 
uneventful, save that recovery Avas rapid and complete. The- 
ovary on left side Avas represented, in the thickened portion 
of the wall of a cyst, the size of a walnut. 

JExtra-TJterine Pregnancy with aDoxible Uterus ; Removal 
of Sac and the Remaining Ovary. Case XXIX. — Age 32; 
had been married fifteen years, but Avas without offspring.. 
Since girlhood she had been regular Avith menstruation. For 
four months past her menstruation had been scanty and irregu- 
lar and her general health miserable. One month prior to 
the operation she Avas compelled to go to bed. When the pa- 
tient was first examined, in consultation Avith Dr. Win. Gom- 
bel, of Baltimore, her attending physician, there Avas a hard, 
resistant mass occupying the left side of the pelvis, pressing 
upon the rectum and causing intolerable agony. Laparatomy 
Avas determined upon. A large, encysted mass, the size of two 
fists, occupied the posterior and lateral regions of the pelvic 
basin, pushing the 'double uterus to the opposite side. At 
the outset, in enucleating it, the blood contents escaped. The 
sac was shelled out and the pedicle ligatured. The right 
ovary was removed. The abdomen was flushed, the drainage- 
tube inserted, and the incision closed. 

The double uterus was realized by sight as well as touch, it 
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liaviug been held up in the incision for a satisfactory recog- 
nition by all present. There were two distinct fundi, with 
a deep sulcus between them. The cervix was single. The 
drainage tube was taken out in twenty-four hours. The pa- 
tient, (luring about ten days, although doing well physically, 
had an attack of mania. Providentially she was at no time 
unmanageable, though she was watched with the most as- 
siduous attention by her nurse. She entertained two vagaries, 
and, aside from them, was sane and logical. One was the con- 
stant dread that she was to be operated on.by the doctor again, 
and when either of her attendants entered the room she was- 
frantie with fright. The other departure was that she could 
hear her family talking in the next room. She would answer 
their supposed questions and plead pitifully that they be ad- 
mitted. She is now perfectly sane, has gotten well of her 
stitch abscess which followed the drain tube, and is out of' 
harm’s way. 

A microscopic examination of the tissue of the sac showed 
it to be placental. 

Stitch Alscess . — This complication occurred nine times — a. 
much larger number relatively than I have seen recorded 
heretofore. While no ease proved disastrous, several were 
exceedingly annoying in delaying patients in hospital. They 
occur most frequently in cases where the drain tube has been 
used. The early opening of abdominal dressings for any pur- 
pose favors their occurrence. When the dressings remained 
intact for seven days there seemed to be greatest immunity 
from the stitch abscess. Dr. Welch says : “ A coccus, which 
may appropriately be called the staphylococcus epidermis 
albus, is a nearly if not quite constant inhabitant of the epi- 
dermis, lying both superficially and also deeper than can be 
reached by present methods of disinfection of the skin. The 
coccus is found frequently in aseptic wounds. It may be 
the cause of disturbances, usually of a relatively slight de- 
gree, in the healing of the wound, especially when drainage 
tubes are inserted. It is the most common cause of stitch 
abscesses in wounds treated aseptically and autiseptically,” 

Drainage . — Drainage was resorted to in but three cases 
during the year. 

Case II. — ovarian and dermoid cyst — had a drainage tube 
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in five or six days, and I am convinced that it retarded her 
convalescence. 

Case XXIX. — extra-uterine pregnancy — had a tube in less 
than twenty -foiir hours. If I may judge of the necessity for 
it hy the quantity or quality of the discharge through it, I 
should say it did no good. A small, superficial abscess at 
the entrance of the tube followed its withdrawal. 

Case XXXI. — ovarian abscess — had a drain tube in about 
twenty-four hours. An abscess occurred at the site of its 
-entrance. The quart of pus which was sacculated in this ease 
was removed without an atomic part of it touching the peri- 
toneum or the wounded parts, otherwise her fate would 
have been sealed, as was the ease in Xo. YII., where the pus 
tube burst and death ensued on the third day of peritonitis. 
Even in such a ease as the latter the most we could do would 
he to thoroughly flush out the abdomen. I am of the opinion 
that there is too much tiushing. Properly prepared elephant- 
ear sponges will do away with flushings in most cases and 
remove the necessity for drainage. They are efficient helps 
in keeping the abdomen free from infection. They can be 
utilized in keeping back the intestines, in occupying the cul- 
de-sac, in positions below the pedicle, in taking up blood or 
secretions, in stanching hemorrhage, in separating adhesions, 
in protecting the intestines while closing the abdomen. The 
-assiduous personal attention of certain workers using the 
drain tubes has caused them to escape the disasters which have 
befallen the less careful and less skilled surgeons. 

Xature’s plan for curing the unsightly rents the surgeon 
makes when he opens the abdominal cavity is to seal her- 
metically the sacred cavity of the peritoneum in twenty-four 
hours. This kindly and providentially comports with its 
sensitiveness and its fitness for the cultivation of germs of 
disease. Does not this prompt sealing of the peritoneum 
-speak with unmistakable logic to the point of striving hard 
for an aseptic operation and for securing immediate and ab- 
solute closure? 

The oft-repeated removal of the dressings of the patulous 
■drainage tube must of necessity be a vei-y great danger; 
surely it favors decomposition and invites germs. All sur- 
geons are aware that, after an anesthetic, restlessness and 
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jactitations are not wholly restrain able. It is easy to con- 
ceive how physical injury may accrue to the patient during" 
this critical time from these not at all innocent smooth glass 
tiibes. I believe di'ainage is doing more harm than good, and’ 
therefore ought to he abandoned by the abdominal surgeon.. 

"There is a dual personaVity as well as power concerned In 
all surgical work. The one is the surgeon, who skilfully 
meets and disposes of the crises in the more mechanical part 
of the work, and therefore receives the plaudits of the multi- 
tude ; the other is the influence behind the throne, more po- 
tent than the throne itself, which reaches beyond the eye, the- 
touch, and the knife. I scarcely need say it is the modest 
yet oft-despised laboratory physician who is teaching us the- 
hidden leaven of disease. Let us give him grateful recogni- 
tion for the pivotal facts and secret springs in recent surgi- 
cal success. When he says bruised tissue is a paragon field 
for the cultivation of infected germs, let us heed the warning- 
and cast aside the ch’ainage tube. Dr. Parkes says as to drain- 
age : Yiews and practices concerning drainage have materi- 
ally changed even since the antiseptic era began. Our pre- 
decessors drained to permit escape of pus which they knew 
would form. IJutil lately we have drained in order to pre- 
vent its formation. We seem now to be on the eve of an era 
when we need to d^'ain but little or not at all. 

“We resort to drainage now only of necessity in septic or 
infected cases. In other cases we drain mainly from habit or 
from fear. Indeed, when we start afresh, as it were, without 
previous infection, the practice of drainage is a confession of . 
fear or of weakness, both of which are alike unscientiflc and 
unfortunate. It even seems to me that in many eases where 
all other aseptic requirements have been met, we do much, 
more harm than good by the use of drains.” 



Abdominal Sections, Baltimoue City ITospital. 


14oi 


OriE : LAl^ARA-TOMIES PERFOltllED 


c3 

£ 

o 


— o 

s. ^ 

oT a 
o o 

a o 
c3 


a o y) 
c 


o o a w 
7:t; a "" 


a? * 
^ O 

a a; 


fc/}o 

a 


i 2 g 

> t 2 ^ .-a .S ^ 

a g p 

a a a 

~ a P 


a S CO '3 a jz ^ 
o'a . a 4^a: 
a «3 a a ^ 

$>-,'0 s: 0*3 cJ.S 

ij S fco u 3 ~ 
_ g 

.-. ac»^ — h— 2 o 
w S a^O 


'a,.: 

.3 Si a 

a W3 u 

'a ^ 

*■> a 

.•>!S 

3 

.o cj a 

w 

ci o 


o g 


•r ^?a " 

tB -2 ^ 

o'? 3^11 

^ o ._• "3 'B. 


a ii'H 

2.2 5 


« ^ 'P 

a </3 Qj 


. a 


to 


Tl'oo 3i3 - - 

a 'n ri ^ CO a ■*. 

r'pcjlow 

^.2«afe3'’oCJ •£= 3'^c?a 

•2 &- O'S — ^ S ^•nP.S 5 

o'PSng'n'^;>>'2pap’£ 


a 
a 
a ^ 
SP'O 

a ly 


cc p 

• a a* ® a ^ 

a a g ••§ - s “ " 
°^®o-gCa> 

3 o o 'w ^ 
§§i- 2 Sg 

«a:>£ 1 *. 
S.'Sg 


co 'r:; w 3 

'B £ “'o 

a 3 fcfl a '3 
- to 3 -a 

■•-N Cl^ W 


a to 


> *73 . ,a 

Q a 15 


|5« |:5| f || S11 iif 3 £ p ^|| I £||| 

a?'3oq^-^-".a^30"^3^«'^a2o = oo3’n .«2oj 

§•2^1)11^^ § foi §1| S P S §5 § 

eajtahs MasPn c «•« a a? c.2 a‘;3 


w ^ r 

a j 3 a w 
a S h > 
a ^ s o 

bjO ' 


§ S “ - - 

~ a M 3^ 

^ E: a ■S « -a 
‘m CJ „ • § S' ® 

.®ga°|gi55S 

ai^'tso^SScaa 

? S<i == 3 

e*>i 


•o 

• .a a - ^ 

?3 CO •— ■ 

a a o o c3 CO 


~ o 

t»-® j 




■T:£'ag2‘^a?3w^f:3': 

o 33 ' 


§wa,^0fc/3^pS;at^ f5'w<aha 

H « 3 


= p: -ti .2 a 
^ a ^ a 

Opw a»tt a ■ • „ 

a S ‘.n 2 ^ pO . 

■' a« a 

■'-Ph a^w - - 

a 



'a 

a 

a 

> 

o 

a 

a 

« 


o 

!Z 


c3 

8 * 

b 

o 

•i>J 

2 

,3 3 
a o 


a 

> 

o 


a 

a 

a 

a 

Q 


a 

a 

> 

o 

a 

a 

« 


I 


^ a 

S3 

S 3 
3 3 

P 3 

i-g, 

»«=50 


a 

a 

a . 

O w 
,■« 'O 
M a 

-§« 

a? 


3 g 3-' 

^ala-- 

O 


T3 

a 

a 

> 

o 

a 

a 

« 


il 


ss 

^ d 

4<a 

CM 'a 

o a 


a 

> 

o 

s 

tu 


o 

p. 

3 ><■ 

"S.S 

M CL 

©.id 

o ^ 
O 


•do© 

Q) r“ t4 

•g t£ro 

l2.9=5 

a toa 

a o 


J.S 



• 



# 



; 

'd 

c5 

a 

.3 

fcx) 

to 


.3 

a 

a 

cc 

CO 

rs=i 


.3 

*u 

lu 

a 

a 


-p 

.2 
s 3 
S.E: 


Color. 

ite. 

White, 
. 13th, 

38. 

, 1890. 

White. 
, 28th, 

tM 
. ^ 

0 2 

White. 

9th, 

White. 

28th, 

§ © 
if 

<3 

d 

Iz: 

. H. T. 
30. Nov, 
1890. 

, W. E. 
Nov. 24th, 

, H. L. 
37. Nov, 
1890, 

Tt4T-t 

pd 

pqg 

P. N. 
47. Jan, 
1891. 

R. S. 

32. Jan. 
1891. 


r-i CQ 

CO 


id 

0 



DURING THE EAST YEAR. 


1455 


• I 09 

" p 
cj'a c 
•'p 




m Am 2 2=® 

■-P ? S S § O 

.h ^ tog 


A ® 

nU 

Q. O 

o • ■ 


a o toS'S'o 

'?|.S 


3 .-^ M> • 


*3^ a o o c Si 

'*^rA CO wns g 

ng 5.2°"'" 

03 n 

CO C3 


G*; 

o 


n3 


•^3 

o ^ c3 


<2^ C3M 
03 CO ^ 

CO 

O O 

5 S 


O Cj 

C3 O 

s 

o g 

ss 


§lil§i 

■“ a 




0-2 •" ^ g.2 
'^-S EO S 


O "4m • I I 

'^sssags 

^ ^ 03 H +J 

n3 CO O 

^ « a P ® ’G 

‘ C5 P 
05 a 


^ •_ 

f-t C3 


^ CS 




w o 
P top 
2 0 0 
O'p a 

“•3 S 

■ 0-' 


opi 
t>> o 

ij* £0 

V s 

2 o 
fcX3 


C3 

o''“ 2 

CO p; 


fco^, 

■p S ^ >573 M 

>5 

i-hapS-O^PO-tpcosO^, 

^Paj-TSpSaO^^ 

O o 2 “pO(D." OJ 

- P o > > 


!h . 

- • ^ 

o ri -52 ^ o , b 4> 

ii a ^ -*3 o o o n rt-i' 


o 


O g P-’P P3 top- rg O .^rrt p ■*:; 


w.* 5 ® w c o P 

Q »H a ‘P □ P*’ ' 

0«M 

o 5 

•a O f3 ^ 

O „ -» _ _ 

^ CO O 

lllllllllllfll 

<1 S (5 


g S O 

03 ^ m 


^^t2_\ P*^ u 


to ^3 ' 


§l2^2-?^-o 


^ 2 3 o ’-g 12 
^ P '3 a o'"^ 
too^-- t> 

opj^ 

P H5- ..a p 

«r!-— rt 


o 


p a2 w 

O rt fS go _ 
-.p.S ’"fO'-e p 
K P 

15 Q-'O 

12 * p o p 'O 
p o ’a 
SS > o-ip 
pp: >_ M 


C 3 • Jh • rrt 

.S P'2 g| 

g pa ch p s 

g p S S g 

a. 2 .p 

CO -fS o 
c^P “rP a 
13 O 

si ^ ^ o*^ 

♦f n *r5 >*-» 

? g P.2 

^ 2 c3 

W C3 ^ 

^ 4J — 


P • 


?? 6ba2 

“ p o 


.o „ .„ 

SS Or-m 
P p ^ 0'S 
“ o - pa 

/-^ rp ,2 ■*-» cn 


O C3 

•M 

!“ g 
g 


rrt a p 


"P 


2^9 

a v» 

o to ^ p p u- ^ 
m o tx) o g p3 a 5j 
Oppp£3go.2j- 


-b 5^0“ 


3 a 
.a^ a 

T3 p 


CJ 


W TS S 

w - -» ^ ^ 

" 04 


S *^".9 tiT ^ 


D 


2 a >'g 

02 15 CO tr* 

^||3 

. H a o 

2-0’S to 

■P^ 


p-pp ^'p.S’o P..H E-I p. p< 2 'a ! 

►3 a 


_ p 8)3 ” 


I CO 


CO C3 G ft 


'O 

C3 

S 

> 

O 

a 

05 


il 


:tf 15 
-*j pi 

CO 

fcn 03 'O U 
.£r CO 05 ‘a 
«-"« O fH Q 

OQ O P ^ 

CO {> 

d'S 8 d 
!2i ^ 


T3 

05 

pH 

05* 

> 

O 

O 

05 

pH 


o 

!zi 


05 

;h 

05 

> 

o 

05 

05 

P4 


o 


••SI'S 




c3 

>• 

O 

a 

15 

« 


<40 

Vh frt 

® o 

Cj 


c3 

> 

O 

H 

05 

P5 


lb 

a c3 

O o 

go 

O'a 

a ^ 

g a 
Ph 


I b 

a « 


rf ■t? 
> ^ 
O 'Q 

a ® 

o 03 


O vL , 
>iA 05 
ftf^rd 

a , a 

2 W 05 

’S-g.£: »■ 

©.a-s « 

a p g-^ 

o «3 ^-a 

<5 


CO 


1 02 



'3 -3 

rJ 


CO ^ 

c3 

"p • > 

o 

a 

a 

C 

a . 

03 ^CO ^ 


4j '43 

■S.b o 

2 to'g 

o p B 

G 

.a 

*5h 

p'a 
*a o 

4-3 

>«4 "x 1^ 
o ^si 

a 

> 

S’^ 

O O 

o 

OfLi 


CO 


a ^ 

•3 & 
2 0 
O C5 
05 


o 

•G 


a 

> 

o 

2 

o 

W 


I CO 

p p 

W (h 
05 
C5 

P 

CO 


2 ^ 


p-* x 




o 

a 

05 

a 

CO 

Si >> 

OO 


03 

To 

.9 

■S 

ri^ -a 
o 

.a 


•CQ .S 

rH CO 
C^ rH 


'U 

05 


o 

'a 


Q 5 fa 03 ^ 




Si 

4 

<<C5 

CO'S 


. 05 

P3f=( 


C5 

• H 

ai^ 

.S 

02 .S^ .s' 

00 GO OX) 

• Ci l-H . lO T-H 

• o 

C5 r-t 


to 

a 

’S 


05 ^ 

"S 

IS 

r: oi 

^P3 

•4 p, 

. 

• t"H 

Ph > C5 
^X)co 

• TH 


P- 


. C5 

^ X 



18. S. M. White. Married. Uterine retro- Removal of both No. Recovered. Ilemonhage icadily controlled. Blood rc- 
85. April 30th, Five. flexion. Ah- ovaries, iuclud.iug moved tlioroughly by sponges xvhrcb bad 

1891. scess involving the cellulitic muss been packed in cul-de-sac. No drainage, 

tube and ovary involving the no flushing. Temperature did not rise 


1456 


OPIE : LAPARATOinES PERFORilED 


*-* Ji Vi 
4^ ^ 

a ri prs 

“ill 

a 

o a o g 

a 


|Sgg 

= S s ° 

^ a 3<*-. 
o o 

> .“.§■ 

O CO 

a) a c3 
ci'aaj a 


Sli o 
O a tX) 

«-* 

a^.^J 

o'” “ 

a a-- 

2 S S 

> a a 

r' c3 CO 

r-T a M 

' S ® O 

e* CO 

^ ^ U o .ti 

a .a 
"3 2 a “ 

O O-S Cl'S 

« a o 

o'— c'.a cj 


•Ho? 

o — >■ , 
^ a o »■* 
u3 o CO a 

2 S o- 
S — 'a ' 
22 i2 5 
a-- o a 

8 “5 S: 

o o ® 

§ ;: o S 

■:5 •- w c 
S aj. 
H «• a 2 ■ 
a'M 

g.a . o 
a a 

® >^.a I. 

Pa a a*' 

O'O 1 

s 


'S aS'S^.S’jr 
’o ~ « o a " y 
• ® a o g d 
' o ^.a ^ rrt ^ a 

2 S S -c? £ to- 

'CO— .aooaS 
oa,— — — 
a gcC m_, a^o jv 

■2^ o^f.-o 
a w,-jg.gS.5*- . 

0-;rHO*^:rf2o??0 
u wj fcj)^ ^ <y 

a o cj 3 Sy^a -jj >- -- 
o ^ o .a s tj 

•r:c-iasj--aiJt..g 

S tb »rt - *5^ P5 
p . a S o > g 
3.-0 as s-wkI too.S 

Fas > °C s a .a 
^ SS oScS'^a 

. -oJ -40 ^ ►v' ^ O 

'cJ s a ;3 ;3 

ca a a • cj 
p,a3 3 aj <J .22 a 



3 ^ > 

, fcn.22 


^ o.5'r: > 3 
3 Q S rS ^ 

§3^ Ps d ft ^ 
3 "to ® g 
a a . m ® 3 

U O d CO GJ ^ 
22 ^3 d ^ 'd ^ 


2 c* to 
O.S c3 


a d .d CO ^ ;-i 
■« C CO ♦J 


a 5 !>,.- 
a > i 
° >.2 
3 a 

"5 'fcb'w S ■ 
a-— a j:? 

^ ^ r— < C? 


Ill 

a ta 3 j- 
ot^ > o . 
o a s s 

a §.a la 

:aii|.j 

5 o 


•d c O 
ft w d 

CJ C3 CJ 

rd ftd 
3 , to a 








DDKING THE PAST YEAR. 


im 


ojOTMaj SA'DIS o'S 

||§S 

2 ® o.g.2^^'S;5 I 
*Scq-<j 1 03 D.S S 

^ o ^ ^ ^ 

Cv • ^ rt Q ff 3 tn , ^ 

•s lo g -2 -T 3 “.2 ^ •'2 

2 , 2 c 3 o!::o* 3 ^fl 5 : 2 -*^ 

« a g-g I S “fe 

g i o'® § 'kH - o o b 


M a g- 3 i 3 p 

S i o'® 3 


r^ -*0 • 

; 5 CC C 3 iXi 
■ ° “.-S o 
o'~' 9 ''^ 

gSp,-® 

; pS 2 ^ 

^is-s 

!as |8 

; cn 
•va c3 a o 

: a ^ i ® 


3 4 ^ A 
O c 3 

+3 

? 




-2 i^g-E > o« n o o'g^ 

g rt ® ^ 'S Q.’® ® .2 p 

; 2 -g.g 53 ® 2-3 »<i:g-g ® 

'g 2 cflP 40 'SSHC 3 Aj§^ 

. .§« g OA 2 S-S-gP^ 

00 '^J-<p^ 03 i 2 S.^ ."C 

, p-g os'® 3 - ^g^l-g 
'g-s^‘a? 3 ®.a^. 2 ' 3 ^A 
W P ^A- 


> 1 ^ S 

o is A 

-® S - 

tt, M ” 
o 

-3 p o 

'S 3 ^1 

• 3 C 0 o 


ass 
^ M J 
, a 

p 

as s 

o’^ c 
.'® “ 0 

' 2*0 g ° 
o— . ^ 

o 3 I- 
_to S P t 

g*o if 

S p t 
> a < 
0 3 2 ! 

iw-g-a ! 

p 


a'os 

S'C A 
o 3 

p> « a 
Qjh 3‘3 

U}*^ S3 

u ^ 
a> ^ a 
■g^a 

qn 3 
fe c3 c3 
o 

-tJ W HH 


o bQ 

— ' 3 3 

p > “ 

.a — < p 

ils 

agfS 

m *r^ 


a; V 

u o a . 
5 

8 *^'® 
M'S , 

p p a 

b>o 
• ® 0+3 

t>k • 

p 3 . 3 -^ 
£ p; 

o'® cTo 

)P n-o^ 

2 g»o' 




p p p 
:S 3 : A 

b'® p 

'B ’§2 

2 S.§ 

' 2-3 

2 

S '” 
"a 3'0 

gap 
oM 
3 *S .2 
p 8 ^3 

a-s-g,” 

o O ^ 03 
3-2 t- a 
_ '3 o fe 
O !t! 


p 9 O X 
MS'” O 

.2 S o *3 

b^'S 3 
a p S 
.2 n oP 
ala 

8 a 2 a 

^ CO o ,2 


-Pa .2 g 

I I a p 

0 g c 3 
W 


a< 3 -. 2 o 

rH A Q 

-* o p O 

a"®! o 

■*•3 3 ® 

2 P S-l 

CQ 43 JH P 

C3 • 

CJ OJrrt fl -S 

asl'^g 

CJ .2 CO ^ 
t- a 52 ^ cj 


®rP 

CO 

C 3 D 

. o 

o CO o 


QJ 

bSS 
p 


2 i, 

o ^ a 


o " 

C 

1 - b 

0-3 a 
p p > 
§ a o 

P 


3 ra P 

5 a •!-■ o 

i-a's 

a So 


''® aS 
-p ba 
a p g 
p > S 

'® ° a 

S'B.a 

I cd CO 
c3 c3 
pH Q? >. 


— ^ 

> ^ U 

O Cv 

a a > 

g a o 

(S 


O CO 

U-4 ^ 

CJ P fl 


8 |“1 

ag. 2 -+ 

Cd 


<■3 I- 3 


2.2 o p p 
a P.T 3 P! 


{>• .S 

0000 


^ o 

• s 

^s . 


.s 

l+O CO 
. CJ ^ 
©> 

Oi 


-Ci 
CO CO 
. Cl r -1 
CO 
Cl 


92 








DUBING THE PAST TEAR. 


1459 


■O O c)3 03 
2.2 

&i} CJ ^ 
P • p 

C3 «4h 

^ 0 > ^ 
« S o-^ 

5 2 “"S 

rt § 

p"".2 S 

s tp-sl 


•n3 

•fl 

P 

o 


t-i * rrt 

ii-'S § 
.'§§1 
■ ® 

2 o 

P • CD 

, . 

p 9 q3 9 

P 0 0 X)»p-« 

^ W P.p 

, O Orrt 

, S p 9 

1 *-• o 


rn J, ^ 


P O ^ 


•~ M 1 2 

-.3 S-S 
8-2 
P P 

O P 


(1 
o 
OS'- 


*H ri M v,? 

pg^ O 

S-» P O 
OOP 


O P 


.s « 


B s'? 


> -u 

"'p 9 p 

p o ^ - 

> 

>>.S 

fclD -s O > 
P M ‘P O 
o 9 9 ^ <. 1 ? o 
^ fa 9 S o 
"ti pop 
03 02 ca (—< 


S-4 M 

o o 
O ^ 


P 

;-! 
- p 


O ^ 

2 o p 

g 03 <4-1 

P P M 
O 03 P 

og^o 
^ S'tft.'S 

a 


S.SS.§j^| 

I -el 

P o 3 d« 
o 

ra ‘=’'^ 2 

- ■ 

t? *o <a 3 t3 

t-tCS—.f- 

« 2 ^ ^ S 

o .O „ S fco 
"'§§'282 

S .2 2 

» all's o 

O C3 

r,^ ^ 


|gg^fta 2 a 

•Sab&^i 2 |E, 

s 


— * fl — 

03 § g 

.Q o 


o § a? 


02 


O ' 

'S 

o 

p 

OQ 


15^ >> 

M ‘S « a, O ^ 

g S ^tuog g 

^ . 4 iJ> fjp P fmt 0 


as g ^ 

C3p“rt0^2l^ 
CO'S P OcS^^ & 
H g^.2a;S aj p 

§ ao d „,.2 
o p.'p^ ft's 

|«g^5ogg 

2 w ".S'" 

o 8 to a 't3 . _, 

2 2^ao 

a,Qtec> 3 .S 3 ° 

03 ?“rR 3— ; 
bi) 03 

o P . 

a> p 
3 fcJ)'^ 


o 

- rP 
O s-a 


o ca S)5 
aj g H 

3 •..> (H -t^ 


8 

“ 82.2 . 

P .3 S f ^.2 

8 SAi .3 
3 O is o p 


a ° ° 


t>. 

O 

> 

o 

o 

o 

Pw 


o 


^ > 
=*8 
XJ ^ 

, oP4 


CZ3 


w'p 
, o o 

S 8 fe 

tx 

^ ft^ 

p o i 

o p £? 

p p 
p .. > 

.2 § o 

■2 ” aJ 

.fa ^ og 
o X P 

03 p 4 t^ 


'O 

o 


o 

a 


o^ 

ca 


3 

> 

o 

8 

u 

K 


a 


to 

>> 


« >% 

•S 8 

§2 
o o 

tp aj 
P! '- 

<J 


P 

• pH 

a 

"p 

03 

6 


o 

o 

03 

,P 

a 

P 

^P 

> 

O 


P P 

o5 


>»o 
o ® 

2| 
pP 2 




o o 
P bo 

0.9 

« pH 

'P . j3 
.2 i= o- 
2 0-1 
a 

1*^ 


a 


p p 

So 


Sh q; 

§-P 

a&H 


'P 

P 

P 

.2 

+3 

P 

O 

e 

Od 

Cl 


■23 
*S ^ 

g« 

4-9 

. o 

h^O 

PQ 


pislrP 
o if 
p ^ 

pp 


o 

CO 


. 03 
00 
CO 1-4 


{> C3 

coco 


1^0 

CQ tH 

^ .03 

fe'"! 

HJ 

d 00 
• CO T-1 

.O' 

T— 4 

Cl 

CO 

CO 



14:60 


TKANSACTIONS OF THE 


TRANSACTIONS OP THE SOUTHERN SUR- 
G-IOAL AND G-YNEOOLOGIOAL 
ASSOCIATION.’ 


FOUETU ANNUAL ilBETING. 

Held at Eechjiond, Vihgixia, November 10th, 11th, 

AND 12tu, 1891. 


Dr. Lewis S. MoMurtry, o/* President. 

ALBHMINBRIA ; ITS RELATION TO SURGICAL OPERATIONS. 

Dr. J. W. Long, of Randleman, N. C., read the first paper, 
which was of interest to gynecologists as well as to general 
surgeons. The author’s conclusions were : (1) That ether 
and chloroform rarely injure healthy kidneys; (2) Avhen renal 
disturbance does occur, the kidneys having previously been 
perfectly healthy, it is due to the prolonged narcosis and 
exposure of the patient, or perhaps to the combined influ- 
ence of the operation and anesthetic; (3) a mild degree of 
albuminuria or nephritis is not a contra-indication to the use 
of chloroform or ether ; (4) even in the presence of advanced 
renal changes an anesthetic may be administered, provided 
the family are advised of the additional risk ; (5) of the two 
anesthetics it is generally believed that ether is the safest, 
unless it be in obstetric operations ; (6) that a kidney lesion 
and albuminuria may be produced by an operation, apart from 
the infl.uence of the antiseptic; (I) that such influence is sup- 
posed to be reflex ; (8) that abdominal, vaginal, and rectal 
operations are especially liable to produee renal complica- 
tions ; (9) that a healthy condition of the kidneys minimizes- 
but does not obviate the dangers refei'red to; (10) that albu- 
minuria is always indicative of a renal lesion, and should be 
regarded with anxiety, but is not a positive contra-indication 
to an operation; (11) that when albuminuria is associated 
with other evidence of advanced renal changes, no operation 
should be undertaken without stating to the patient and friends 
the dangers incident to the condition ; (12) that occasionally 
albuminuria is caused to disappear by an operation. 

'Only papers relating to 'gynecological subjects are included in this- 
abstract. . ' 
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The author did. not wish to underrate the dan^rs of an 
•operation or overrate the dangers of albuminuria. He hoped 
the subjeefwould be thoroughly discussed. 

De. W. W. Po'rxEE, of Buffalo, opened tlie discussion, and 
said that he had used both ether and chloroform, and had 
reached the opinion that in healthy subjects the surgeon might 
feel safe in the use of chloroform. He had administered uiis 
agent, about three thousand times, and had seen no death from 
it. It was important to have an expert administer the anes- 
thetic, and to have definite knowledge of the condition of the 
kidneys. 

He. Baxtee, of Chattanooga, had repeatedly seen albumi- 
nuria follow shock after injuries where no anesthetic had been 
^iven, and he was disposed to attribute the albuminuria fol- 
lowing operations to the shock rather than to the direct influ- 
ence of the anesthetic. 

He. J. D. S. Davis thought that where albuminuria existed 
it often pointed to a condition of the kidney which was due 
to the diseased state for which a surgical operation was de- 
manded, and that surgical treatment would relieve rather than 
enhance the renal complication. In bladder affections, for 
instance, he never hesitated to operate, whatever might be re- 
vealed by a urinary analysis. In general, he preferred chlo- 
roform to etlier. 

De. Hdntee McGuiee said that even without the use of an 
anesthetic albuminuria followed operations in a large number 
of cases. His preference was for chloroform, which he had 
administered as many as twelve thousand times, yet he did 
not think any man should ' select this agent to the entire ex- 
clusion of ether. He put no confidence in statistics showing 
that in a given number of cases ether had caused death much 
less frequently than chloroform. 

De. WESTJtoEELAND, of Atlanta, attached no importance to 
albumin in the urine, unless further examination revealed 
renal casts. Hor did he believe tliat slight changes in the 
kidney, as swelling, found post mortem, necessarily indicated 
disease diu’ing life. Like others who discussed the paper, he 
attached a great deal of importance to the' manner in which 
the anesthetic was administered, and said that one accustomed 
to giving either ether or chloroform would, on changing to 
the other, be likely to administer it in a less skilful manner, 
and therefore be more likely to have an accident. 

De. 0. Hollock, of Cheraw, S. C., agreed with Dr. Mc- 
Guire that one should not be dogmatic in his choice of an 
anesthetic. Personally, however, he usually employed chloro- 
form, and had never had a death caused by it ; whereas in giv- 
ing ether about two hundred times, two deaths had occurred. 
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Befoi;e giving chloroform he administered brandy well di- 
luted with "water, which was slowly absorbed by the stomach 
and kept up the action of the heart. 

Dii. JosKPH Price, of Philadelphia, Avasalso in accord with 
the views of Dr. McGuire. The trouble heretofore had been 
that, when an accident occurred with chloroform in this coun- 
try, the surgeon was not sustained by his professional brethren, 
whereas when ether was given no criticisms were offered. 
It required an experienced man to administer an anesthetic 
properly. It was often difficult to say whether in a given 
case the patient died from the operation oj- from the anesthe- 
tic. He believed that if some of those present, in perfect 
health, were placed upon a table and forcibly compelled to 
inhale ether for an hour or an hour and a half, they would die,, 
although no operation were performed. Some patients died 
of what might be called chronic surgery — of an operation 
lasting an hour or an hour and a half. 

Dr. Aebert Yaa'der Veer, of Albany, tliought thatnsnally,. 
where death took place after the use of ether or chloroform, 
some pathological condition would be found to account for it. 
While he had seen death fi’om chloroform, he had seen none 
from ether. He used cliloroform on children, and believed 
that in all cases where there was renal disease it was safest. 
He preceded its use by a hypodermic in jection of grain 
of atropia and ^ ^rain of morphine. 

Dr. H. P. C. Wilson, of Baltimore, had been using chloro- 
form over forty years, had administered it at least fifteen 
thousand times, and had never seen a death. There was a. 
tendency in this country to I'egard death following ether as 
all right, but following chloroform as all wrong. 

Aftey some further discussion Dr. Long closed. He 
thought it possible that a functional albuminuria might exist 
a little while, due to a functional disturbance ; but if such 
functional disturbance continued it would lead to an organic 
lesion of the kidney. 

SYSTEMIC INFECTION FROM GONORRHEA. 

Dr. Bedford Brown, of Alexandria, Va., related five eases 
which had come under his care of systemic infection from 
gonorrhea. They illustrated, he said, two types of the sys- 
temic disease — ^in one the infective element travelling along ^ 
the epithelial surfaces, in the other invading the lymphatics. 
The former was more likely to set up suppurative action than 
the latter. In the male the gonorrheal microbe was likely 
to terminate its travels before I'eaching the bladder or even 
the prostate; but sometimes, as in instances which he related, 
it followed up the ureters into the kidneys, causing one or 
both of these organs to break down into an abscess. ‘ 
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Dk. Eobeet T. Moekis, of iTew York, agreed with the 
author that systemic infection from gonorrhea had received 
too little attention. He did not suppose that the suppurative 
and embolic processes were due directly to Heiser’s gonococ- 
cus, but that this paved the way for other micrococci which 
were the cause of suppurative action. He referred to the 
treatment of this and other kinds of bladder affections by the 
introduction of peroxide of hydrogen. 

The further discussion of the paper became more gyneco- 
logical. Dr. Joseph Price, of Philadelphia, agreed with the 
author that gonorrhea was a more serious disease than the 
laity and the profession seemed to regard it. It was less im- 
portant to confine a murderer than a man with gonorrhea or 
syphilis. He could recall three deaths from gonorrhea in 
medical students. This affection was too much neglected by 
physicians, the fault being largely due, perhaps, to the fact that 
the patient’s shame or poverty drove him to the drug store. 
Some years ago he had asked permission at the City Dispen- 
sary, Philadelphia, where gonorrheal eases were not received, 
to see this class of patients after the usual disjiensary hours, 
and he then became acquainted with the great prevalence of 
the disease. Indeed, he was obliged to quit taking meals at 
hotels and restaurants because so constantly saluted by gonor- 
rheal patients. In after-years he had operated on as many as 
one hundred women, wives of men whom he had formerly 
treated for gonorrhea. 

De. Joseph Price, of Philadelphia, read a paper on 

COMPLICATIONS IN PELVIC SURGEKY, AND HOW TO DEAL WITH 

THEM.’ 

De. Thomas Opie, of Baltimore, was disposed to think the 
drainage tube would not be required where the operation was 
performed aseptically. He also expressed the opinion that 
damage had sometimes been done the peritoneum by flushing 
with water. 

De. H. O. Maecy, of Boston, emphasized the importance, 
in laparatomy cases, of strict attention to all bleeding points. 
With regard to the drainage tube, he used it for a certain 
purpose, namely, to guard against infection, and not simpl}’' 
to eliminate fluids. The peritoneum would digest and dis- 
pose of a great many things, but it was not desirable^ to feed 
it germs which he liad learned would cause suppuration. 

De. Dean, of South Carolina, agreed with what had been 
said regarding the danger of puncturing cysts, etc., for diag- 
nostic purposes. In a case in which he found dense adhesions 
he first attempted to withdraw the fluid from a cyst, and 

' See original article, page 1409. 



1464 


TKANSAOTIONS OF THE 


found that the point of the troeai* penetrated a vessel and 
caused considerable hemorrhage, requiring a ligature before 
the operation could be continued. 

Dr. C. Kollook had been impressed by the author’s state- 
ment that he had seen pus in the pelvis when there was no 
cellulitis whatever. He believed he had seen the same thing 
himself, but so many were sceptical that he had hesitated to 
announce his belief. Since Dr. Price had spoken, he felt con- 
vinced that he was right. 

Dr. Yander Yeer thought it was practical to make a dis- 
tinction, as the author had done, between abdominal and pel- 
vic surgery. He hoped the time would soon come when 
physicians elsewhere would recognize extra-uterine pregnancy 
as early as it was being recognized at present in Philadelphia. 
When that time should come, many lives •would be saved 
which were at present lost. 

He thought that where the drainage tube was used it proved 
valuable, not alone in removing septic fluid, but also in giv- 
ing warning of any danger which might call for reopening 
the abdomen. He had never been favorably impressed with 
the use of the syringe for getting out the fluid ; he preferred 
to insert a piece of gauze through the tube, which could be 
renewed as often as one thought proper. 

Care should be taken at the completion of the operation to 
replace the intestines and their covering in the normal posi- 
tion. Heglect to do this would favor adhesions. 

Dr. Michael, of Baltimore, spoke favorably of the action 
of hot water, to which reference had been made in the paper. 
The drainage tube should be used only for positive indica- 
tions. 

Dr. Price, in closing the discussion, said that perhaps, in . 
not more than one case out of five hundred would he now be 
compelled to abandon an operation on account of the density 
of the adhesions. 

Dr. Thomas Opie, of Baltimore, described 

THIRTY-TWO LAPAR ATOMIES PERFORMED DURING THE PAST YEAR 

at the Baltimore City Hospital.’ 

Dr. Joseph Taber Johnson, of Washington, thought well 
of reporting all of one’s cases during the year, yet this method 
would not enable us to j udge of the ultimate result of the 
operation. He believed much good might come from resort- 
ing more frequently to exploratory laparatomy. He would 
not call it -an incomplete opei’ation. He differed with the 
author in regard to drainage, and agreed with Mr. Tait in 
the statement: When in doubt, drain. He did not take much 

‘ See original- article, page 1441. 
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interest in tlie cry against unsexing the woman, for she was 
nnsexed before the operation was undertaken. As to flush- 
ing the cavity, iie thought a woman ran less risk from this 
treatment after bursting of an abscess than from wiping out 
the cavity. 

Dr. VV. E. B. Davis thought that those who opposed the 
use of the drainage tube did so probably because their suc- 
cess with it was not as great as that of surgeons who had ac- 
.quired skill in its management by frequent use. The damage 
attributed to it was largely due to its abuse. He would re- 
move it in from twelve to fourteen hours. A peritoneum 
properly drained would dispose of a larger number of germs 
than one hermetically sealed but containing clots or fluids. 
He did not believe that whore the entire peidtoneum was in- 
volved in suppui’ative peritonitis a cure had ever resulted. 
He thought we had no more right to remove normal ovaries 
for nervous disease than to remove the testicles for the same 
condition. 

Dr. H. P. 0. Wilson, of Baltimore, thought we could learn 
much more by our failures than by our successes. He had 
never had a failure from which he had not leaimed something, 
but had had many successes from which he had learned 
nothing. He also agreed with Mr. Tait — when in doubt, drain. 
Take out the drainage tube as soon as possible. He hadi 
never seen a pyo-salpinx which he could trace to gonorrhea, 
and he had cured many women of gonorrhea, contracted from 
their husbands, without pyo-salpinx following. 

Begarding i-emoval of the uterine appendages in cases of 
mania, he had operated in four or five such cases, in all 
obtaining a most gratifying result. Most of them had been 
•in an asylum for the insane, yet all were well to-day. In 
■such cases the patient’s relatives were liable to pronounce the 
operation a failure and send her back to the asylum before 
giving time for mental improvement to take place. In one 
or two of his cases two or three months passed before the 
mind became normal. The speaker preferred flushing the 
abdomen to sponging it when fluids had escaped. 

Dr. Joseph Price thought the opinion of those working in 
laboratories, regarding the best antiseptic, too changeable to 
afford a working basis in surgery. Begarding'exploratory inei- 
sions,the wider our experience the fewer were these operations. 
Concerning fixation of the uterus, he had at one time given 
■a good deal of thought to that subject, and the first operation 
performed in Philadelphia for this purpose had been made at 
his suggestion. How, howevei-, he was convinced that the 
uterus could not be fixed as one would hitch a horse, and he 
kad often found it uecessai*y to loosen the organ after ventral 
fixation by some laparatomist. Stitch abscess should never 
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occur where proper suture material was used ; as silk which 
was neither too large nor too line, not drawn too tight, 
and applied aseptically. Irrigation was much more valuable 
and less liable to do iujury than gauze or other sponges. 
Hot water not only cleansed the abdomen but prevented 
shock. He remarked upon the advantages of drainage in 
certain cases. He was glad to hear Dr. w ilson’s experience 
with neurotic cases. He had himself operated in a number 
of eases where girls or women would sit vacantly in a corner 
all day, would take no interest in their plants, friends, or 
anything else, who would suffer from convulsions at the men- 
strual periods, etc., and after removal of the uterine appen- 
dages they would become happ}' and healthy. Removal of 
the appendages had not, in his experience, altered the voice,, 
had not made the women homely, had not given them .a 
moustache, etc. The speaker said it would be impossible 
and uninteresting to relate all his laparatomies for a year, but 
he did narrate thred fatal cases. 

Dk. Opib, in closing the discussion, said he thought Dr. 
Price succeeded where he drained when one less experienced 
would lose his patients. He also believed that Dr. Price 
might in five years change his mind regarding the necessity 
for drainage, and discard it where now he often made use of 
it. 

OBSCURE ORIGIN OF OVARIAN CYSTS. 

Dr. C. Kollock, of Cheraw, South Carolina, read a paper 
in which he referred to the obscure origin of ovarian cys- 
tomata, expressed the opinion that the causes to which they 
had been attributed by different authors were not the real 
ones, and related three cases in which an hereditary degene- 
rative tendency, menstrual abnormalities, ungratified sexual 
desire, etc., could have had no influence. One of the eases 
was that of a girl who had a tumor of considerable size in 
both ovaries at the age of 11, and was operated upon at 
about the twelfth year. She was as large and as well devel- 
oped as a woman, menstruated when 10 or 11 years old, was 
healthy except for this tumor. She recovered. 

Dr. W. W. Potter, of Buffalo, read a paper on 

A MEDICO-LEGAL ASPECT TO PELVIC INFLAMMATION.’ 

Dr, 0 . A. L, Reed, of Cincinnati, thought the author of 
the paper had brought before the Association a very important 
subject. The question of diagnosis would prove a stumbling 
block in the way of settlement of the class of cases under 
consideration, and would usually furnish a loophole thi’ough 

' See original paper, page 1427. 
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whicli recaleitvaut attending physicians iniglit safely escape. 
He read a newspaper extract relating the history of a casein 
which a woman was said by the many physicians who saw 
her to have this, that, and the other trouble, which she claimed 
was due to an in jury on a railroad. She brought suit against 
the company, but before it had been tried she was operated 
upon and a fetus of thirteen months was found in the ab- 
dominal cavity. 

Dr. G. J. Engblmann, of St. Louis, referred to the case of 
a girl in St. Louis who was supposed by prominent surgeons 
to have hip-joint disease, until an examination was made 
under an anesthetic, whereupon the real trouble was found 
connected with the uterus and appendages, the hip-joint symp- 
toms being only reflex. It was well known that women some- 
times visited their physician for years to be treated for a gas- 
tric symptom which by accident, perhaps, was found to be 
due to a pelvic disease and disappeared with treatment of the 
latter. Hothing but a careful examination of all the organs 
would enable ns to establish a positive diagnosis in many 
cases — a fact which constituted a potent argument against too- 
close confinement of specialism. Only the specialist who was 
also a general physician would recognize these various condi- 
tions. 

Dr. Howard A. Kelly, of Baltimore, thought that until 
the medical schools sliould establish long courses it would be 
unfair to blame men for failing to make a correct diagnosis. 
Hip-joint disease was often simulated in ivomen with pelvic 
affections. He had made something of a study of the gait of 
women having pelvic trouble, and it was quite commonly of 
a nature to suggest joint trouble, the patient holding the body 
in a way to avoid jar and pain.' 

Dr. Westmoreland thought that in doubtful cases the 
general surgeon should call in some one who made a specialty 
of pelvic diseases, in order to make sure of his diagnosis. He 
also said that it was natural for patients to refer their symp- 
toms back to some accident which may have had no etio- 
logical relation, and, encouraged by a designing lawyer, bring 
suit against the railroad or other company when there was no 
just cause. It was rather natural, too, for the physician to 
look upon the ease according as he was called by the plaintiff 
or defendant. 

Dr. Joseph Price thought the error on the part of the 
general surgeon was sometimes due to his dislike to make a 
rectal or vaginal examination through fear of dirtying his- 
hands. He had known women to carry a jury-mast and all 
sorts of apparatus for supposed vertebral disease, wlien latei- 
a pelvic operation gave entire relief. He also suggested that 
the general practitioner, on deciding to call a specialist in 



1468 


TKANSAOTIOJrS OF THE 


consultation, ouglit to keep liis hands ofiE the patient until the 
consultation was held, instead of giving opium or otherwise 
obscuring the symptoms by treatment, 

Dk. Stone, of Washington, related a case showing that it 
was sometimes impossible for the physician to make a posi- 
tive diagnosis between pelvic and joint trouble at a given 
stage of the case ; and if during that time the case were brought 
into court, there would likely be conflicting testimony, accord- 
ing to whether the doctor were called by the defendant or 
plaintiff. 

MEDICO-LEGAE ASPECT OF INTESTINAL SUKGEUy. 

Dr. J. D. S. Davis, of Birmingham, Alabama, read a paper 
with this title. It was chief!}’' of interest to the general sur- 
geon dealing with intestinal wounds. He impressed the neces- 
sity for experimental skill before undertaking to do opera- 
tions on the intestines in the human being. 

In general, those who discussed this paper were of the opin- 
ion that in gunshot and other wounds of the abdomen and 
intestine an early operation should be resorted to if one would 
save life. To wait at all would be to encourage septic peri- 
tonitis and death. 


ETHER ANESTHESIA. 

Dr, John A. Wyeth, of Hew York, made some remarks 
upon this subject and exhibited the Ormsby inhalei’. The 
success of modern surgery depended largely upon the safety 
of the anesthetic. Hot until about a year ago had he learned 
how best to administer ether. By means of the apparatus 
presented, which he became acquainted with in Europe, one , 
could give a minimum quantity of the ether and obtain the 
maximum effect. This avoided the saturation of the system 
with the anesthetic, lessened the danger to the kidneys, respi- 
Tatory organs, etc., and, inasmuch as the patient re-inhaled 
his own breath mixed with the ether, it was warm, and had 
not that chilling effect which was observed where the vapor 
was mixed at each inhalation with fresh air. The carbonic 
acid also had a benumbing effect on the nerve centres, making 
it unnecessary to give so much ether. The patient came from 
under the influence soon after the inhalations were stopped, 
and was less likely to have nausea and vomit. 

Dr. Howard A. Hellt, of Baltimore, read a paper on 
hand disinfection.’ 

' See original article, page 1414. 
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Dr. I. S. Stone, of W ashingtou, read a paper on 

THE PEDICLE IN HYSTERECTOMY I HOW EORMED ; ITS SUB- 
SEQUENT behavior; its final condition,' 


Dr. Doss, of Toronto, related a case in whicli he performed 
the operation as had been recommended by Dr. Eastman, of 
Cincinnati, with a slight modification, and had found it very 
satisfactory. It was performed in Trendelenburg’s posture ; 
it enabled one to do away with the clamp; it did not endan- 
ger the uterus. The extraperitoneal method of treating the 
stump caused the surgeon too much anxiety. 

‘ Dr. Robert T. Morris, of New York, said he had operated 
in only six or seven cases, but his experience in these led him 
to ask the ciuestion, Of what use is a pedicle ? Why have one 
at all? 


Dr, H. 0. Marcy thought that Eastman’s method was a 
great advance over .the extraperitoneal, but he thought a still 
farther advance was made by leaving a portion of the cervi- 
cal tissue and tucking the peritoneum down on either side, 
covering over the wound and sutures, no drainage being re- 
quired. 

Dr, Joseph Price was unwilling to give up the extraperi- 
toneal method so long as that by dropping the pedicle was 
attended by a considerably greater mortality. He explained 
the steps which he had taken in the treatment of cases where 
the pedicle was as thick as one’s thigh, how gradually he 
stripped it down until it reached the size of one’s wrist, etc. 
He felt that a woman should never die from supravaginal 
hysterectomy for a healthy fibroid, if she were sound in other 
respects. These cases did better, in his experience, than ordi- 
nary ovariotomy cases. 

By applying pressure forceps here and there as landmarks, 
one was enabled to work rapidly without making any mis- 
takes while reducing the pedicle. The pins should be placed 
before cutting the tumor away. He lost two of his first eight 
cases, and then had a run of forty-three without a death. In 
one of the cases the ui'eters were at least ten inches above 
their normal position, and were divided ; but by resorting, in 
the course of a year, to several operative procedures, this 
woman finally recovered. Out of a total of sixty-nine cases 
he had had four deaths, only one of which could fairly be at- 
tributed to bad surgery. 

Dr. Stone, in closing the discussion, expressed the belief 
that Dr. Price would in time find another method better and 
more successful than the one which he now practised with so 
low a mortality. 


’ See original article, page 1432. 
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The PTesidenfs Annual Address. 

Dr. L. S. MgMurtry, of Louisville, in his address, thanked 
the Association for the honor conferred upon him in calling 
him to the responsible position of President. He then de- 
voted his paper to a plea for progressive surgery. 

He desired to direct the attention of the members to an 
abuse of terms by which great improvements in their work 
were obstructed and injustice done both to surgery and sur- 
geons. 

Webster, he said, defined the word “ conservative” as hav- 
ing power to preserve in a safe or entire state, or from loss, 
waste, or injury. This term was conspicuous in surgery, and 
had been used to indicate and classify certain surgical proce- 
dures known as conservative surgery. But of late this term 
had been made to have a very wide and altogether arbitrary 
significance, and was often used in antithesis to jprogresswe 
surgery. Indeed, it had come to be used by certain surgi- 
cal writers and speakers as synonymous with the word “ ex- 
pectant,” to mark methods wherein Hature was left unaided 
in her efforts to resist disease and injury. The word was very 
winning to the popular professional mind, as well as to the 
laity, and in its perverted sense was misleading and deceptive. 
We should enter a protest against the perversion of the word 
conservatism when it was used to oppose and retard jproyrm 
in surgery, the supreme purpose and object of which was “to 
preseiwe in a safe or entire state, or from loss, waste, or in- 
jury.” 

Hot many years had elapsed since it was the established 
usage of surgeons to defer operation in cases of ovarian cys- 
toma until the patient’s general health was impaired and she 
was reduced to emaciation. This was pronounced conserva- 
tive. When, under the leadership of Bantock, it was urged 
that the time for ovariotomy was as soon as the tumor was 
discovered, before complications arose and before the health 
was impaired, it was regarded as an expression of “the 
modern craze for operative interference.” With the mortal- 
ity of the two courses before us, which, he would ask, is con- 
servative ? 

There were certain abnormal conditions of various organs 
and structures in which the individual could only be rescued 
from impending death by prompt surgical aid. Such, for 
example, was a ruptured tubal pregnancy. Here delay and 
opium and palliatives had been advocated under the mislead- 
ing plea of conservatism. Was it not the part of conservative 
surgei-y to tie the bleeding vessels and remove the disinte- 
grated embryonic structures? In other conditions wherein 
safety lay only in surgical interference, it was claimed that 
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surgical aid should be invoked only after a prolonged treat- 
ment by palliative measures, when the medical attendant had 
been convinced that he was leading a forlorn hope, and that 
relief would come, provided it came at all, from operative 
treatment. This course, whereby operations were performed 
upon dying patients, was commonly called conservatism ! 

One of the great advances of modern times was in the 
knowledge we had acquired of the inflammatory diseases of 
the uterine appendages. Almost thirty years ago two able 
French surgeons discovered and described these lesions and 
their deadly effects, but the profession did not heed them. 
'When modern surgery opened the peritoneum to frequent 
exploration, the truth and importance of the researches of 
Bernntz and Goupil were realized and accepted, 

A large proportion of the Fellows of this Association de- 
voted themselves exclusively to gynecology and pelvic sur- 
gery. These gentlemen were constantly removing suppurat- 
ing masses (pyo-salpinx and ovarian abscess) from the pelvis. 
All of us had seen women dragging out a miserable existence 
with chronic inflammatory disease of the uterine appendages 
and associated recurrent attacks of peritonitis. We had also 
seen these women restored to health and activity, after years 
of invalidism, by removal of the diseased and disintegrated 
structures. Moreover, we all knew that throughout this 
broad land every year women perished of this condition of 
disease for want of operative treatment, and that no other 
treatment known would cure this class of patients. Yet, 
under a plea of conservatism, we had heard this great ad- 
vance in pelvic surgery, this brilliant improvement in our 
resourcesfor saving life and restoring health, denounced from 
the rostrum and ridiculed in the medical press. To allude 
flippantly to the “castration of women,” to “removal of the 
ovaries,” “ spaying,” etc., was to convey a wrong idea of a 
great advance in pelvic surgery by which hundreds and thou- 
sands of lives were saved, and was as erroneous as it was un- 
just, He wished to record here that no gynecologist, so far as 
he was aware, advocated or approved the removal of ovaries 
and tubes except for lesions which destroyed the health and 
usefulness of the individual, impaired and destroyed the func- 
tions, and which were incurable by non-operative treatment. 
He would not be understood for one moment to declare 
that operations for removal of the uterine appendages had 
not been done unnecessarily. On the contrary, this opera- 
tion, like many others, had been abused in many quarters. 
But we must protest against the wholesale condemnation 
of a great life-saving procedure and a large and respectable 
body of earnest practitioners on account of the recklessness 
of^others. 
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Fortunately for science and Immanity, no amount of mis- 
representation and unjust criticism could permanently ob- 
scure the truth or obstruct the progress of science. Every 
great improvement in surgery must pass through the tierce 
ordeal of criticism before emerging into the fixed position of 
established acceptance. It had been onr lot to see during the 
past decade the greatest achievements of modern times in sur- 
gery firmly established despite the fierce criticism and mis- 
representations of men and methods. The progress of surgery,, 
like that of all sciences, was an earnest and persistent search 
for truth. 

Surgery was advanced more by the aggressiveness of the 
surgeon than by timidity. In the face of desperate condi- 
tions of disease and injury, where there could be no safety 
whatever in delay and palliation, the only treatment worthy 
of consideration was the aggressive course Avhich promised 
success. Under such conditions the most heroic sm-gery was 
conservative, and any other course was not conservative. 

Those members of our profession who were not familiar 
with operative work, or who did surgery as a last resort or 
under protest, were disposed to oppose surgical treatment. 
They looked upon surgery as dangerous, only to be resorted 
to as a last desperate dhance. And they were right to this 
extent only : it was dangerous when utilized as a last resort, 
not otherwise. 

INJUEIES TO THE PELVIC FLOOE AND THE AIETflOD OF 
KEPAIEENG THEM. 

Dr. Thomas Ahdis Emmet, of New York, read a paper 
with this title. The author thought that he could claim some 
credit for perfecting an operation for the repair of the in- 
jured perineum and not show egotism. He was the first, 
twenty five years ago, to deviate from the method of Baker 
Brown of simply uniting the labia. He held that any opera- 
tive procedure devised for the repair of the pelvic floor or 
vaginal outlet which included a portion of the posterior wall 
of the vagina, whereby it was lifted forward, was but a modi- 
fication of his own operation. 

Unfortunately, he said, the subject was one which presented 
almost insurmountable difficulties in the way of clear descrip- 
tion. but he would be glad to show the method to the mem- 
bers individually who might be present at his operation at 
the "Woman’s Hospital. 

The term laceration of the perineum was a misnomer, and 
if used at all it should only be used where the sphincter ani 
was involved. We had been misled by the term perineal 
body, for no such body existed save as an imaginary one. It 
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could not, if it existed, give support to the vagina or uterus. 
It could be clearly demonstrated that the uterus was supported 
and swung from above, as was every other organ in the body, 
and, with the vagina and rectum, was kept in position by the 
connective tissue and fascia of the pelvis. This fascia was 
in close connection with the cellular and connective tissue of 
the pelvis, and was attached alongside the vagina and rectum 
so as to prevent undue prolapsus of the bowel from the 
sigmoid curve to the anus. While giving support to the 
vagina, it exerted lateral traction, with the effect of preserv- 
ing its natural curve and keeping the two sides in close 
contact so long as the fascial attachments preserved their 
integrity. 

The grooves or sulci formed by the flattened two sides of 
the vagina were strictly the result of lifting the jiosterioi- 
wall up to the anterior one, while at the same time the 
needed degree of lateral traction was exerted by the fascia. 
If we were to trace the course of the fascia forming the 
sulci from the starting point at the superior strait and along- 
side the vagina to the point where the canal pierced the 
muscular diaphragm at the pelvic outlet, it would be seen to. 
be reflected on these muscles. This fascia, as a continua- 
tion of that in the pelvis, bound the whole muscular mass in 
a common sheath, strengthened it, and only so long as its 
integrity was preserved did the circulation in the pelvis re- 
main in normal equilibrium. When the fascia gave way the 
vessels lost their support, no longer continued in a tortuous 
route, became engorged, and gave rise to the symptoms well 
known to accompany neglected cases of laceration. 

The action of the pelvic fascia was one of compensation, so 
that if it became relaxed in one direction it must become 
lengthened in another. During the progress of labor the 
vagina became shortened in proportion as the transverse 
diameter was increased. 

The author then described what took place in laceration 
during labor, in the course of his remarks referring to the 
action of the sphincter and perineal muscles. On the outer 
side of each levator ani muscle, and extending along its 
attachment, the transverse perinei were inserted and extended 
backward to the tubera ischii. Dnder ordinary circumstances 
their action would bind more firmly together the muscular 
floor of the pelvis, but as soon as the levator ani muscles 
separated in front the transvei’se perinei could only draAV the 
levator ani more apart, as curtains might be drawn apart 
below while united above. 

A laceration in the median line of the vagina not extending 
to the sphincter ani was of little consequence. The perineum 
was not there lacerated. But in injuries to the pelvic floor a 
93 
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force came into play by wliicli the levator animufecles in front 
were widely separated ; and this occurred often where there 
was not the slightest injury to the mucous membrane of the 
vagina or skin outside. Consistent with his belief as to the 
pathology of the condition, he said he had gradually per- 
fected an operation whose object was to catch up the retracted 
fascia at a point and in such a manner that he could take in 
the slack, as it were, of the fascia throughout the pelvis. By 
this procedure the posterior wall of the vagina was lifted up 
and drawn forward in contact with the vesico- vaginal septum, 
the everted tissues at the vaginal outlet rolled in, and he 
apparently brought together the separated levator ani mus- 
cles. The woman so treated became in every respect natu- 
ral, and he attributed this result to giving support to the 
blood vessels and restoring a normal circulation in the pel- 
vis. Sexual intercourse, from having been repugnant, became 
a pleasure. 

A Avoman who had sustained an injury of the extent under 
consideration must certainly receive some treatment prepara- 
tory to sewing up the perineum. The cervix should be re- 
paired and the uterus replaced, and subsecpiently an opera- 
tion on the anterior wall of the vagina might be necessary. 
They could not all be. done at once. 

The first step in repair of the in j ured floor was to determine, 
Avithin a reasonable degree, the amount of retraction Avhich 
had taken place in the iascia along the sulcus o,n each side of 
the vagina. It would of course be a futile eft’ort to seek to 
determine this by the extent of the scar line in the vagina. 
"With the patient on her back, the limbs flexed, find a point 
in the middle of the projecting mass Avithin the vagina, pick 
it up AAuth the tenaculum, draw it forward an5 upward 
toward the neck of the bladder, and two folds Avould be 
formed leading upAvard to a fixed point Avithiu the sulcus on 
each side, these points indicating the limit of retraction and 
shoAving clearly that the portion of the vagina aboAm Avas still 
properly supported. Bear in mind that this triangular-shaped 
tongue or portion of the rectocele Avhieh Avas drawn forAvard 
Avith the tenaculum Avould form after the operation the poste- 
rior Avail of the vagina ; that all beloAvthe point of the tenacu- 
lum was to be turned in. "With the parts in this position after 
the denudation and insertion of the sutures, the rectocele 
would have been disposed of, the tAVO walls of the vagina 
would lie in contact, the axis of the canal Avould have been 
changed so as to present the normal concavity Avith the re- 
quisite degree of support. A further step, however, Avas 
taken in order to bring nearer together the separated levator 
ani muscles. 

After the rectocele has been draAvn doAvn toAvard the neck 
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of the bladdei’, replace the tenaculum by a strong tbread, to 
constitute a landmark and to be held by an assistant. Then 
find the carunculi or remains of the hymen on each side, indi- 
cating the limits of the vagina, hook in a tenaculum, and let 
two assistants make traction to either side. A triangular, 
deep,- gutter-shaped surface would be thus formed on the 
right and left of the canal, with the apex of each running 
into the lateral sulcus above. Then, drawing down on a third 
tenaculum hooked into the posterior vaginal wall, one would 
see clearly mapped out the full extent of the surface on each 
•side which it was desired to denude and unite. Interrupted 
.sutures were employed, and he preferred silver wire. He 
first introduced a suture in the apex of each triangle above, 
then put them in, one after another, about a quarter of an 
inch apart, until the neighborhood of the loop in the centre 
of the rectocele was reached, approximating the carunculi on 
the sides. It was well to secure the sutures on each side by a 
separate pair of forceps in order to avoid mixing them. The 
next step was to introduce sutures so as to close the sides of 
the vaginal outlet and bring together at the same time the 
separated levator ani muscle. This crown suture, as it had 
been termed, was passed close to the caruncle on tlie right 
side, dipped into the denudation in the rectocele, and came 
out through the denudation on the vaginal wall about half an 
inch behind the caruncle on the opposite side, at a place cor- 
Tesponding to the point of entrance on the right side. As the 
parts were 'drawn together by this suture, one got for the first' 
time a clear impres'sion of what was going to be accomplished 
by the operation. Three or four more sutures were to be in- 
troduced in the same manner as the last one, in the same 
direction, one below the other ; and as they were introduced 
the parts rolled in more and more until the sutures were lost 
to sight between the folds of the labia. In twisting the 
sutures, begin with them in the order of their insertion. 
When the sutures had all been secured there should be no 
gaping of the vagina. The external appearance was that of 
a woman who had never borne children. When the operation 
was properly performed, the elasticity of the pai-ts was re- 
stored fully. While rather tedious, yet it was a simple ope- 
ration, and the only one which would stand the test of sub- 
sequent labors. 

Hr. Price and Dr. Kelly were accustomed to doing the 
same operation as Dr. Emmet, whom they had seen operate, 
but made unimportant modifications. Dr. Marcy described 
his method of operating, and Dr. Puckkaster made some re- 
marks explaining in part the greater frequency of rupture on 
the left side by the' deviation of the rectum. 
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Dr. Joseph Taber Johnson, of Washington, then read a 
paper entitled 

THE GROWTH OF FIBROID TUMORS OP THE UTERUS AFIER THE 

MENOPAUSE,' 

Dr. Joseph Price thought that gynecologists were some- 
times equally guilty with general practitioners in neglecting 
their duty by cases witli fibroid tumors of the uterus, lie 
would not hesitate to urge removal of the appendages in all 
cases of small fibroids. To do so would save many a Porro 
operation or hysterectomy. Retrograde changes or cystic de- 
generation were quite common after the menopause ; nor was 
the rapid growth of the tumor after this period uncommon. 
It was in neglected cases that serious risks often attended 
radical treatment. 

Dr. C. a. L. Reed, of Cincinnati, read a paper on 

THE SURGICAL TREAT.’^IENT OF ANTERIOR DISPLACEMENT OF THE 

UTERUS." 

Dr. W. D, Haggard, of Hashville, read a paper entitled 

THE PART THE SHOULDERS PLAY IN PRODUCING LACERATION OF 
THE PERINEUM, WITH SUGGESTIONS FOR ITS PREVENTION. 

He thought authors had attached too much importance to 
the part played by the head and not enough to that taken by 
the shoulders in the production of lacerations of the perineum. 
His attention was first called to this subject by witnessing a 
case in yvhich there was only an unimportant tear when the- 
head had passed, but which became extensive, reaching into 
the sphincter, on the passage of the shoulders. Por some 
time, when this accident repeated itself, he was inclined to 
comfort himself with the thought that it was unavoidable, 
being due to the disproportion between the size of the head 
and shoulders and the outlet. Afterward he became con- 
vinced that in most cases the accident was avoidable. To 
support the perineum favored rather than tended to prevent 
rupture by the head and shoulders. The head being round, 
and its passage taking place more slowly than that of the 
shoulders, it was less likely, the author thought, to cause rup- 
ture than were the shoulders themselves. After the exit of 
the head the perineum contracted around the neck ; the uterus 
was prepared, after its brief rest, to contract vigorously and 
expel the shoulders with rapidity ; and the latter, being of 

’ See original article, page 1420. 

’ This paper was received too late for this issue. It will appear in the- 
numher for January, 1892. 
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irregular shape, and perhaps not having* time to rotate into the 
longer diameter of the canal, were liable to cause rupture, 
especially where a nick had been started by the head. In 
spite of these facts, Lusk had suggested that the action of the 
uterus at tbis stage might be aided by one hand placed over 
the abdomen, when, as a matter of fact, there was already 
danger of the parts being forced through too rapidly and 
thereby producing rupture. The case at this stage could not 
be properly managed with the patient in the dorsal position. 
In fact, he thought the choice of position during at least the 
•second stage was no longer debatable. The patient should 
•occupy the left lateral decubitus. Giving his further con- 
clusions, he added : (1) Overcome rigidity of the vulval out- 
let by the judicious use of chloroform, if necessary ; (2) the 
presenting part of the child should be supported, not the peri- 
neum, during the passage of the head and shoulders ; (3) sup- 
port by pressing well up under the symphysis pubis by plac- 
ing the right thumb in the rectum and the fingers of the right 
hand expanded over the occiput ; (4) to retard the exit of 
the shoulders, pressure should be applied to the trunk and 
shoulder by placing the index and middle fingers of the left 
hand in the rectum, the thumb on the parts in the vagina, the 
right hand supporting the head and neck. 

Dr. Bedford Brown had noticed in several cases that the 
passage of the shoulders had much enlarged a tear started by 
the head, but when the head passed safely the shoulders were 
also almost sure to pass safely. He had for a number of years 
tried the various plans which were suggested from time to time 
for prevention ot rupture, including support of the perineum 
but all without any advantage. The last few years he had tried 
another method, consisting in gradually distending the peri- 
neum by pulling backward with the fingers in the vagina, the 
patient being under the influence of chloroform. He did not 
think laceration would ever take place in ordinary labor 
where the perineum was well distended. 

Dr. W . E. B. Davis thought chloroform should be given 
at the second stage in all cases, and Dr. Engelmann thought 
we should do away with the term “supporting” the peri- 
neum. It was the protection of the perineum which we 
should attempt. 

CYST OF THE MESENTERY. 

Dr. J a. Goggans, of Alexander City, Alabama, described 
a ca^ ot ^'st pf the mesentery in which, with the aid of Dr. 
W . E. B. Davis, he performed abdominal section, found that 
the cyst could not be enucleated owing to its seat in the 
mesentery, strong adhesions, and free blood supply and 
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therefore evacuated the conteuts, fixed tlie cyst in the- 
abdominal wound, and di’aiued. Hot-water injections through 
the tube were practised every four hours for some days, and 
the tube was gradually removed. The patient made a good 
recovery. She had previously been seen by several physi- 
cians, was treated for dropsy, etc. Of course the exact nature 
of the cyst could not be made out until the abdomen was 
opened, although its contents had been determined by 
aspiration. The author referred to the rarity of cysts and 
tumors of the mesentery, and to the fact that usually where 
patients had been operated upon the result had been fatal. 

THINNESS OF UTERINE WALLS SIJIULATINO EXTRA-UTERINE 

FREGNANCY. 

Dr. George J. Engelmann, of St. Louis, described two 
cases of thinness of the uterine walls in normal pregnancy 
leading to a diagnosis of extra-uterine pregnancy. The first 
patient had had three children in rapid succession, had not 
menstruated siuce the birth of the last one, which was twenty 
mouths old and still uursing. She visited the clinic com- 
plaining of something coming down, of swelling and pain 
in the right groin. The swelling had made its appearance 
rather suddenly three weeks before. There was a sense of ful- 
ness after meals, and vomiting spells. Examination revealed 
a movable tumor in one groin; the flexible applicator en- 
tered slightly anteriorly into tlie uterus a distance of three 
inches. It had no apparent connection with the tumor in the 
abdomen. The diagnosis was of a tumor either superimposed 
upon the uterus or possibly of the anterior wall. It was 
seemingly a round, solid, hard tumoi’, nothing at all like a 
pregnant uterus. The treatmeht was expectant, although 
astringent applications wore made within the utems. At the 
next examination the tumor would appear and disappear, but 
the change was not at all suggestive of contraction of a preg- 
nant uterus. It seemed like a solid mass which was felt 
under the hand, disappeared, then re-formed. Veiy soon the 
solid mass disappeared entirely. When the patient returned,^ 
after a considerable interval, they could distinctly feel the 
parts of tlie child where formerly they had felt the tumor. 
The parts could also be very clearly mapped out by palpa- 
tion through the vaginal walls. Supposing the pregnancy 
was extra-uterine, the patient was told to report in ease of 
the least disturbance. The applicator gradually penetrated 
further, but never in the direction in which the cliild could 
be so easily felt. They had no reason to believe the applica- 
tions had been made into the pregnant uterus. The diagnosis 
was cleared up by the patient miscarrying about the fifth 
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raonfcli. Tlie othei- case was somewhat similar. The iiterioe 
walls were very thin, the flexible instrument was introduced 
several times the full depth of the uterus, but a correct diag- 
nosis was reached and the child was carried to full tei'm. 

Dk. McMubtey referred to some cases illustrating the 
difficulty of diagnosis, in one the patient having a ffbroid for 
a long time, having never borne a child, having reached 
nearly the menopause, yet she became pregnant, and it was 
with great difficulty that he could convince the several phy- 
sicians who saw her that pregnancy existed. 

De. Koss, of Toronto, did not think that thinness of the 
uterine walls simidated extra-uterine pregnancy. On the 
contrary, where the sac containing the fetus was very thin 
he would suspect it was not extra-uterine, and would wait. 

Some of the speakers doubted the propriety of using the 
sound, believing that it was worthless as a means of diagnosis, 
and, of course, liable to do mischief. 

OPOSSUM TENDON. 

De. H. 0. Maecy, of Boston, presented an opossum in 
order to show the long, slender tendons in the tail, which he 
thought would be a very desirable substitute in the South for 
the kangaroo tendon' which he had for some years used in- 
stead of catgut, and to some extent had introduced in the 
hTorth, The opossum being a native of Virginia and the 
South, surgeons in that section might be able to obtain 
suture material from the tendons in the tail of this animal 
when they were unable to obtain kangaroo tendon. Dr. 
Marcy also spoke of the advantages of such tendon over cat- 
gut. "When buried it became a part of the living structures, 
and was stronger and less likely to give way by absorption or 
to cause sepsis than catgut. 

case op induced abortion for belief of nausea and 

VOMITING. 

De. ThompkIns, of Richmond, related the case. It oc- 
curred in a woman who had previous to her marriage sus- 
tained an injury of the leg, which continued to give her 
trouble, reduced her vitality, and he thought was ’one factor, 
in addition to the uncontrollable nausea and vomiting for 
which abortion was finally brought on, in the causation of 
death. 

■. The Association elected Dr. J. MoFadden Gaston Presi- 
dent; Dr. C. Kollock First Vice-President; De. George Ben. 
Johnston Second Vice-President; De. Hunter McGuire 
member of the Council. The next place of meeting will be 
at Louisville, the second Tuesday in Hovember, 1892. 
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TRANSACTIONS OP THE NEW YORK 
OBSTETRICAL SOCIETY. 


Abstract, 


Stated Meetin<j^ Xovemher 3f?, 1S91. 

The President^ Crkment Cleveland, M.D., in the Ghair. 

Presentation of Sjyeeimens and Instnnnents. 

DOUBLE OVARIAN ABSCESS. 

Dr. Georoe j\I. Edeboiils presented a specimen of double 
ovarian abscess removed seven days before. It was tlie first 
time in twenty-nine operations for pus contained in the ap- 
pendages that he had encountered a double ovarian abscess. 
It was also of interest from the fact that on neither side was 
there pus iu the tube, altliongh there was some dilatation with 
mucous secretion. ■ Erom the history in this case and in the 
next one, and also from the associated condition of the tubes, 
the gonorrheal origin of the abscess might be inferred. The 
gonococcus, however, was not sought for. Convalescence whs 
uneventful. 

He referred to a second case of simple pyo-salpinx recently 
operated upon, which was of interest fi-om the fact that the 
history of infection was definite. It started from a coitus 
thirty-six days previously — that is, on the 16th of April. On 
the 20th there was urethritis, followed rapidly by vaginitis, 
endometritis, salpingitis, pelvic peritontis, and there was also 
pleui’isy which was probably of gonorrheal origin. On the 
thirty-fourth day the diagnosis of pyo-salpinx was made, and 
the tubes were removed on the thirty-sixth day ) one of them 
contained about two drachms of pus. lie was afraid to leave 
the other one, although it was only slightly thickened. There 
was a newly formed fibrous coat from acute pelvic perito- 
nitis, but the tubes and ovaries were as easily slielled out as 
if they were in a noimal pelvic cavity. 

In the entix'e twenty-nine cases tliere was unilateral pyo- 
salpinx in two, bilateral in twelve, bilateral tubercular peri- 
tonitis in three, pyo-salpinx and ovarian abscess on the same 
side in two, bilateral pyo-salpinx and abscess of one ovaiy in 
six, abscess of one ovary in three, etc. 
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aY’NECOLOQICAL TABLE. 

Dr. Edebohls also exhibited his laparatomj table, which 
was intended to meet all the operating necessities of the gyne- 
cologist. It was constructed with a view to permit of tho- 
rough and easy antisepsis and asepsis. It consisted of glass 
and galvanized iron, two pieces of removable plate glass 
forming the top. xThe whole table could be scrubbed with a 
solution of bichloride of mercury without danger of rusting. 






Pig, 1. Edebobls’ Operating Table. A, metal fi-ame; B, polished glass plate for 
•head and shoulders; C, ditto for body; I), metal surface; E, trough; K, foot supports; 
L, ankle straps; H, ratchet for supporting lower end of table when elevated. 


There was a space between the glass and the edge of the ta- 
ble, allowing the water to run over on a broad trough beneath 
•and tlience into a basin on a glass platform. The table was 
•suitable for operation in the Trendelenburg or other posture, 
and permitted of the patient being elevated at any angle up 
to forty-five degrees. Dr. Edebohls operated upon the 
cervix and perineum only in the dorsal position. With his 
"table there went a foot rest with stra]3 which could be applied 
■around the leg by means of a snap buckle. 
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Dk. J. H. Gunning said he had witnessed Dr. Edebohls- 
operate on his table, and wished to testify to its solidity and 
convenience. , 

De. Eloeian Keug presented a number of specimens se- 
lected from cases operated upon by him the last few weeks. 

I. MYO-FIBEOilATA ; HYSTEEEOTOJIY. 

The patient was 3G years of age. The tumors had grown 
rapidly the last three years. She was unable to earn her liv- 
ing on account of pain and frequent hemorrhages. She had 



Pig. 2. Edebohls’ Table witli’patieut m Tienilelenburg’s position Any angle up to 
■15 degrees may be obtained. 


been told that an operation was impracticable. TJie tumors 
and uterus e.vtended up to the umbilicus. De removed all, 
including uterus, tubes, and ovaries, while the patient svas in 
Trendelenburg’s posture. Some of the sutures were carried 
into the vagina for drainage. The vaginal dressing was first 
changed eight days after the opei\ition. There was practically 
no elevation of the temperature. Kecovery was perfect, hie 
remarked that the anterior wall of the uterus was quite thin, 
and he thought that if electricity had been employed it would 
likely have resulted in sloughing and have endangered the 
bladder. 
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U. TWO OASES OF CANCER, OF THE UTERUS REMOVED BY 
VAGINAL HYSTERECTOMY. 

He had now operated in seventeen cases, and in the last 
one he for the first time injured an adjacent organ during 
the operation. As was his rule, he here introduced a catheter 
into the bladder during the dissection anteriorly ; but there 
was a cystocele, and such close approximation between the- 
two organs that an opening was made into the bladder. The: 
patient, however, made a good recovery and was not aware- 
that the bladder had been injured. He remarked_;that but- 



Fia. 3. Edebohls’ Table with patient in modified lithotomy position. TheVbuttocksi 
of the patient can be raised to any convenient height. 

one of his seventeen cases had died, and it was the onl}’^ one- 
in which he used pressure forceps instead of ligatures. 

III. PRIMARY (?) CARCINOMA OF THE OVARY AND BROAD 

LIGAMENT. 

The mass tilled the entire left half of the pelvis, pushing the 
uterus to the right. He believed the tumor could not have been 
removed without injuring the ureter to which it was adherent,, 
except by aid of the Trendelenburg posture. _ The patient 
made an uninterrupted recovery. Only two dr three cases- 
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of primary carcinoma of tlie ovary had been placed on re- 
cord. Apparently this was another, for the patient was now 
in perfect health, without evidence of the disease elsewhere, 

rv. MULTILOCULAR COLLOID CYSTS OF BOTH OVARIES, OF THE 
APPENDIX VERStlFORHIS, AND OF THE OMENTDM. 

There were colloid cysts of the ovaries ; also of the vermiform 
appendix, which in its changed state was the size of a hen’s 
egg ; also thick studding of the omentum with small colloid 
cysts. It was the first case on record, he believed, in which 
the vermiform appendix Avas the seat of a colloid cyst. 

When he operated he found colloid material free in the 
peritoneal cavity ; but as this membrane Avas not believed to 
be capable of secreting such fluid, he attributed its presence 
here to a tapping Avith a tine trocar by some physician before 
she came under his care. The patient recovered. 

AL HY'DRO-SALPINX. 

The specimen consisted of a hydro-sal3Ainx in Avhich abso- 
lutely no other cause could be ascertained except circulatory 
trouble. There was prolapsus of the uterus, and besides 
operating for hydro-salpinx some 2)lastic operations were per- 
formed and the uterus suspended. 

VI. OVARIAN ABSCESS, PYO-SALPINX, ABSCESS IN THE 
PERITONEUM. 

This case was one of unusually large abscess of the ovary, 
intraperitoneal abscess, and pyo-salpinx arising from gonor- 
rheic infection contracted from the husband after a second 
confinement. The abscess of the right ovary contained nearly 
a quart of pus. It Avas a very difficult operation. The pelvis 
Avas ]Dacked after Mikulicz’s method. 

The next two cases Avere of pyo-salf)inx Avhich had been 
sent him as cases of retroflexion of the uterus which could 
not be relieved by pessaries or other treatment. Examina- 
tion of the specimens showed plainly Avhy relief Avas impossi- 
ble from this direction. Since laparatomy the patients had 
been relieved of their symptoms. 

VII. EXTRA-UTERINE PREGNANCY LAPARATOAIY; RECOVERY. 

The next two specimens Avere from eases of early extra- 
uterine pregnancy in Avhich he performed laparatoiny Avith a 
successful result. The second ot the tAVO specimens was from 
a Avoman Avho had been married six Aveeks, had last menstru- 
ated five weeks ago, began to suffer from morning sickness, 
etc., two Aveeks ago had been seized Avith violent pain and 
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fainting, and since then, until operated upon, had had excru- 
ciating'” pain in the right side and irregular hemorrhage. An 
indistinct mass was felt on the right side which was taken for 
tubal pregnancy, and laparatomy revealed rupture into the 
ovary. Had the case gone longer it probably would have 
presented the appearance seen in so-called ovarian pregnancy. 
He believed that ectopic pregnancy was always in the first 
place tubal. 

Another case was reported in which the patient died 
about thirty-eight hours after the operation, evidently as a 
result of embolism of the lung, which probably foianed on ■ 
the operating table, for during narcosis the patient had be- 
come markedly cyanotic and did not rally from the shock. 
There was no peritonitis, no hemorrhage into the cavity. 

Dr. a. H. Goelet presented a small piece of 

BONE REMOVED FROM THE RECTUM 

of a woman who had complained of supposed uterine trouble 
giving rise to pelvic and sacral pain and tenesmus at stool. 

ELEOTRIOITY VERSUS LAFARATOMY. 

Dr. Goelet also related the history of a case cured by 
electricity. Her symptoms dated back five years, or one year 
after marriage, and were attributed by her to a strain. She 
had had no children and no miscarriages. She improved 
somewhat under the treatment of an assistant surgeon to the 
Woman’s Hospital ; but her symptoms again becoming worse, 
he advised her in 1889 to enter the hospital. The diagnosis 
there was of retroversion of the uterus and prolapsus of both 
ovaries. She was treated for three months, when removal of 
the ovaries was advised as the only way of giving her relief. 
She left the hospital and fell under Dr. Goelet’s care, who 
found the vagina packed with tampons which held the uterus 
in place. When they were removed the organ became retro- 
verted and the enlarged ovaries prolapsed. He treated her 
by bipolar faradization from the fine wire coil, and for a time 
continued the tampons. At first she was unable to walk 
more than a block ; her marital relations had been suspended 
for years. Within ten days he could dispense with the tam- 
pons. The electrical treatment was continued, and as soon 
as local irritation disappeared the intra-uterine positive gal- 
vanic pole was employed. Soon she was able to walk a mile ; 
after four months began to attend to her household duties 
and resumed her marital relations without inconvenience. 
After a year she was practically well ; uterus and ovaries in 
normal position; insensitive to ordinary physical examina- 
tion ; left broad ligament somewhat contracted and interfer- 
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ing slightly with the mobility of the iitenis ; some sensitive- 
Dess on deep pressure. 

Dr. J. D. EariiET said this patient had been nnder his care 
at first; had shown some improvement; had had a relapse 
during his absence; then, being unable to come to his office, 
he advised her to enter the hospital. There he had no fur- 
ther charge of her ease, and could not speak of the advice 
she received to have the appendages removed. This certainly 
was not indicated while she was under his observation. He 
judged, however, from the history given by Dr. Goelet, tliat 
the use of electricity was full}' justified, and he was not sur- 
prised at the good result. 

Dr. Hanks inquired of Dr. Krug how much the period of 
convalescence was prolonged where the pelvic cavity was 
packed, as in his fifth case, with iodoform gauze. He had 
used the gauze packing in the manner indicated in three cases, 
and it had proven very satisfactory, but the period of conva- 
lescence was prolonged, in one instance very considerably. 

Dr. Krtjg replied that while the convalescence was longer, 
it had not been for months, as some had mentioned. While 
he hesitated to use drainage ordinarily, yet where the adhe- 
sions had been extensive or septic matter had entered the 
cavity he thought it was absolutely necessary, and he now 
made use altogether of the Mikulicz method. To rely upon 
flushing the abdominal cavity with a large quantity of water 
was a great mistake; it would not remove the pathogenic 
germs. He also said, in reply to an interrogatory, that he had 
not had a case of iodoform poisoning from the rise of the 
gauze, and expressed the opinion that some of the cases I'e- 
ported'as of this nature were probably cases of severe septic 
poisoning. 

Replying to a question by Dr. Lusk regarding the ultimate 
Results of his hysterectomies for cancer of the uterus, he said 
he had reported fifteen cases at a section of the Academy of 
Medicine some months ago : in one there was immediate death 
from the operation ; in one, encephaloid sarcoma of the ute- 
rus. Death took place after the fifth month from metastatic 
process. The rest were well, showing no sign of recur- 
rence, some having been operated upon more than two years 
ago. 

The President remarked that he had had several cases in 
which packing the cavity with iodoform gauze seemed to have 
been the means of saving life. Very recentl}^ he had encoun- 
tered a raultilocular malignant ovarian cyst with several small 
colloid cysts involving the colon, and in which he accidentally 
punctured a cyst, which made it necessary to go on and com- 
plete the operation. He packed the cavity with gauze, 
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removed it on the eiglitli day, and the patient had done well. 
He had used as much as twenty yards of iodoform gauze two 
inches and a half wide. 

Dr. William T. Lusk read the paper of the evening, 

THE TREATMENT OE EXTRA-UTERINE PREGNANCY. 

In the first part he referred to the question of diagnosis, 
which he said in some cases was simple enough. Among the 
.symptoms he mentioned characteristic pain radiating from 
the site of the tumor. The tumor itself could be distinguished 
from other tuhal enlargeinents by its peculiar soft feel. Some- 
times the changes in the uterus corresponded to those seen in 
early uterine pregnancy, but often there was perceptible en- 
largement of neither body nor cervix. Menstrual derange- 
ment was often present. It was possible that a diagnosis 
might be made, in many instances, eariy in the history of the 
case, if it were possible to subject the patient to frequent 
examinations. In his own eases he had observed lateral 
flexion of the gravid uterus, the fundus one side, the cervix 
crowded to the opposite side, created a condition liable to 
be confounded with tubal pregnancy. 

Passing to the treatment of extra-uterine fetation, he- 
said the indications in .the early months varied with the con- 
dition. If rupture had occurred, pains should be taken to 
ascertain, if possible, whether the resulting hemorrhage had 
occurred between the folds of the broad ligament; or, if intra- 
peritoneal, whether the blood was free or whether restricted 
by old adhesions. Circumscribed blood collections following 
rupture of the tube did not, as a rule, endanger .life. If the 
hemorrhage took place into the abdominal cavity, lajiaratomy 
was demanded, although it was not denied that even in some 
of these cases the effused blood might become circumscribed by 
adhesive inflammatory process. Few of these patients, how- 
■ever, would recover from the expectant treatment, while open- 
ing the abdoinen, removing blood clots and the ruptured tube, 
had been the means of rescuing many from impending death. 
The operation, as a rule, was not difficult. It involved the 
separation of adhesions, tying of the pedicle, removing the 
ruptured sac and clots. In the intraligamentous form it 
might be necessary to ligate in sections, after first tying the 
broad ligament at the two extremities of the sac. Before clos- 
ing the abdomen one should arrest all hemorrhage, not only 
from the stump but also from separated adhesions. 

If the diagnosis were made before rupture had occurred, a 
ehoice should be made between destroying the life of the em- 
bryo by electricity and removing it by laparatomy. The de- 
cision would be determined largely by the experience of the 
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operator and surroiaudings of the patient. "Where the ope- 
rator was experienced in abdominal surgery, had plenty of 
trained assistants and favorable surroundings, he was likely to 
prefer laparatoray, not only to relieve the patient of present 
danger but of future trouble. All men, however, were not 
expert operators, trained assistants were not always at hand, 
there was often no imminent danger to life, and under those 
conditions the indications were to arrest the growth of the 
ovum by other means ; of these the best is electricity. It had 
been suggested that morphine be injected into the sac, and 
cases so treated had been reported from time to time — he 
believed eleven in all, with three deaths. But the three 
deaths were hardly attributable to the method employed. 
He could say there had been no evil results arising from the 
use of electricity. In Dr. Janvrin’s case rupture had un- 
doubtedly taken place before the current was used ; in an- 
other, death followed the use of morphine injections after 
electricity had been discontinued ; in another, electro-piinc- 
ture, now discountenanced, had been employed. Electricity 
was available only during the first three months, and no one 
advocated electro-puncture. 

In the second half of pregnancy it was now regarded as 
proper to attempt to remove the fetus and investing mem- 
branes as soon as the diagnosis could be made. If complete 
extirpation of the sac is impracticable, then remove as much 
of it as possible. The old method of stitching the sac to the 
abdominal wall and leaving the placenta to come away, when 
performed during the life of the child, gave as an almost 
uniform result death from hemorrhage. Experience like this 
led to the custom of waiting for the death of the fetus, but 
this exposed the mother to other dangers. It was beginning to 
be more clearly recognized that the treatment of the condition 
was subject to the ordinary rules of abdominal surgery. The 
conditions in the way of a successful removal of the fetal sac 
were the excessive vascularity of the parts and extensive ad- 
hesions, but these difficulties had in late cases not been found 
insuperable. In the case of an intraligamentous sac Breisky 
had stitched it to the abdominal wall, taken out the fetus, re- 
moved the stitches, and, after ligating the broad ligament on 
the side next the uterus, sepax’ated the tumor, at the same 
time tying any large bleeding vessels. The author also re- 
ferred to the manner in which Schauta had recently treated 
a case of intraligamentous fetation which he thought prom- 
ised important results in the future. After death of the fetus, 
provided the sac contents had not become infected, the same 
principles of treatment held good as in the ease of a living 
child. If pus had formed, the old method of stitching to the 
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abdominal incision before opening the sac was best, the pla- 
centa being allowed to separate spontaneously. . 

Dr. H. T. Hanks opened the discussion on tlie paper, and 
expressed agreement with the antlior regarding a choice be- 
tween treatment by electricity and by laparatomy. He thought 
that before the end of tlie third month the general practi- 
tioner was justified in using electricity to destroy the oxuin, 
while the abdominal surgeon was justified in doing laparatomy 
to remove it. He was also of tlie opinion that those who had 
had a fair amount of experience in obstetrics could make the 
diagnosis of extra-uterine pregnancy with considerable cer- 
tainty, unless it were in very stout women. He was also con- 
vinced that recovery might take place after rupture in the 
intraligamentous form, and he recalled such a ease which he 
had seen in consultation last fall, and in which it was difficult 
to decide whether laparatomy should be performed or not. 
It was not, and the patient had done well. He had now seen 
four eases of recovery after the ovum had been killed by elec- 
tricity. 

Dr. William M. Polk thouglit the expert in abdominal 
surgery ought not to trust to electricity, but should open the 
abdomen and by so doing remove the possibility of future 
trouble. On the other hand, persons not used to abdominal 
work should resort to electricity, for the reason that the 
woman’s life would be safer from such treatment in their un- 
skilled hands. When the third month had been passed, the 
rules should be followed which had been stated in the paper.. 
The dangers to be avoided were hemorrhage and sepsis. 

Dr. Baohe McE. Emmet thought it more difficult to dif- 
ferentiate between extra uterine pregnancy and other pelvic 
■conditions than it seemed Dr. Lusk did. Eor instance, he had 
not found pain in extra-uterine pregnancy characteristic, nor 
was the density or elasticity of the tumor different from what 
might be seen in other conditions. 

He would condemn more strongly than had anj’ of the 
other speakers the tendency to too ready resort to the knife 
in abdominal work. Of the large number of cases on record 
in which the treatment of extra-uterine pregnancy had been 
by electricity, in only four had death taken place, and in them 
some other cause'was evident. He knew of no series of lapa- 
ratomies, faithfully reported, in which the results had been 
equallj^ good. He did not approve of an operation without a 
positive indication, for even in the hands of the expert it was 
more dangerous before the third month than was electricity. 

Dr, Charles Jewett inquired as to the mortality from 
treatment by laparatomy before rupture of the sac had oc- 
curred. He also believed that the treatment by injection of 

94 
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opiates should be condemned, notwithstanding the fact that 
it was supported by so high an authority as VVinckel. Ee- 
garding the diagnosis, he thought it was by no means easy 
even in the later months. ’ 

Dr. Malcolm McLean wished to put himself on record as 
being still in favor of the use of electricity, at least in advance 
of a resort to laparatomy. He thought he could speak impar- 
tially on the subject, for he had trie^ both electricity and lap- 
aratomy. He was then treating his fourth case by the former 
method, it being in a patient who had been advised by ab- 
dominal surgeons to submit to an operation. 

He thought diminution in the size of the tumor in abdomi- 
nal pregnancy after full term, pointing to absorption of the 
amniotic fluid, was a valuable indication in treatment. He 
recalled the fact that a case had been operated upon in 
Charleston two weeks after completion of the ninth month, 
hemorrhage from the placenta costing the patient her life 
while upon the operating table. Ten days after that he had 
operated upon a similar ease, except that it had gone to the 
thii'teenth month, and the last month there had been rapid 
absorption of the amnion, showing.that the placenta had ceased 
to live as a vascular organ and was not likely to cause trouble 
by hemorrhage. In this case he went through the placenta, 
which lay in the median line, yet there was scarcely any loss 
of blood. 

Dr. a. H. Goelet thought that the knife should not be re- 
sorted to, even by the expert laparatomist, unless there were 
some positive indication ; that, in simple cases, up to the third 
month electricity alone was justifiable. He thought further 
experiments were desirable to determine the comparative 
value of the faradicand galvanic currents in killing the fetus. 
Martin, of Chicago, had been unable to kiU the chick^ in in- 
cubating eggs by the faradic current, while the galvanic cur- 
rent never failed. He related a case seen by him last winter 
in which the fetus within the uterus died at the third month 
from hemorrhage, yet it remained afterward in the cavity for 
four months without doing any harm, and when finally ex- 
pelled it had shrivelled to almost nothing. So, when the 
ovum was destroyed in the abdominal cavity or tube by elec- 
tricity, he thought it would not decay, but become absorbed 
and prove harmless. 

Dr. George M. Edebohls had treated four eases of ectopic 
gestation. In the first case the diagnosis was made about 
the second month ; the faradic curi’ent was used, the tumor 
gradually disappeared, and the Avoman had no further trouble. 
In the second case exploratory puncture wag resorted to in 
order to determine the nature of the contents of the tube. 
About two drachms of liquor amnii tinged with blood were 
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withdrawn, and the fetus subsequently died and disappeared. 
ITothing was injected. In the third case the electric current 
was also used, lint afterward he, became convinced that rup- 
ture had previously occurred, and that the fetus was already 
dead and hemorrhage had ceased; so the electric treatment 
was superfluous. In the fourth case the patient was seen by 
him at the end of the ninth week, and rupture was supposed 
to have already occurred. He here demonstrated the exist- 
ence of blood in the free peritoneal cavity in this manner : 
He made exploratoi’y puncture of the enlarged tube, but got 
nothing; yet when the needle was passing out and reached the 
free peritoneal cavity the barrel of the syringe suddenly filled 
with blood, showing that rupture had taken place into the 
peritoneal cavity. He would not have operated, but the at- 
tending physician wished to be relieved of anxiety for the 
patient’s future, and insisted that laparatomy be done. He 
opened the abdomen two days after the puncture and con- 
firmed the diagnosis. The patient recovered, but probably 
would have recovered just as well without the operation. 
He did not believe, that laparatomy was necessary before the 
end of the third month, although the conditions might arise 
which would make it necessary. 

Dr. a. H. Buokmastbr thought many women having ecto- 
pic gestation died without treatment. He had seen five lap- 
aratomies in which, ectopic pregnancy was proven to exist, 
although previous to the operation it had not been suspected. 
He thought that in using the exploratory needle Dr. Edebohls 
subjected his patient to greater danger than what would at- 
tend laparatomy. 

The President, being asked his opinion on the treatment, 
said it had been demonstrated beyond the possibility of doubt 
that electricity would kill the fetus, and he thought this 
agent should be made use of in preference to laparatomy 
before the end of the third month. 


EDITORIAL. 


With the present number my connection with this Journal 
ceases. I have had this step in contemplation for some time, 
my reasons being the pressure of other duties and cares, and 
a desire to withdraw from journalistic labors. 

Since I took charge of the editorial management of this 
J ouRNAL, eighteen years ago, energy, application, and perse- 
verance on the part of all connected with it have given it its 



1492 


KEYIEWS. 


present high position. During this time I have watched over 
and guarded its progress with all the interest and care in my 
power. This child of my adoption was for many years tny fore- 
most thought, and my best efforts have been applied to foster 
its growth and insure its success. Herein 1 have been support- 
ed with unstinted liberality by its publishers. At one time I 
could not liave realized that my name would ever disappear 
from its title page. It was a part of me, so it seemed to me^ 
and I thought I could not bear to be separated from it. But 
years have wrought their changes, and now I leave the Jour- 
nal where its stability is so well assured that nothing can 
affect it, so long as its chief object is kept in mind, that of 
giving to the profession a clear, honest, scientific report of 
the current events pertaining to obstetrics and gynecology. 

I have to thank the medical profession, not only of America 
but also of foreign countries, for the kind and generous sup- 
port given me during my editorial career. And I trust the 
same may be transferred to my successor. Dr. Brooks H. 
Wells, who has ably assisted me for several years, and has 
substantially conducted the Journal for some time. 

In leaving the Journal I feel as thougli I had to part from 
an old friend and companion. I shall miss its monthly ap- 
pearance under my name, and I shall, although with less 
regret, miss the routine of proof-reading and the manifold 
details of accepting and refusing communications. 

But I feel that I leave the Journal in good hands, and that 
it will remain the leading periodical in this country and abroad 
on the subjects to which it is devoted. 

To all my friends and well-wishers, to all who have aided 
the Journal by their contributions and support, I bid a cor- 
dial farewell. 

Paul P. Munde. 


REVIEWS. 


Childbed jSTursing. By Charles Jewett, A.M., M.D., Pro- 
fessor of Obstetrics and Diseases of Children at the Long 
Island College Hospital. Pp. 40. Hew. York; E. B. 
Pelton. 

This diminutive volume, originally prepared for the use of 



EEVIEWS. 


1493 


the nurses in the Training School of the Long Island College 
Hospital, is a nugget of practical information, so arranged in 
condensed paragraphs as td^mahe a marked first impression, 
thus aiding the memory to retain the most important points. 
Under the head of Pregnancy,” Labor,” and the “ Puerperal 
Period ” clear and detailed directions are given of the nurse’s 
duty, and are followed by the model of a chart for daily record. 
The after-care of the patient, the prevention of childbed 
fever, and the care of the infant nextreceive attention, while 
several pages are devoted to the subject of artificial feeding. 
A chapter on the management of the birth in the absence of 
the physician, and a glossary of the terms used in the little 
book, complete this unpretending but excellent work. 

Painful Menstruation. The HarveianLecturesfor 1890. By 
Peancis Henry Champneys, M.A., M.D. Oxon., F.R.C.P., 
Physician Accoucheur and Lecturer on Obstetric Medicine 
at St. Bartholomew’s Hos’pital ; Consulting Physician to the 
General Lying-in Hospital ; Examiner in Obstetric Medi- 
cine, Member of the Board of the Faculty of Medicine, in 
the tfniversity of Oxford ; Examiner in ObstetricMedieine 
in the Royal College of Physicians, London. Pp. 88, 8vo. 
London : H. K. Lewis, 189i. 

Dr. Champneys in this little volume fully maintains the 
reputation of these lectures for scientific accuracy and thor- 
oughness of investigation. It is a very complete resume of 
the literature of this important subject, and, while to a large 
extent theoretical and in certain points open to criticism, is 
of value because of its unbiassed deductions. Of the three lec- 
tures, the first takes up the general considerations ; the second, 
membranous dysmenorrhea ; the third, spasmodic dysmenor- 
rhea. The treatment of membranous dysmenorrhea the au- 
thor regards as “ certainly a most unhappy problenn” He 
urges extreme care in the diagnosis of the local conditions, 
and finds that, in general, the best results have followed re- 
peated dilatation and aseptic curetting. Among drugs user 
ful iu various forms of dysmenorrhea he places first tincture 
of castoreum in thirty-drop doses three or four times daily 
during the pain. He also favors the old-fashioned hot foot- 
bath, with a good glass of hot gin and water, at bedtime at 
the beginning of the pain. The gin should be given once a 
month only. 

Being convinced that spasmodic dysmenorrhea is a neurosis, 
he vigorously protests against too frequent mechanical treat- 
ment, though, in the absence of parturition, as a last resort, 
and where there are no inflammatory contra indications, he 
employs dilatation, preferably by means of Hegar’s bougies, 
nnder anesthesia and with careful asepsis. 
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La Pratique des Accouciiements : A e’usage des Sages 
PE irsiEs. — T he Practice of Obstetrics : Pob tiie use of 
Midwiyes. By P. Budix, Fellow of tlie Faculte de Mede- 
cine, ObstetriciaB to La Charite, Member of the Paris Aca- 
demy of Medicine ; and E. Crouzat, Clinical Professor of 
Obstetrics at the Faculte de Medecine of Toulouse. Pp. 
719, 116 illustrations. Paris: Octave Doin, 1891., 

The status of midwives in France is clearly defined and 
limited by law. Aspirants to the position, after giving satis- 
factory evidence of good moral character, are obliged to pass 
an entrance examination in reading, writing, and arithmetic, 
and must then study obstetrics theoretically and practically 
in schools and hospitals for a time varying from ten months 
to two years, according to the laws of the various local fac- 
ulties of medicine. After graduation they are obliged to 
register their names before being allowfed to practise. They 
may deliver ail normal cases, but are not allowed to use 
instruments in delivering without calling in a physician ; 
neither can the.y prescribe medicine, with the exception of 
the ergot of rye, and antiseptics for external use. Should 
the case be a complicated one and either mother or child suc- 
cumb, and should the midwife have failed to summon a phy- 
sician in time, she is liable to imprisonment on a charge of 
homicide due to unskilful attendance, imprudence, careless- 
ness, and negligence. 

The book under discussion is the outcome of a course of 
lectures delivered by its authors to the midwives of Paris. 
The chapters on anatomy, physiology, embryology, pregnancy, 
and labor are such as may be found in any work on obstet- 
trics for the use of students and practitioners, and are charac- 
terized by great clearness of description. The presentations 
are given in detail, as are the phenomena, of labor. Of espe- 
cial excellence is the section describing the first stage, the 
illustrations accompanying it giving a better idea of the dila- 
tation of the cervix than any which Ave have previously seen. 

Abnormal presentations and the diseases of pregnancy are 
described with some detail, in ordei* that midivives may learn 
to recognize the conditions in time to summon a physician. 
Some ideas of artificial delivery of the placenta, tamponade 
of the vagina, and version are given, to be resorted to by the 
midwife only in case of urgent necessity. 

The after-care of both mother and infant is set forth at 
length, with illustrations of syringes, clinical thermometer, 
breast pumps, and bottles for artificial feeding. There is an 
excellent chapter upon the necessity for strict asepsis. 

It would be a pity to give midwives the monopoly of sO' 
instructive, practical, and well written a book as the one in 
question. a. r. 
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1. Hedrick (Breslau) : A Case of Diverticulum Recti 
Spurium {CentraTblait fur Gynakologie, Ho. 21, 1891). — 
H. relates a case of this affection and claims to be unable 
to find anotlier similar case cited in medical literature. The 
history is briefly as follows : Mrs. S., aet. 28, married seven 
years, no children, one abortion (third month) in first year of 
married life. From that time on menstruation profuse until 
two years ago ; since then menses very scanty. Two years ago 
she had peritonitis. Disease lasted about four- months. 
This was followed by a leucorrhea. Has also been troubled 
whenever she had a movement — sometimes diarrhea, often a 
burning and tenesmus. The masses she passed were often 
covered with pus and blood, and there was considerable 
mucus. Also complains of a frequent desire to urinate and a 
burning sensation when doing so. An examination of the 
patient showed that the cervix lies anteriorly, is of a conical 
shape, fundus is in state of retroflexion. The uterus is im- 
movable and embedded in perimetric adliesions. The poste- 
rior vaginal wall is pushed forward by a tumor which is soft 
and about the size of a goose egg ; it fluctuates, and pressure 
does not diminish its size. On conjoined manipulation (vagina 
and rectum) it can be distinctly felt between the fingers ; its 
upper limit cannot be felt. A diagnosis of cyst of the poste- 
rior vaginal wall was made. In examining per rectum H. was 
enabled to feel a ring-shaped stricture near the promontory. 
The cyst was incised and 15 to 20 c.c. of grayish mucus were 
evacuated. An attempt was made to find a communication, 
between the cyst and the rectum, but it was impossible to do 
so ; but in drawing the cyst walls apart, fluid that had been 
injected per rectum passed off through the opening .in a 
stream about the size of a lead pencil, so that the connection 
between the cyst and the rectum could no longer be doubted. 
The result of the operation was very satisfactory. The ease 
must be summarized as follows : The patient was infected 
when first married, and a stricture of the rectum developed, 
then the rectum ulcerated above the seat of stricture, and 
from this point a perirectal infiltration took place between 
rectum and vagina. An abscess formed which spread down 
toward the vulva, and thus the cyst was formed, l. s. r. 

2. H. Fehlino (Basle) : Therapy of Puerperal Fever, 
WITH Special Reference to G-eneral Sepsis {Zeitsclio'ift 
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f. Thei'ajpie). — ■In treating cases of puerperal fever we have 
to treat the general septic condition, for in the majority of 
cases the local affection can only be treated symptomatically. 
At present, in spite of the various attempts with benzoate of 
soda and other drugs, we are unable to reach the septic poison 
directly and thus destroy it. It is useless to make local appli- 
cations to the vagina, cervix, .and uterus, for the poison has 
passed into the general circulation. F. merely dusts these 
ulcerations with iodoform or salicylated starch (1 : 5). In the 
beg inning of a puerperal sepsis, where we may liope that 
the affection is still circumscribed, he employs vaginal injec- 
tions of a two-per-cent solution of carbolic acid, or a 1 to 
d,000 solution of bichloride, but where there are symptoms 
of albuminuria it is advisable not to employ the bichloride. 
A one-per-cent solution of creolin also acts well. These in- 
jections are very useful when the affection has only attacked 
the mucous membrane and whei-e there is a putrid discharge ; 
but where a peritonitis or a parametritis has occurred they 
should not be employed, or, if at all, very sparingly. If after 
these injections there is no diminution in the temperature or 
pulse, or where the fever from the beginning is markedly 
septic, .then it is advisable, after carefully cleaning the 
vagina, to give an intra-uterine injection. In some cases, 
where this is not done with the greatest care, or where there 
are small erosions on the cervix, this may be followed by a 
chill. If after the injection the temperature and pulse are 
lowered, then it is unnecessary to give another injection. If 
this does not occur, a second injection is, as a rule, useless, in 
fact may do harm, especially when there are symptoms of 
peritonitis or of pelveo peritionitis. Since we have no speci- 
fic against this septic process, it becomes our duty to make 
bur patient capable of resisting the action of the micrococci. 
The fever affects the appetite and digestion, interferes with 
oxidation, and causes albuminuria. This, according to the 
observations of Binz and others, can be overcome by the 
administration of large doses of alcohol. The alcohol also 
tends to diminish the temperature and increases the heart’s 
action. All heavy wines are to be recommended, e.g., Port, 
Sherry, Madeira, Tokay, heavy Rhine and Moselle wines, 
Greek wines, Bordeaux and Burgundies besides these, co- 
gnac, rum, arrack, etc. These can be mixed with water or 
milk, with black tea or coffee. Runge recommends the 
following : 

IJ Spiritus Yini (Cognac) 60 

Yitelli Ovi unius et dimidii 6 

Syrupi simplicis 40 

Aquse destillatse q. s. ad pond. 200 

M. S. Dose a tablespoonful. 
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To tliese alcoholic beverages may be added aqna raentbae 
piperitse, tinctiira amara, liquor' kinmonise anisatus, syrupus 
Borticis aurautii, etc. These beverages are to be given every 
half-hour, and it is wonderful to observe the quantity that 
the patients can bear. It is also advisable to administer plenty 
,of milk. Meat had better be omitted. In some cases the 
patients lie in a stupor and it is impossible to administer large 
quantities of alcohol. Here it is advisable to give warm baths, 
as recommended by Eunge, Billroth, and Winckel. The baths 
are contra-indicated in eases of pentonitis and in severe eases 
of metrophlebitis. They are to be given at the temperature 
of 24° E,, reducing them to 22° E. ; lasting five or ten 
minutes ; not more than one to two baths a day. Usually three 
or four baths sufiiee. Antipyretics are harmful and useless. 
In endometritis we may employ a cathartic, hut this is not 
advisable in cases of peritonitis or parametritis. "When a diar- 
rhea is present it is not advisable to check it, as it often 
carries off the septic material. We can stimulate the action 
of the kidneys by employing Sellers or other waters, benzoic 
acid, etc. By these means we are often enabled to carry our 
patient through a severe attack of septic fever, especially 
with' the aid of an experienced nurse. n. s; e. 

3. Maeitan : A Conteibution to the Study op Elec- 
TKICITY AS A PeEPAEATOET TeEATMBXT TO OPEEATION {EleC- 
troihera^ie, March, 1891). — The author gives a short sketch 
of the introduction of electricity into the therapeutics of 
gynecology, and states that since 1884 he has made over a 
thousand intra-uterine applications, both faradic and galvanic. 
During the course of his practice he came to the conclusion 
that this treatment was not only of value for relief of the pain 
caused by fibroids, but that it possessed analgesic powers in 
all chronic affections of the genital organs. He was, more- 
over, impressed with the fact that in gynecological surgery 
the saying “ suUata caiisa^ tollitur effectus ” does not always 
hold good. After hysterectomy, salpingotomy, ovariotomy, 
and even curetting, the patient recovers from the operation, 
but pain often persists. 

As a result of the consideration of these two facts, Maritan 
decided to try the effect of electrical treatment preparatory 
to operation, with a view to diminishing the after-pains, 
using it only in cases of severe pain, or as an invigorating 
measure when there was great weakness. He reports five 
cases in which the pain was extreme, chosen from among 
Im numerous observations, as illustrative of the sedative action 
of electricity. 

I. Oyst of the Tight ovary ; laparatomy. — May 1st, 1889. 
Abdominal fluid tumor, twice as large as the head of an adult ; 
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has already been twice piinctiirpd. Uterus retro verted; leu- 
eorrliea profuse. Pains in head and stomach ; sciatica of the 
right side, aggravated by walking. 

Treatment. — Intra-uteriue bipolar faradization. Relief ex- 
perienced after the third application ; after the eighth, pa- 
tient would believe herself cured but for the presence of the 
tumor. 

Operation May 19th. Pedicle found twisted six times. 
Patient discharged cured June 12th. Seen again in Septem- 
ber, 1890; was perfectly well. 

II . Retroversion ; laceration of cervix ; eoi7'opium of mucous 
memhra^ie glandular endometritis ; Alexander- Alguie' s ope- 
ration i Sck't'bdei'' s arnpxitatioiv of the cervix j curetting. — Pa- 
tient seen November 20th, 1889. Yiolent cephalalgia. Iliac 
pain and sensitive abdomen. Obstinate constipation. Pro- 
found mental depression. 

Treatment. — Fourteen applications of bipolar faradism. 
After the second, insomnia disappeared, appetite and general 
condition were progressively improved, mental condition en- 
tirely changed. 

Operation January 4th. Discharged cured January 30th,, 
having had no return of pain. Returned October 15th in ex- 
cellent condition. 

III. Prolapsics uteri; rectocde; lacei'ated pex'ineum; ampu- 
tation of cex'vix ; cwetting ; postex'ior colpox'vhaphxj ; pex'vneor- 
rhaphxj. — Patient seen March IT.th, 1890. Pains in the groins 
and stomach. Cannot stand or walk without pain and ex- 
haustion. 

Treatment. — Eight intra-uterine applications of bipolar 
fai’adic current. General condition much improved, walk- 
ing and standing endured better than before, pain has en- 
tirely disappeared. 

Operation April 24th. Cicatrization complete by May 15th, 
Patient gets up and has slight pain in groin. Three more ap- 
plications of electricity cause cessation of pain. Patient dis- 
charged May 22d, cured. Retui’ns November 3d, 1890 ; re- 
covery perfect. 

IV. Fih'oid of the Uterus. — Patient seen November 12th, 
1889. Pain and metrorrhagia, anemia, constipation, vomit- 
ing. Tumor fills up the right side of abdomen as far as the 
floating ribs. Condition so serious that hysterectomy is de- 
cided upon. Preparatory treatment given in the form of the 
galvanic current. After six applications condition improved. 
Food retained and less blood lost. After the sixteenth treat- 
ment pains disappear, menstruation is normal, and patient 
refuses to submit to operation. Treatment continued for four 
months, after which patient is discharged ; is free from paiu, 
digestion is excellent, sleeps well, and walks without diffi- 
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culty. Tumor lias slightly decreased in size. Patient keeps 
in good condition by coming tcy-take an occasional treatment. 

Y. Fibroid of Uterus . — Patient seen May 10th, 1889. 
General condition poor. Metrorrhagia ; no appetite ; defeca- 
tion difficult. Uterus as large as a fetal head, irregularly 
spherical, and hard. Galvanic current applied three times a 
week for two months ; appetite improved and general con- 
dition somewhat better. Electricity applied once a week for 
four months and then patient discharged. Keturns May, 
i 890 ; has hemorrhage, enlarged abdomen, painful pharyngeal 
reflex. A tumor is found in the uterine cavity projecting 
into the cervix, but patient refuses operation. 

In the first three eases the applications of electricity lasted 
from six to eight minutes, their strength depending upon the 
sensitiveness of the patient. In the last two the positive pole 
was introduced and the current was applied for five minutes, 
and varied. in intensity from fifty to one hundred and twenty 
milliamperes. 

In Case lY. electricity, to be sure, caused an indefinite post- 
ponement of operative measures, but produced a decided im- 
provement in the patient’s condition. 

In Case Y. pathological symptoms were decreased and 
rendered bearable, and the fibroid was so modified as to facili- 
tate its removal by the vagina, when the patient consents, 
which will be a less formidable operation than abdominal 
hysterectomy, indicated before the electrical treatment. 

Maritan does not attempt to reach any definite conclusions, 
but presents these eases as of interest to gynecologists. He 
emphasizes the fact that electricity should be considered as an 
adjunct and not a rival to surgery, for which it can prepare 
the way by facilitating the operation itself and putting the 
patient in good general condition. Where an operation is 
impossible, electricity is the only thing that can render, life 
tolerable to the sufferer. a. e. 

I. Ereudenbeeg (Erankfurt-a-M.) : Myoma and the 
Climacterio {Dev FvauenarzU 1891, Hft. 6). — Pliiger was 
the first to demonstrate in a scientific manner that ovulation, 
is the cause of the irritation which pi-oduces a periodical 
hemorrhage from the mucous membrane of the uterus. It 
would therefore appear rational to believe that castration 
would be indicated in cases of myoma which, on account of 
their size, situation, etc., lead to severe hemorrhages and en- 
danger life. This method of treatment has not, however, 
proved entirely satisfactory. The operation is certainly not 
entirely free from danger, and furthermore we observe some 
^ses in which the hemorrhage does not cease after castration. 
The uterus does not always shrink immediately after the ope- 
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ration. The myoma still acts as an irritant, and so the atypi- 
cal bleeding continues. Dr. Schaffer effected a permanent 
cessation of the menses and thebringing on of the climacteric 
by making a local application to the uterine mucosa of Du- 
montpallier’s pencils of chloride of ziine. This effect is ex- 
plained by the fact that the mucosa is destroyed, the function 
of the uterus is interrupted, it shrinks; tiiis then affecting the 
ovaries secondarily, the climacteric results. 

F. made an observation in reference to the production of 
the climacteric which he considers to be the first of its kind. 
It was a case of myoma with severe hemorrhage. JMassage 
was employed and the climacteric was brought on. This he 
explains as follows : By employing massage regularly and for 
a long time the uterus contracts and remains in this condition, 
its function thus becomes interfered with, it shrinks, and. this 
in turn affects the ovaries. lie believes that massage would 
seem to be a proper method to employ in bringing on the 
climacteric and thus to cure the patient. l. s. k. 

5. VuiLLKT (Geneva) : Dilatation of the Uterus (jDer 
Frauenarzt^ 1891, lift. 6). — Both the author and Landau be- 
lieve that it is not a proper surgical procedure to operate upon 
the interior of the uterus without having carefully explored 
it, and this can only he done by dilating it, and thus we are 
enabled to make a digital examination of the interior. The 
method which the writer adopted at hrst was to introduce a 
number of small iodoformized cotton tampons. Landau’s 
method is much simpler and quicker, and by this method we 
can examine the interior of the uterus at the end of twenty- 
four hours. Landau’s method is as follows : 

Iiistrumeiiis. — 1. One pair of bullet forceps, whicli are fas- 
tened into the anterior lip of the cervix 2. A. uterine rod 
(Landau) about twenty-five centimetres long, and having a 
smooth, polished, round upper end. It is somewhat stronger 
and larger than a sound, perfectly straight, and not flexible. 
3. A glass dish containing antiseptic gauze in strips which are 
sixty to seventy centimetres long and two to three centimetres 
wide. Each strip is folded into a package. 

Introduction of the iodofo'/'m gauze . — Patient on her back. 
Introduction of a Sims speculum. Drawing down the uterus 
by means of the forceps which hasbeen hooked into the anterior 
lip of the cervix. An assistant hands the gauze, which is placed 
upon the rod and pushed up to the fundus. The rod is then 
withdrawn one to two centimeti’es, and pushes up more gauze, 
and so on until the entire strip has been introduced, with the 
end protruding through the cervical canal. Dilatation of the 
uterus is useful in cases of endometritis, eases where there 
are pieces of decidua and placenta remaining, polypus, etc.. 
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and particularly in cases where we wish to recognize and re- 
move small submucous and even interstitial fibro-myomata. 

L. s. R. 

6. Slbchta, J. (Prague) : Rupture oe the Uterus 
Frmmiarzt, 1891, Hft. 6 and 7). — The writer claims that two 
factors must be considered in the care of these eases : firstly,, 
In what manner is the child to be extracted ? and, secondly, 
How shall we treat the rupture of the uterus? 

As regards the first question, most authors agree that if the 
child has passed through the ruptured uterus then a lapara- 
tomy must be performed. The same holds good when only 
a part of the child has passed through the rupture, but the 
rest is high up in the pelvis or to one side of it, so that it can- 
not be reached per vaginam except with great difticulty. If, 
however, the presenting part of the child has not slipped out 
of the pelvis, then it is delivered in the natural way. If it is 
a breech, then the extraction is easy. If the head is low down, 
forceps may be applied ; if not, then perforate and extract 
with the cranioclast. In Uansverse presentations embry- 
otomy is the safest plan. If an arm has come down, then it 
is best to decapitate. Yersion is not permissible, for by this, 
means the tear is enlarged, if small ; if subperitoneal, it be- 
comes perforating, the hemorrhage is increased, the placenta 
is loosened, and intestines or omentum are liable to descend 
thi’ough the tear. Of course version is easily performed. 
The placenta should never be expressed by pressure applied 
from without. It should be extracted manually at the time 
the child is delivered, or immediately thereafter. If the 
placenta has passed through the tear and cannot be found, 
then laparatomy is indicated. 

As to the second question, obstetricians differ in regal’d to 
the method of treatment. When laparatomy is indicated on 
account of the child having passed through the tear, the tear 
is eitlier sewed up, or else the uterus is removed in toto and 
the abdomen drained either through the abdominal wound or 
through the eul-de-sae of Douglas. 

If the labor has taken place was nai-Rmfes, many au- 
thors believe in performing a laparatomy in cases of complete 
rupture. Others, however, prefer to treat these eases by 
.means of tampon and drainage through the vagina. The re- 
sults show better statistics by the latter than by the former 
method. Piskacek reports eighty cases of complete rupture. 
Mortality in laparatomy eases 60.8 per cent, those tamponed 
56 I per cent. In cases of incomplete rupture all authors pre- 
fer to tampon, although some believe in laparatomy because 
they claim that otherwise we cannot always control the hemor- 
rhage. S. reports eight cases of uterine rupture occurring 
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in the clinic at Prague. Of these, tlnee were perforating rup- 
tures; all died, two after laparatomy, one after being tam- 
poned. Five were incomplete ruptures, and all of these cases 
recovered, tamponing being employed. 

The seat of the rupture was varied in these cases: Anterior 
wall, two ; both tamponed ; cured. Antei’ior wall, left side, 
two ; both died ; one laparatomy, one tampon. Posterior 
wall, one ; died ; laparatomy. In the left eanthus, two ; cured ; 
both tamponed. Left-sided transverse tear, one ; cured ; tam- 
poned. 

It is generally admitted that the prognosis is more grave 
when the tear takes place upon the anterior wall, because the 
secretion cannot find proper vent for escape. 

Aiithor’s method of treating these cases is briefly as fol- 
lows : First determine the exact seat of rupture, then disinfect 
the tear and the interior of the uterus with" thymol or boric 
acid. The uterus is pushed down through the abdominal 
wall until the edges are approximated as closely as possible. 
It must then be held in this position for several hours until 
the hemorrhage ceases. The fingers are then passed up to 
the upper border of the tear and strips of gauze placed upon 
and around the wound. Then the cervical canal and vagina 
are packed with gauze. If there is a hemorrhage a drainage 
tube is to be introduced between the folds of gauze. It pro- 
trudes from the vagina, and iri-igation may be carried on 
through it. After this an ice bag is placed over the uterus. 
This may remain there for four to flve days, or even longer. 
During the first three days opium is administered and urine 
withdrawn with catheter. The gauze is removed on the ninth 
or tenth day. for by this time there is no longer any danger 
of hemorrhage. l. s. b. 

7. Petit, Paul : Inteavaginal Amputation oe the Cee- 
vix Accoeding to Soheodee’s Peocess {j^ouv. Arch. W Obst. 
et de Gyn ,.). — The author defines Schroder’s process as consist- 
ing of the excision of a wedge-shaped portion of the cervical 
mucous membrane and subjacent stroma, followed immedi- 
atelv by jilastic repair of the organ. 

The indications for the operation he gives as follows : 

1. Chronic cervical endometritis, accompanied by deep 
laceration, with eversion of the whole thickness of the lips ; 
erosion or pseudo-ulceration, which he considers to be de- 
pendent upon the eversion, and fibrous degeneration of the 
lesions of the mucous membranes. 

2. Cancer limited to the cervix. 

3. Hypertrophy of the cervix, conical cervix, stenosis, ante- 
flexion. 

The operation may result in a species of artificial involu- 
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' tion of the aterns, but Petit thinks that the exceptions to this 
result are numerous. On the other hand, it has a rapidly 
beneficial effect upon the nodules formed by parametritis in 
the vicinity of the cervix. 

As to its effect upon conception and pregnancy, since the 
operation leads to primary union without atresia, its infiuence 
is beneficial. Pregnancy follows its usual course, and the 
stage of dilatation during labor is perfectly normal. 

The effect upon the nervous system depends greatly upon 
the kind of nervous phenomena exhibited by the patient. In 
cases of hypochondria, insanity imagining persecution, etc., 
there should be no local treatment, not even curetting ; but 
where there is simply hysteria or neurasthenia, the removal 
of cicatricial, indurations or follicular cysts may not at once 
cure the neurosis, but will certainly lead to a gradual cure by 
destroying a centre for reflex nervous phenomena, imparting 
confidence and hopefulness to the patient, and restoring to 
her social and sexual activity. 

The contra-indications for the operation are pregnancy 
(unless there be epithelioma or threatened abortion due to 
cicatricial tissue) and acute perimetritis. 

The author enters into the technical details of the operation, 
which he claims has not been thoroughly done in any of the 
text books. 

The preliminary measures consist in a strict antisepsis of 
the vagina, and the usual care given to patients before opera- 
tion. A list is given of the instruments required. Pour as- 
sistants are needed. 

The patient is placed in the dorsal position, and the usual 
careful cleansing of the external and internal genitals is 
attended to and the uterus curetted. Simon’s speculum is 
pi'essed down upon the perineum, and forceps dj*aw down the 
anterior lip. Unless the vagina is exceptionally narrow, it 
will not be necessary to use retractors : the assistants may 
with their fingers open out the sides and base of the labia 
minora. 

The cervix is now incised bilaterally as high as may be 
necessary, and the posterior lip incised transversely thr ough 
the internal mucous membrane and a certain amount of the 
subjacent stroma. A semicircular incision is now made 
parallel to the contour of the lip, going from one end of the 
transverse incision to the other-, and several millimetres deep. 
Forceps make traction upon the inferior lip of the wound] 
the anterior lip is held by dissecting forceps, and the blade of 
the knife is reinserted in the wound and carried with small 
strokes through the tissues to the transverse incision. The 
wedge-shaped piece is easily removed, and a large freshened 
surface is left, at the upper end of which is a right-angled 
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“ elbow.” The latter is drawn forward by forceps, and 
needles threaded with silk are inserted about a quarter of an 
inch above this spur, traverse beneath the raw surface, and 
emerge far enough below so that when the two raw surfaces 
are approximated the spur or elbow will be entirely covered. 
Three stitches are usually sufficient, and they are noAv drawn 
together and tied. 

The anterior lip is next resected, following the line already 
traced. The cervix is well drawn down into sight, and the 
freshened surfaces approximated and sutured from above 
downward on both sides. The cervical and vaginal mucous 
membranes must meet, and there must be no projections of 
raw surface between the stitches. A small piece of iodoform 
gauze may be introduced as far as the internal os, so as to 
prevent atresia. 

The after-care consists in irrigation with a bichloride solu- 
tion, careful drying Avith absorbent cotton, and the packing 
of iodoform gauze about the cervix and in the vagina. Un- 
less there is oozing, this dressing need not be renewed before 
the fifth day. Three or four such dressings usually suffice, 
and are folioAved by two daily irrigations with a bichloride 
solution 1 to 3,000. The patient may get up on the tAvelfth 
day. A. E. 

8. UoiaTANSKA' (Vienna) : The Use of Electeicity in Dis- 
eases OF THE Female Generative Organs (Wtene?' Min. 

Wochenschrift. 1890, Uos. 4:T and 4:8). — The author reports re- 
sults of cases treated during tAVO and a half years. There 
were tAventy-two fibromata of the uterus, one peri- and para- 
metric exudation, and eighteen cases of the various forms of 
chronic endometritis. The total number of sittings amounted 
to about six hundred and fifty. The greatest number that 
any one patient Avas subjected to Avas sixty-three. Duration 
of the sittings varied between five and ten minutes (in tAVO 
cases twelve minutes). The intensity of the current seldom 
exceeded one hundred to one hundred and ten (once three 
hundred) milliamperes. He believes that Ave must consider 
this plan of treatment valuable, but that even when used cor- 
rectly and Avitli care it has its dangers, is painful, sIoav, and 
does not always produce the desired results, and is often only 
a palliative measure. s. h. 
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Abbott. Instrument for use as forceps, swab, and in irrigation of the 
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Abdominal electrode, a new. Whitcomb . 1177 

pregnancy, case of supposed. Cleveland 944 

section, four cases of removal of myomata by. Ross 1081 

tumors complicated by pregnancy, how should we proceed 

in cases of ? Ross 125S 

wall, fibroid tumor of the anterior, the size of a duck’s egg. 

Munde — 317 

wound, the ideal dressing for the, • Kelly 1439' 

Abel. Anatomy of tubal pregnancy 767 

Abortion, case of induced, for relief of nausea and vomiting. Thomp- 

kins .•.147& 

habitual. Napier •. 377' 

Abortion. McKee 1331 

Abscess of right and hematoma of left ovary ; double salpingitis ; left 

hydro-salpinx. Edebohls 594 

of the ovary ; diffuse suppurative peritonitis ; laparatomy and 

drainage. Coe 728 

of the ovary. Munde 350 
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ovarian. Sandberg 360 

ovarian, pyo-salpinx, abscess in the peritoneum. Krug 1484 

pelvic, observations on the surgical management of. Reed. . .1361 

pelvic. Wiedow 255 
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avoidance of. Hanks 1231 
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Alexander’s operation, see Round ligaments. 

Amenorrhea, the treatment of, by Swedish movements. Frederica.. . 1016- 
95 
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the consistence of the blood and, during pregnancy and in the 
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Amputation, high, converted into hysterectomy. Tuttle 237 
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Anemia, acute, the treatment of, by infusion. Holmes 281, 370 
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Dudlejr 142, 224 
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serve the. Polk 1039 

uterine, removal of, in a patient deformed by spinal 

curvature from caries of the vertebral. Strong 554 

uterine, removal of the, in cases of functional neurosis. 

Playfair 635 

uterine, removal of the, with results. Ward 1338 

uterine, some clinical testimony as to the results of re- 
moval of the. Reamy 1233 

uterine, the ultimate results of removal of the. Lee 1370 
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at the. Opie .1441,1464 
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Barker, Benjamin Pordyce, in memoriam. Munde 829 

Baumm. Operation for vesico-cervical fistula through the bladder — 1008 
Bayer. Hypertrophy of the cervical muscular fibres in the pregnant 

uterus 256 

Black. Puerperal fever and septic poisoning 

Bladder, the care of the, before and after labor. Coe. . . ....... .769, 873 

Blood during pregnancy and in the puerperium, examinations in refer- 
ence to the consistence of the, and the composition of the amniotic 

fluid. Schroder 1022 

Boldt. Double hydro-salpinx and oophoritis 

Fibroid of the uterus ; vaginal hysterectomy . . . .' 

Large flbroid of the uterus ; hysterectomy 015 

Ovarian cyst with a long, half-twisted pedicle 3wJ 

Perimetritis following perityphlitis 

Sarcoma of the kidney 02 b 

Secondary laparatomy for intestinal obstruction 02o 

Specimens from two cases of tubal pregnancy 014 

Bone removed from the rectum. Goelet 11°0 

Bony tjumor of the pelvis, a case of ; Cesarean section ; recovery. Von 

Swiecicki i"," 

Boulton. The purse-string suture : its use in complete rupture of the 
perineum 07o 


INDEX TO VOLUME XXIV. 


150T 


Brandt’s (Thure) method, the manual treatment of fixed retrodeviations 

of the uterus by. Kumpf 1397 

Braun, Carl, in memoriam. Garrigues.. . 1 , 711 

Bright’s disease, four cases of pregnancy with. Herman 246 

Broad ligament, a clinical study of primary carcinomatous neoplasms 

between the layers of the. Janvrin 1218 

Bromoform, exhibition of. Earle 115 

Brown. Systematic infection from gonorrhea 1462 

Buckmaster. A new form of drainage tube for pelvic abscess 478 

Bumm. Puerperal endometritis 1267 

The importance of gonorrheal infection in the causation of 

severe genital diseases in the female 1265 

Byford. A comparative study of one hundred and fifty-nine consecu- 
tive cases of peritoneal section 969 

A fibro cysto-sarcoma weighing forty pounds 1134 

Cases of extra-uterine pregnancy; abdominal section; remarks 

upon treatment 1292 

Exhibition of fibroid tumors of the uterus 863 

Extra-uterine pregnancy 968 

Fibroids of the uterus 1134 

Hematoma, gyroma, and so-called endothelioma of the ovary, 966 
The technique of vaginal fixation of the stump in abdominal 

hysterectomy _. . . 1228 

The vaginal operation for shortening the utero-sacral liga- 
ments 834 


C. 


Calculus, nephrotomy for. Janvrin 238 

Cancer, extirpation of the rectum for, by the vagina and perineum, 

witli preservation of the .sphincter. Desguin. 1021 . 

of the cecum and large fibroid of the uterus. Hanks 469 

of the cervix uteri — the results of treatment by amputation. 


Baker . . 1224 

of the cervix, uterine myoma with. Krug 203 

of the rectum. McArthur 567, 629 

of the uterus, vaginal hysterectomy for. Janvrin 80 

of the uterus removed by vaginal hysterectomy, two cases of. 

Krug 1483 

vaginal hysterectomy for, Martin 954 

Cancerous uterus. Martin 359 

Carcinoma in the cicatrix of an abdominal incision made for an ova- 
riotomy. Michaux 639 

medullary, of corpus uteri; laparo-vaginal hysterectomy; 

death from shock. Coe 232 

of the body of the uterus, the diagnosis of. Hofmeier 1000 

of the body of the uterus, the diagnosis of. Leopold 1001 

primary {?), of the ovary and broad ligament. Krug 1483 

utei i, two cases of. Krug 736 

uterine. Janvrin 205 

Carcinomatous neoplasms between the layers of the broad ligament, a 

clinical study of primary. Janvrin ,1218 

Castration and ciliated epithelium. Krukenberg 1270 

Catheter, a simple and safe female. McLean 478 

Cephalhematoma, a case of double, with imperfect ossification of the 

cranial bones. Coe 734 

Cephalotribe, modification of Lusk’s. Coe 347 

Cervix, cancer of the, uterine myoma with. Krug 203 

chancres of the, the diagnosis of. Easumow 1279 

intravaginal amputation of the, according to Schroder’s process. 

Petit 1502 
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Cervix, laceration of the, the immediate closure of. Garrigues 1329 

uteri, cancer of the— the results of treatment by amputation. 

Baker 1224 

uteri, epithelioma of the, the uterus, tubes, and ovaries removed 

by vaginal hysterectomy for. Janvriu 855- 

uteri, fibro adenomatous polypus of the. Cleveland 609 

uteri, lacerated, primary operation for. Kollock 1237 

uteri, lacerations of the. Smith 40, 119^ 

vaginal portion of the, anatomy of the. Dtlhrssen 1270 

Cesarean section and embryotomy in contracted pelves. Gaulard 763- 

section, case of. Coe 722 

section; lecovery; a case of bony tumor of the pelvis. Von 

Swiecicki 762- 

section, recovery of all the deep sutures seven months after. 
Grandin 727 


section, repeated, with a report of three new cases. Rosen- 
berg 1178 

section, the steps of the — the do’s and the don’t’s. Kelly . . . 532 

section, unique case of. Noble 691 

sui'gery, the present and improving status of. Harris 1219 

Chancres of the cervix, the diagnosis of. Easumow 1279 

Child viable, is a, at si-x and a half months ? Eliot 1250 

Cholecystotomy and cholelitbotrity, a case of; death from la grippe 

the twenty-first day. Seymour 1347 

report of cases of, with special reference to the treat- 
ment of calculus lodging in the common duct, 
Vander Veer 1347 


Chyle cyst, a case of. De Leon 168- 

Clark. Fifty years’ experience in obstetrics 778, 869 

Clarke. Post-partum hemorrhage — its etiology and management 1243 

Cleveland, A modification of Dr. Polk’s forceps for vaginal hysterec 

tomy, with method of operating 601 

Case of supposed abdominal pregnancy 944 

Fibro-adenomatous polypus of the cervix uteri 609 

Laparatomy in Trendelenburg’s position 1240 

Modified scissors 844 


Modified self-retaining speculum 352 

Multilocular cyst of the ovary 608- 

Retroverted. adherent pregnant uterus ; two cases 841 

Rupture of intestine during laparatomy ... 732 

Climacteric, myoma and the. Freudenberg 1499 

Clitoris, tumors of the. Peckham 1153 

Coe. A case of double cephalhematoma, with imperfect ossification of 

the cranial bones 734 


Abscess of the ovary; diffuse suppurative peritonitis; lapai'atomy 


and drainage 728 

Case of Cesarean section 722 


Concealed accidental hemorrhage after labor 1211 

Concealed accidental hemorrhage during labor, with a report of 
a fatal case 152, 239 


Elevation of temperature of obscure origin during the puerperium, 641 
Malignant adenoma of the corporeal endometrium ; vaginal hys- 
terectomy; recovery 234 

Medullary carcinoma of corpus uteri ; laparo-vaginal hysterec- 
tomy ; death from shock 232 

Modification of Lusk’s cephalotribe 347 

Peculiar congenital deformity • - 347 

Rupture of the uterus, with prolapse of the intestine ; total ex- 
tirpation ; death from shock • 587 

Spontaneous rupture of the uterus during labor; explorative 
laparatomy; death from shock 515- 



INDEX TO VODDME XXIV. 1509 

. PAGE 

“Coe. The care of the bladder before and after labor 769, 873 

■Complications in pelvic and abdominal surgery, and how to deal with 

them. Price 1409, 1463 

■Conception, menstruation, ovulation, and. Veit 991 
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. pelvis, the, as a sign of degeneration. Wiedow 1397 
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in premature infants, separation of the. Loriot 1031 

Croilord. Acute hypertrophy of the mammary glands 695 

Curette, perforation of a septic uterus with a, after labor. Tuttle. . 861 
Currier. A study of the reproductive functions in American Indian 

women 1235 

Cyst, chyle, a case of. De Leon 168 

- dermoid, a switch of hair five feet long from a. Muude 854 

dermoid, of the ovaries, double multilocular. Krug 470 

- intraligamentous, of the ovary. Munde 349 

multilocular. of the ovary, Cleveland . 608 

of the mesentery. Goggans 1477 

ovarian, malignant growth starting in an. Hanks 941 

ovarian, unilocular. Hall 751 

ovarian, with a long, half-twisted pedicle. Boldt 329 

Cystic elephantiasis, a case of congenital. Wilson 1173 

Cystoma, iutraligameutary parovarian. Edebohls 743 

intraligamentary parovarian, removed without disturbing 

tube or ovary. Edebohls.. 743 

Cystomata. papillary dermoid. Reed 753 

Cysts, multilocular colloid, of both ovaries, of the appendix vermi- 

formis, and of the omentum. Krug 1484 

multilocular. of ovary. Etheridge 868 

of the vagina : their etiology, pathology, and treatment. Ru- 
therford 989 

ovarian, obscure origin of. Kollock 1466 

suppurating, developed from adherent ovaries after repeated at- 
tacks of inflammation; and secondary operationsj^for removal 

of double intraligamentous cyst. Hall . . 1360 

tubo-ovarian. Robinson 1311 
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Davis Medico-legal aspect of intestinal surgery ... 1 1468 
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Deformity, peculiar congenital. Coe 347 

De Leon. A case of chyle cyst 168 

Dentition, delayed. Fenwick 457, 503 

Dermatol, a substitute for iodoform. Glaser.. 1395 

Dermoid cyst, a switch of hair five feet long from a. Munde 854 

cyst of the ovaries, double multilocular. Krug 470 

cystomata, papillary Reed 753 

monocyst of the ovary. Reed 753 

Desguin. Extirpation of the rectum for cancer by the vagina and peri- 
neum, with preservation of the sphincter 1031 

Dpelopment. imperfect, as a cause of uterine disease. Wylie 1227 

Diabetes mellitus gravidarum. Fry 1243 

Diarrhea, chronic, in women, on the frequency of: its causes and treat- 
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Dilatation of the uterus. Vuillet 1500 

Dilator, a new uterine. Dudley 500 
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sideration of the pathological conditions present. 

Goelet 185, 206 
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man 257, 363 
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Doederlein, Vaginal secretions and vaginal germs 1268- 

Dohrn. Gonorrheal disease of the oral mucous membrane of the new- 
born 1265- 


Practical obstetrics among private patients 991 

Doleris. Vegetating tumor of the tubal mucosa, or papillomatous en- 
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Drainage in pelvic surgery, the essential question of. MoMurtry 1363 

tube for pelvic abscess, a new form of. Buckmaster 478- 
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Report of case of extra-uterine pregnancy ; operation ; re- 
covery 865 

Dhhrssen. Anatomy of the vaginal portion of the cervix 1370 
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Gunning 305, 335. 
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perature and urine in,this disease. Herman 987 
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gestation, two cases of tubal pregnancy, with remarks on 

Banga 33, 99- 
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cavity 1365 
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Endothelioma, so-called, hematoma, gyroma, and, of the ovary. By- 
ford . 966 

Engelmann. Thinness of uterine walls simulating extra-uterine preg- 
nancy 1478 

Engstrom. Ovariotomy during pi-egnancy ;..1145 
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by vaginal hysterectomy for. Janvrin 855 
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a plea for. Janvrin 789, 844 

laparatomy, the therapeutic value of, with the report of 
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Extirpation, total, of the uterus by the vagina. Dimitri 383 

Extra-uterine gestation, a case of, the sac being situated in the right 
broad ligament, pregnancy advanced to the early 
part of the fourth month. Griffith 979 
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Extra-uterme gestation, a case of, associated with sloughing of the ah- 
dominal wall and attempted extrusion of a matured 

and putrid fetus near the umbilicus. Shield 98(> 

pregnancy at full term, a case of ; removal of child and 
placenta by abdominal section; recovery. Taylor. . . 979 

pregnancy. By ford 968 

pregnancy, cases of ; abdominal section ; remarks upon 

treatment. By ford 1293 

pregnancy, do the general symptoms justify primary 

laparatomy 'early in ? Grandin 214 

pregnancy, laparatomy for, two months after death of 

fetus at term. Parkes 491 

pregnancy; laparatomy; recovery. Krug 1484 

pregnancy, the treatment of. Lusk 1487 

pregnancy, thinness of uterine walls simulating. Engel- 

mann 1478 

pregnancy. Parkes 356 

pregnancy, report of case of ; operation ; recovery. 

Dudley 865 

pregnancy; rupture; laparatomy; recovery, ^fann.... 319 
pregnancy, supposed, with absence of fetus. Mann. . . . 230 

pregnancy, the vaginal operation in. Fenger 418, 496 

pregnancy, treatment of, by morphine. Winckel 1236 

pregnancy. Werth and Veit 137 

retroperitoneal pregnancy in the seventh month, a case 


of. 


Jaggavd.. 


E.xudation3, puerperal, the treatment of recent. 


, .446, 496 
Fritsch 1372 


F. 

Falk. Intra-uterine medication 1147 

Fatherniae. Von Wild 1393 

Fehling, The causes and treatment of puerperal osteomalacia 893 

Therapy of puerperal fever, with special reference to general 

sepsis 1495 

Femoral and ventral hernia in women. Marcy 1353 

hernia. Goelet 856 

Fenger. Ovariotomy during pregnancy. 1097, 1128 

The vaginal operation in extra-uterine pregnancy . .. ..418, 496 
Tubal pregnancy with two ova in the same Fallopian tube. . . 587 

Fenwick. Delayed dentition 457, 503 

Hemiplegia following abortion 486, 503 

Ferguson. Infantile spastic paraplegia 938 

Strychnia and the hot douche in the prophylaxis of pro- 
tracted labor 579 

Fetus from a case of tubo-uterlne gestation. .Tewett 947 

papyraceus. Jaggard 112 

Fever, milk. Gardner 910 

.puerperal, and septic poisoning. Black • 756 

puerperal, therapy of, with special reference to general sepsis. 

Fehling 1^195 

Pibro-adenomatous polypus of the cervix uteri. Cleveland 609 

Pibro-cyst, ovarian. Goelet '. S4 

Pibro-cysto-sarcoma weighing forty pounds. Byford 11"* 

Fibroid, large, of the uterus'and cancer of the cecum. Hanks 469 

mural, of the uterus. Dudley °03 

mural, of the uterus, large ; hysterectomy. Boldt 615 

of the uterus, large. Wylie "*1 

of the uterus; vaginal hysterectomy. Boldt 733 

of the uterus. Waldo ^ •. 

polypus of the uterus, extraordinarily long. Fruitnight 593 

submucous, simulating pregnancy Tuttle 234 
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Pibroid tumor of the anterior abdominal wall, the size of a duck’s egg. 

Munde 217 

tumor of the ovary. Wylie 342 

tumor, pregnant uterus with. Parkes 486 ■ 

tumors in the pregnant uterus. Tuttle 851 

tumors of the uterus after the menopause, the growth of. 

Johnson 1420 

tumors of the uterus, exhibition of. Byford 863 

tumors of the uterus, the growth of, after the menopause. 

Jolmson ....1476 

tumors of the uterus successfully treated by weak currents of 

galvanism. Lyonsr 1120, 1139 

tumors of the uterus. Wylie 623 

tumors. Parkes 357 

uterus removed per vaginam. Martin 360 

Fibroids of the uterus. Byford 1134 

of the uterus ; hysterectomy. Munde 600 

thirty-four submucous and interstitial. Munde 1367 

uterine, removed by total extirpation, two cases of. Krug. . . 738 

uterine, the electrical treatment of, in England. Keith 1241 

Fibroma molluscum of the labium majus. Tuttle 714 

Fibromata, uterus containing in its walls two gangrenous. Edebohls.. 620 

Fibrous polypi of the uterus, three cases of. Slunde 349 

Fistula, vesico- cervical, operation for, through the bladder. Baumm. .1008 

Fleming. A specimen of terata katadidyma 277 
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method of operating Cleveland 601 
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Fruitnight. Extraordinarily long fibroid polypus of the uterus. . . . 593 

Fry. Diabetes mellitus gravidarum ..1242, 

Fuchs. Case of tubal pregnancy; rupture; death 573 
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'Galvanism, two cases of fibroid tumors of the uterus successfully 
treated by weak currents of. Lyons 1120,1139 


Galvanization, bipolar, treatment of membranous dysmenorrhea by. 

Gunning .305, 335 

Ganglia, automatic menstrual — a new theory of menstruation. Robin- 

- son 1025 

Gardner. Milk fever 915 

Garrigues. In memoriam Carl Braun 711 

The best posture in the different stages of labor. 1226 

The immediate closure of laceration of the cervix 1329 

Gaulard. Embryotomy and Cesarean section in contracted pelves. . 763 

Gehrung. Preventive or conservative treatment of pelvic tumors .... 1238 

GermSj vaginal, and vaginal secretions. Doderlein 1268 

^Gestation, ectopic, see Ectopic, Extra-uterine, Tubal, etc. 

Gliiser. Dermatol, a substitute for iodoform 1395 

Goelet. Bone removed from the rectum 1485 

Electricity versus laparatomy • 1485 

Femoral hernia 856 

Ovarian fibro-cyst 84 
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a consideration of the pathological conditions present.185, 208 

Goffe. Hyperemesis gravidarum 83T 

To what extent can uterine disease be prevented, and how ?.6C6, 741 

Goggans. Cyst of the mesentery 1477 

Gonorrhea, systemic infection from. Brown 14C2 

Werthelm 

Gonorrheal disease of the oral mucous membrane of the new-born. 

Dohrn 1205- 

infection, the importance of. in the causation of severe 
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infection, the prophylaxis of.* SUnger 1386 

Gottschalk. Thiol in female diseases 1146 

Gout, vesical, in women Mabboux 1018 

Grandin. A probable case of interstitial pregnancy 06, 88 

Do the general symptoms justify primary laparatomy early 

in extra-uterine pregnancy ? 214 

Puerperal hematoma of the vagina 861 
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Cesarean section 727 
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